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Missed doses 


that helps 
them stay out 


Controlled Drug Delivery with 
PROLIXIN” DECANOATE 
(FLUPHENAZINE DECANOATE 
INJECTION) 

Puts control of the schizophrenic in 
your hands with injections I to 3 weeks 
apart or longer, with an average 
duration of effect of about 2 weeks 
Controlled drug delivery helps prevent 
disruption of therapy—one of the com- 
monest causes of psychotic relapse. For 
the inpatient it means unimpeded drug 
delivery with improved chances of 











discharge. 
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1. hostile 2. pouching 3. poor 

resistance sequestering gastrointestinal 
stockpiling absorption 
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With Prolixin Decanoate, 

unimpeded drug delivery 


FOUR REASONS FOR READMISSION.. 







Stor kpiling 


For the outpatient it means improved 
chances for prolonged remission: “...the 
duration of remission and the incidence 
of relapse are directly related to keeping 
the patient medicated after his return to 
the community.”! 


Controlled drug delivery helps the = 
inpatient out 

e Keeps the patient medicated...helps 
make him more manageable, more com- 
fortable, and more amenable to total 
treatment. With oral medication, on the 
other hand, approximately one out of 
every five patients does not take his med- 
ication, even when administered by the 
nursing staff.’ 

e Eliminates the problem of missed, lost, 

or hidden doses. Prevents stockpiling. 

e Assures regular medication intake. 

e Lightens responsibilities of the hospital 
staff...simplifies patient management by 
obviating the need for multiple doses. 

e Increases the likelihood of discharge: 

In one study’ of 24 long-term hospital %5 
patients treated with Prolixin Decanoate 
(Fluphenazine Decanoate Injec- 
tion) every 7 days to 3 weeks: 


=, 








CONSIDERED NO 
DISCHARGED DISCHARGEABLE IMPROVEMENT 
13 4 7 


Dischargeability “may also have been en- 
hanced because the staff, the patient, 
and the family were assured of an ad- 
equate and regular medication intake”? 


GOOD REASONS FOR CONTROLLED DRUG DELIVERY 
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Misleading advice from family and friends. 





Controlled drug delivery helps keep 

the outpatient out 

e Helps assure continuity of medication 
..makes prolonged remission more 

likely. With oral medication, on the 

other hand, “approximately 50% of all 

discharged psychotic patients fail to take 

even the first dose of their outpatient 
medication.” ? 

e Enhances chances for rehabilitation... 

promotes acceptance socially, in the 

family, and on the job because of sus- 

stained control of symptomatology. 

e Fases family adjustment by eliminating 
concern about “taking his medicine.” 

e Avoids the potential dangers of stock- 
piling, particularly for the suicidal. 

e Once administered, therapy cannot be 

altered by the patient, by his family, or 
by anyone else. 

e The unique advantages of controlled 

drug delivery apply equally to the pa- 

tient who has never been hospitalized. 










ontrolled Dr 


Weakening of psychological defenses =i 
every tablet reminds him of his problem. 


They are advantages that can help make 
custodial care unnecessary as long as 
treatment continues. 


Controlled drug delivery saves time, 
reduces cost in the hospital, clinic, office 
Saves time in the hospital: 


18 PATIENTS 18 PATIENTS 


On 



















8 am. % hr. I injection 
2pm. % hr. every i4 days for 
6p.m. % hr. most patients 





4 minutes 
required for each 
injection (approx.) 







=2% hrs. 
nursing time 


21⁄4 hrs. X 14 days 
=31'%2 brs. 
of nursing time 
every 14 days 












=1 hr. 10 minutes 
nursing time 
in 14 days 





NURSING TIME SAVED IN 14 DAYS: 
30 hours, 20 minutes? 





Saves time in the clinic and in the office: 
Most patients report for their injections 
only once in every two-week period. 


with 
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Prolixin Decanoate (Fluphenazine 

Decanoate Injection) also offers the con- 
venience of easy-to-use Unimatic® 
Syringes: Unimatic single-dose pre- 
assembled syringes and Unimatic car- 
tridge-needle units with a reusable plastic 

holder. Vials of 5 cc. Prolixin Decanoate 

are available for use with dry syringes 

and needles (at least 21 gauge). Use of a 

wet needle may cause the solution to be- 
come cloudy. 


a 
N.B. Extrapyramidal reactions occur fre- 
quently. Most often they are reversible 
and can usually be controlled by admin- 
istration of antiparkinsonian drugs. How- 
ever, in some instances, they are persis- 
tent—particularly in the case of tardive 
dyskinesia (see Adverse Reactions sec- 
tion of Brief Summary). Patients should 
be forewarned and reassured. 
References: 1. Kinross-Wright, V. J.: Cited 
in Med. Tribune, Sept. 13, 1965, pp. 1, 27. 
2. Goldberg, H. L., DiMascio, A. and Chaud- 
hary, B.: Psychosomatics 11:173, May-June 
1970. 3. Keskiner, A. et al.: Arch. Gen. Psy- 


chiatry 18:477, Apr. 1968. 4. Platt, R.: Br. J. 
Social Psychiatry 2:187, 1968. 





ug Delivery 
LIXIN DECAN OATE 


NAZINE DECANOATE INJECTION) 


For product Brief Summary, see following page. 
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Controlled Drug Delivery - 


in schizophrenia with 





* PROLIXIN’ DECANOATE 


(FLUPHENAZINE DECANOATE INJECTION) 


BRIEF SUMMARY 

Prolixin Decanoate (Fluphenazine Decano- 
ate Injection) provides 25 mg. fluphenazine 
decanoate per cc. in asesame oil vehicle with 
1.2% (w/v) benzyl alcohol as a preservative. 


CONTRAINDICATIONS: In presence of 
suspected or established subcortical brain 
damage. In patients who have a blood dyscra- 
sia, liver damage or renal insufficiency, or 
who are receiving large doses of hypnotics, 
or who are comatose or severely depressed. 
In patients who have shown hypersensitivity 
to fluphenazine; cross-sensitivity to pheno- 
thiazine derivatives may occur. 

Not intended for use in children under 12. 
WARNINGS: Mental and physical abilities 
required for driving a car or operating heavy 
machinery may be impaired by use of this 
drug. Physicians should be alert to the pos- 
sibility that severe adverse reactions may 
occur which require immediate medical at- 
tention. Potentiation of effects of alcohol 
may occur. Safety for use during pregnancy 
has not been established; weigh possible haz- 
ards against potential benefits if adminis- 
tered during pregnancy. Safety and efficacy 
in children have not been established be- 
cause of inadequate experience in use in 
children. 


PRECAUTIONS: Caution must be exercised 
if another phenothiazine compound caused 
cholestatic jaundice, dermatoses or other 
allergic reactions because of the possibility 
of cross-sensitivity. When psychotic patients 
on large doses of a phenothiazine drug are 
to undergo surgery, hypotensive phenomena 
should be watched for; less anesthetics or 
central nervous system depressants may be 
required. Because of added anticholinergic 
effects, fluphenazine may potentiate the 
effects of atropine. 

Use fluphenazine decanoate cautiously in 
patients exposed to extreme heat or phos- 
phorus insecticides; in patients with ulcer 
disease history since aggravation of peptic 
ulcer has occurred; in patients with history 
of convulsive disorders since grand mal con- 
vulsions have occurred; and in patients with 
special medical disorders such as mitral in- 
sufficiency or other cardiovascular diseases, 
and pheochromocytoma. Bear in mind that 
with prolonged therapy there is the possibil- 
ity of liver damage, pigmentary retinopathy, 
lenticular and corneal deposits, and devel- 
opment of irreversible dyskinesia. 

Fluphenazine decanoate should be admin- 
istered under the direction of a physician 
experienced in the clinical use of psycho- 
tropic drugs. Periodic checking of hepatic 
and renal functions and blood picture should 
be done. Renal function of patients on long- 
term therapy should be monitored; if BUN 
becomes abnormal, treatment should be dis- 
continued. “Silent pneumonias” are possible. 


ADVERSE REACTIONS: Central Nervous 
System—Extrapyramidal symptoms are most 
frequently reported. These include pseudo- 
parkinsonism, dystonia, dyskinesia, akathisia, 
oculogyric crises, opisthotonos, and hyper- 
reflexia; most often these are reversible, but 
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*they may be persistent. One can expect a 


higher incidence of such reactions with flu- 
phenazine decanoate than with less potent 
piperazine derivatives or straight-chain phe- 
nothiazines. The incidence and severity will 
depend more on individual patient sensitiv- 
ity, but dosage level and patient age are 
also determinants. As these reactions may 
be alarming, the patient should be fore- 
warned and reassured. These reactions can 
usually be controlled by administration of 
antiparkinsonian drugs such as benztropine 
mesylate or intravenous Caffeine and Sodi- 
um Benzoate Injection U.S.P, and by sub- 
sequent reduction in dosage. 

Persistent Tardive Dyskinesia: As with all 
antipsychotic agents, persistent and some- 
times irreversible tardive dyskinesia may 
appear in some patients on long-term ther- 
apy or may occur after discontinuation of 
drug. The risk seems greater in elderly 
patients, especially females, on high dosages. 
The syndrome is characterized by rhythmi- 
cal involuntary movements of tongue, face, 
mouth, or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chew- 
ing movements) and may be accompanied 
by involuntary movements of extremities. 
There is no known effective therapy for 
tardive dyskinesia; usually the symptoms are 
not alleviated by antiparkinsonism agents. If 
the symptoms appear, discontinuation of all 
antipsychotic agents is suggested. The syn- 
drome may be masked if treatment is rein- 
stituted, or drug dosage increased, or a 
different antipsychotic agent used. Reports 
are that fine vermicular movements of the 
tongue may be an early sign of the syndrome 
which may not develop if medication is 
stopped at that time. 

Phenothiazine derivatives have been 
known to cause restlessness, excitement, or 
bizarre dreams and reactivation or aggrava- 
tion of psychotic processes may be encoun- 
tered. If drowsiness or lethargy occur, the 
dosage may have to be reduced. Dosages, 
far in excess of the recommended amounts, 
may induce a catatonic-like state. 

Autonomic Nervous System — Hyperten- 
sion and fluctuations in blood pressure have 
been reported. Although hypotension is rare- 
ly a problem, patients with pheochromocy- 
toma, cerebral vascular or renal insufficiency 
or severe cardiac reserve deficiency such as 
mitral insufficiency appear to be particularly 
prone to this reaction and should be ob- 
served carefully. Supportive measures includ- 
ing intravenous vasopressor drugs should 
be instituted immediately should severe hy- 
potension occur; Levartereno! Bitartrate In- 
jection U.S.P. is the most suitable drug; 
epinephrine should not be used since pheno- 
thiazine derivatives have been found to re- 
verse its action. Nausea, loss of appetite, 
salivation, polyuria, perspiration, dry mouth, 
headache and constipation may occur. Re- 
ducing or temporarily discontinuing the dos- 
age will usually control these effects. Blurred 
vision, glaucoma, bladder paralysis, fecal 
impaction, paralytic ileus, tachycardia, or 
nasal congestion have occurred in some pa- 


tients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, 
peripheral edema, abnormal lactation, gyneco- 
mastia, menstrual irregularities, false results 
On pregnancy tests, impotency in men and 
increased libido in women have occurred 
in some patients on phenothiazine therapy. 

Allergic Reactions—Itching, erythema, urti- 
caria, seborrhea, photosensitivity, eczema 
and exfoliative dermatitis have been reported 
with phenothiazines. The possibility of ana- 
phylactoid reactions should be borne in mind. 

Hematologic—Blood dyscrasias including 
leukopenia, agranulocytosis, thrombocyto- 
penic or nonthrombocytopenic purpura, 
eosinophilia, and pancytopenia have been 
observed with phenothiazines. If soreness of 
the mouth, gums or throat or any symptoms 
of upper respiratory infection occur and con- 
firmatory leukocyte count indicates cellular 
depression, therapy should be discontinued , 
and other appropriate measures instituted 
immediately. ° 

Hepatic—Liver damage manifested by cho- 
lestatic jaundice, particularly during the first 
months of therapy, may occur; treatment 
should be discontinued. A cephalin floccula- 
tion increase, sometimes accompanied by 
alterations in other liver function tests, has J 
been reported in patients who have had no 
clinical evidence of liver damage. 

Others—Sudden deaths have been reported 
in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be 
predisposing factors. High doses should be 
avoided in known seizure patients. Shortly 
before death, several patients showed flare- 
ups of psychotic behavior patterns. Autopsy 
findings have usually revealed acute fulmi- 
nating pneumonia or pneumonitis, aspiration 
of gastric contents, or intramyocardial le- 
sions. Although not a general feature of flu- 
phenazine, potentiation of central pervous 
system depressants such as opiates, analge- 
sics, antihistamines, barbiturates, and alco- 
hol may occur. 

Systemic lupus erythematosus-like syn 
drome, hypotension severe enough to ca; 
fatal cardiac arrest, altered electroc 
graphic and electroencephalographic, 
altered cerebrospinal fluid proteir 
edema, asthma, laryngeal edem 
neurotic edema; with long-tg 
pigmentation and lenticul 
opacities have occurred wi 
Local tissue reactions oc’ 
injections of fluphenazir 4 

For full prescribing 
package insert. 
HOW SUPPLIED: 
dose preassembled 
needle units, and í 
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NORPRAMIN | 


desipramine hydrochloride 










|, When | 
" depression is 
primary 


HELPS PROVIDE 

EARLY CONTROL 

OF DEPRESSIVE 
SYMPTOMS... 


nxiety is an invidious symptom. It feeds upon 
sickness, gnaws, grows and invades every cranny 
of psychic pathology adding intensity to 
torment. Anxiety as a symptom secondary to 
may be so dominant that it obscures 
the primary diagnosis. It may suggest treatment 
with tranquilizers which often help. But as the 
vampire of legend had to have a laurel stake 
driven through its heart to truly die, so anxiety 
secondary to depression will not cease to nibble and 
bite until an antidepressant eradicates the 


primary illness—and symptomatic anxiety starves. 


IN BRIEF: 


Indications: Norpramin® (desipramine 
hydrochloride) is indicated for the relief 
of depressive symptoms. Endogenous 
depressions are more likely to be alle- 
viated than others. 

Contraindications: Desipramine hydro- 
chloride should not be given within two 
weeks of treatment with a monoamine 
oxidase inhibitor. Contraindications in- 
clude the acute ‘recovery period follow- 
ing myocardial infarction and hypersen- 
sitivity to the drug. Cross sensitivity 
with other dibenzazepines is a possi- 
bility. 

Warnings: 1. Extreme caution should be 
used in patients: (a) with cardiovascular 
disease, (b) with a history of urinary re- 
tention or glaucoma, (c) with thyroid 
disease or those on thyroid medication, 
(d) with a history of seizure disorder. 2 
This drug is capable of blocking the 
antihypertensive effect of quanethidine 
and similarly acting compounds. 3. Use 
in Pregnancy: Safe use during pregnan- 
cy and lactation has not been estab- 
lished. 4. Use in Children: Norpramin® 
(desipramine hydrochloride) is not rec- 
ommended for use in children, 5. This 
drug may impair the mental and/or phy- 
sical abilities required for the perform- 
ance of potentially hazardous tasks such 
as driving a car or operating machinery 
Therefore, the patient should be cau- 
tioned accordingly. 

Precautions: This drug should be dis- 
pensed in the least possible quantities 
to depressed outpatients, since suicide 
has been accomplished with drugs of 
this class. If possible, dispense in child- 
resistant containers. It should be kept 
out of reach of children. Reduce dos- 
age, or alter treatment, if serious ad- 
verse effects occur. Norpramin® 
(desipramine hydrochloride) therapy in 
patients with manic-depressive illness 
may induce a hypomanic state after the 
depressive phase terminates and may 
cause exacerbation of phychosis_ in 
schizophrenic patients. Use cautiously 
with anticholinergic or sympathomimetic 
drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent 
administration of ECT and antidepres- 
sant drugs one should consider the 
possibility of increased risk relative to 
benefits. Discontinue as soon as pos- 
sible prior to elective surgery because 
of possible cardiovascular effects. Hy- 
pertensive episodes have been observed 
during surgery in patients on desipra- 
mine hydrochloride. Leukocyte and dif- 
ferential counts should be performed in 
any patient who develops fever and sore 
throat during therapy; the drug should 
be discontinued if there is neutropenia 
Adverse Reactions: Cardiovascular: hy- 
potension, hypertension, tachycardia, 
palpitation, arrhythmias, heart block, 
myocardial infarction, stroke. Psychi- 
atric: confusional states (especially in 
the elderly), hallucinations, disorienta- 
tion, delusions; anxiety, agitation; in- 
somnia and nightmares; hypomania; ex- 
acerbation of phychosis. Neurological 
paresthesias of extremities; incoordina- 
tion, ataxia, tremors, peripheral neuro- 
pathy; extrapyramidal symptoms; sei- 
zures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and 
rarely associated sublingual adenitis; 
blurred vision, disturbance of accommo- 
dation, mydriasis; constipation, paraly- 
tic ileus; urinary retention, delayed mic- 
turition, hypotonic bladder. Allergic 
skin rash, petechiae, urticaria, itching, 
photosensitization, edema (of face and 
tongue or general), drug fever. Hema- 
tologic: agranulocytosis, eosinophilia, 
purpura, thrombocytopenia. Gastrointes- 
tinal: anorexia, nausea and vomiting, 
epigastric distress, peculiar taste, ab- 
dominal cramps, diarrhea, storfatitis, 
black tongue. Endocrine: gynecomastia; 
breast enlargement and galactorrhea in 
the female; increased or decreased libi- 
do, impotence, testicular swelling; ele- 
vation or depression of blood sugar 
levels. Other: Jaundice (simulating ob- 
structive), altered liver function; weight 
gain or loss; perspiration, flushing; uri- 
nary frequency, nocturia; parotid swell- 
ing; drowsiness, dizziness, weakness 
and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative 
of addiction, abrupt cessation after pro- 
longed therapy may produce nausea 
headache and malaise 

Dosage and Administration: The usual 
adult dose: 50 mg. three times daily; in- 
crease if necessary after 7 to 10 days to 
maximum of 200 mg. daily. Dosages 
above 200 mg. per day are not recom- 
mended. Maintenance: At a lower dose 
adequate to maintain remission. Adoles- 
cent and geriatric patient dose: 25 to 50 
mg. daily if necessary. 

Overdosage: There is no specific anti- 
dote for desipramine, nor are there 
specific phenomena of diagnostic value 
characterizing poisoning by the drug 
The principles of management of coma 
and shock by means of the mechanical 
respirator, cardiac pacemaker, monitor- 
ing of central venous pressure and regu- 
lation of fluid- and acid-base balance 
are well Known in most medical centers 
if heart failure is imminent, digitalize 
promptly. 
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BALDPATE, INC. 


A PRIVATE PSYCHIATRIC HOSPITAL 
GEORGETOWN, MASS. 01830 
(617) 352-2131 


Located 30 miles north of Boston on 130 acres, 
set among peaceful meadows bordering a quiet 
lake and wooded hill, Baldpate presents a relaxing 
atmosphere to the problem-beset patient. 


Baldpate is an active treatment hospital for psy- 
choses, neuroses, alcoholism, and drug addiction. 


Psychotherapy, somatic therapy, milieu therapy, 
and pharmacotherapy are available from qualified 
physicians. There is also occupational and recrea- 
tional therapy under the direction of trained thera- 
pists. 


Single rooms with and without bath, shared 
accommodations, and cottages are available. 
Most major health insurance plans acceptable. 


PATRICK J. QUIRKE, M.D. 
Medical Director 


IBRAHIM BAHRAWY, M.D. 
Clinical Director 


For descriptive literature write: 
JAMES K. MCKINIRY, Administrator 





FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 





The American Journal of Psychiatry 


The February 1974 issue will feature a 


Special Section on 


Drug Treatment of Affective Disorders 


All 











... may achieve - 
quite remarkable results” 
in treating MBD 


ONLY WHEN MEDICATION IS INDICATED ~ 


Ritalin 


(methylphenidate) 











KUAN CAN pray a SIgnICcant part in the 
total rehabilitation program of the MBD child 

When effective, pharmacotherapy with a 
drug such as Ritalin may prove a significant 
element in a complete program that could in- 
clude remedial education, modified home man- 
agement, physiotherapy, and psychotherapy. 
Currently a drug of choice in many MBD 
situations,’ Ritalin can enhance the other 
remedial efforts. 

Controlled studies have shown the bene- 
ficial effects of Ritalin in producing improved 
behavior ratings, better motor coordina- 
tion,’* and improvement in cognition and 
learning.”* And side effects with Ritalin have 
occurred less frequently than with the 
amphetamines.*® 

Therapy should be initiated with Ritalin 
only when a medical diagnosis of MBD 
has been made. 

Dosage should be period- 
ically interrupted in the 
presence of improved motor 
coordination and behavior. 
Often, these interruptions re- 
veal that the child’s behavior 
shows some “stabilization” 
even without chemotherapy, 
permitting a reduction in dos- 
age and eventual discontinu- 
ance of drug therapy. 
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Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 
TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as adjunctive therapy to 
other remedial measures (psychological, educational, social) 
Special Diagnostic Considerations 

Specific*etiology of Minimal Brain Dysfunction (MBD) is unknown, 
and there is no single diagnostic test. Adequate diagnosis requires 
the use not only of medical but of special psychological, educational, 
and social resources. 

Characteristics commonly reported include: chronic history of short 
attention span, distractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neurological signs and 
abnormal EEG. Learning may or may not be impaired. The diagnosis 
of MBD must be based upon a complete history and evaluation of 
the child and not solely on the presence of one or more of these 
characteristics. 

Drug treatment is not indicated for all children with MBD. Stimulants 
are not intended for use in the child who exhibits symptoms second- 
ary to environmental factors and/or primary psychiatric disorders, 
including psychosis. Appropriate educational placement is essential 
and psychosocial intervention is generally necessary. When remedial 
measures alone are insufficient, the decision to prescribe stimulant 
medication will depend upon the physician's assessment of the 
chronicity and severity of the child's symptoms. 
CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin may aggravate 
these symptoms. Also contraindicated in patients known to be 
hypersensitive to the drug and in patients with glaucoma. 
WARNINGS 

Ritalin should not be used in children under six years, since safety 
and efficacy in this age group have not been established. 

Sufficient data on safety and efficacy of long-term use of Ritalin in 
children with minimal brain dysfunction are not yet available. 
Although a causal relationship has not been established, suppression 
of growth (ie, weight gain and/or height) has been reported with 
long-term use of stimulants in children. Therefore, children requiring 
long-term therapy should be carefully monitored. 


Ritalin should not be used for severe depression of either exogenous 
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or endogenous origin or for the prevention of normal fatigue states. 
Ritalin may lower the convulsive threshold in patients with or with- 
out prior seizures; with or without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of anticonvulsants and 
Ritalin has not been established. If seizures occur, Ritalin should be 
discontinued. } 

Use cautiously in patients with hypertension. Blood pressure should 
be monitored at appropriate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions , l 

Ritalin may decrease the hypotensive effect of guanethidine. Use 
cautiously with pressor agents and MAO inhibitors. Ritalin may 
inhibit the metabolism of coumarin anticoagulants, anticonvulsants 
(phenobarbital, diphenylhydantoin, primidone), phenylbutazone, 
and tricyclic antidepressants (imipramine, desipramine). Downward 
dosage adjustments of these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to establish safe use of l 
Ritalin during pregnancy have not been conducted. Therefore, until 
more information is available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion of the physician, 
the potential benefits outweigh the possible risks. 














Drug Dependence l 
Ritalin should be given cautiously to emotionally unstable 
patients, such as those with a history of drug dependence or | 
alcoholism, because such patients may increase dosage on their 
own initiative. 

Chronically abusive use can lead to marked tolerance and 
psychic dependence with varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, especially with parenteral 
abuse. Careful supervision is required during drug withdrawal, 
since severe depression as well as the effects of chronic over- 
activity can be unmasked. Long-term follow-up may be required 
because of the patient's basic personality disturbances. 















PRECAUTIONS arot 

Patients with an element of agitation may react 

adversely; discontinue therapy if necessary. 

Periodic CBC, differential, and platelet counts 

are advised during prolonged therapy. 

ADVERSE REACTIONS 

Nervousness and insomnia are the most common 

adverse reactions but are usually controlled by 

reducing dosage and omitting the drug in the 

afternoon or evening. Other reactions include: 

hypersensitivity (including skin rash, urticaria, 

fever, arthralgia, exfoliative dermatitis, erythema 

multiforme with histopathological findings of 

necrotizing vasculitis, and thrombocytopenic 

purpura); anorexia; nausea; dizziness; palpita- 

tions; headache; dyskinesia; drowsiness; blood 

pressure and pulse cnangas, both up and down; 

tachycardia; angina; cardiac arrhythmia; abdom- 

ge" inal pain; weight loss during prolonged therapy. 

4 Toxic psychosis has been reported. Although a 
definite causal relationship has not been estab- 
lished, the following have been reported in 

patients taking this drug: leukopenia and/or anemia; a few instances 

of scalp hair loss. 

In children, loss of appetite, abdominal pain, weight loss during 

prolonged therapy, insomnia, and tachycardia may occur more 

frequently; however, any of the other adverse reactions listed above 

may also occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years and over) 

Start with small doses (eg, 5 mg before breakfast and lunch) with 

gradual increments of 5 to 10 mg weekly. Daily dosage above 60 mg 

is not recommended. If improvement is not observed after appro- 

priate dosage adjustment over a one-month period, the drug should 

be discontinued. 

If paradoxical aggravation of symptoms or other adverse effects 

occur, reduce dosage, or, if necessary, discontinue the drug. 

Ritalin should be periodically discontinued to assess the child’s 

condition. Improvement may be sustained when the drug is either 

temporarily or permanently discontinued. 

Drug treatment should not and need not be indefinite and usually 

may be discontinued after puberty. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 100, 500, 1000 and 

Accu-pak blister units of 100. 

Tablets, 5 mg (pale yellow); bottles of 100, 500, and 1000. 





Consult complete product literature before prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 2/4855 17 
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recovery room: 


a S T T- Change, growth, and insight can flourish in this private and protected 
The psychiatric Seung... place, for seldom is the doctor-patient relationship more meaningful than 
and the role of TRIAVIL* in this psychotherapeutic setting. There are situations and stages, 
however, when time and talk are not enough... when the careful use of a 
psychotropic agent such as TRIAVIL can help accelerate recovery. 
Specifically, when TRIAVIL is part of the treatment program, you may 
a anticipate these important therapeutic benefits: 
The TRIAVIL Potential 1. By relieving moderate to severe anxiety or agitation with depression, 
the patient may become more accessible and cooperative. 
2. As somatic manifestations of anxiety and depression are controlled, atten- 
tion may be focused on the underlying factors of the condition. 
3. While the psychotherapeutic process proceeds, symptomatic relief may 
enable the patient to function more effectively in his daily activities. 
In addition, since TRIAVIL combines a tranquilizer with an antidepressant, 
i confused and troubled patients need remember to take only one type 
of tablet, rather than two. And patients are offered economical therapy 
compared to a tranquilizer and an antidepressant prescribed separately. 


Treatment with TRIAVIL Tablets TRIAVIL are available in four different combinations affording 
i ) flexibility and individualized dosage adjustment. Close supervision of 
— a balanced view. patients is essential, particularly until satisfactory remission has taken place. 


Suicide is inherent in any depressive illness so patients should not have 
easy access to large quantities of the drug. The drug may impair alertness 
and potentiate the response to alcohol. It should not be used during 

the acute recovery phase following myocardial infarction or given to 
patients who have received an MAOI within two weeks. TRIA VIL should 
be used with caution in glaucoma and in patients prone to urinary 
retention. Itis contraindicated in CNS depression and in the presence of 
evidence of bone marrow depression. 


a tranquilizer — 
antidepressant 


a potential aid in the psychotherapeutic process 


@ og: 
riavvii when patients exhibit moderate to marked anxiety 
or agitation with depression 


containing perphenazine and amitriptyline HCI . 


R 

MS 

ERCK For additional prescribing information, 
SrA please turn to the following page. 
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- when patients exhibit moderate to marked anxiety or agitation with depression 





© or: Each tablet contains 
riąavyvi m 4 mg. perphenazine and 
25 mg. amitriptyline HCI 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 7 
TRIAVIL® 2-25: Each tablet contains 
2 mg. perphenazine and 25 mg. amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2 mg. perphenazine and 10 mg. amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains é 
4 mg. perphenazine and 10 mg. amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual in- 
crease in dosage until optimum response is achieved. Not 
recommended for use during acute recovery phase following myo- 
cardial infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. Patients with cardiovascular dis- 
orders should be watched closely. Tricyclic antidepressants, includ- 
ing amitriptyline HCI, particularly in high doses, have been reported to 
produce arrhythmias, sinus tachycardia, and prolongation of conduc- 
tion time. Myocardial infarction and stroke have been reported with 
tricyclic antidepressant drugs. Close supervision is required for hy- 
perthyroid patients or those receiving thyroid medication. Caution pa- 
tients performing hazardous tasks, such as operating machinery or 
driving motor vehicles, that drug may impair mental and/or physical 
abilities. Not recommended in children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise ex- 
plained, rise in body temperature may suggest individual intolerance 
to perphenazine, in which case discontinue 

If hypotension develops, epinephrine should not be employed, as 

its action is blocked and partially reversed by perphenazine. Phen- 
othiazines may potentiate the action of central nervous system de- 
pressants (opiates, analgesics, antihistamines, barbiturates, alcohol) 
and atropine. In concurrent therapy with any of these, TRIAVIL should 
be given in reduced dosage. May also potentiate the action of heat 
and phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid Als ilps ened may have 
an exaggeration of such symptoms. The tranquilizing effect of TRIA- 
VIL seems to reduce the likelihood of this effect. When amitriptyline 
HCI is given with anticholinergic agents or sympathomimetic drugs, 
including epinephrine combined with local anesthetics, close super- 
vision and careful adjustment of dosages are required. 

Caution is adV’sed if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
were treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCl 

Amitriptyline HCI may enhance the response to alcohol and the ef- 
fects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy 
Such treatment should be limited to patients for whom it is essential 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 
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Perphenazine: Side effects may be any of those reported with 
phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, out sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. Tne risk appears to be greater in el- 
derly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue. face, mouth, or jaw (e€.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other al- 
lergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle): altered 
cerebrospinal fluid proteins; paradoxical excitement: hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like ef- 
fect); reactivation of psychotic processes; catatonic-like states; au- 
tonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophi- 
lia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation 
Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; hy- 
pertension; tachycardia: palpitation; myocardial infarction, 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Con- 
fusional states; disturbed concentration; disorientation; delusions: 
hallucinations: excitement; anxiety; restlessness; insomnia; night- 
mares: numbness, tingling, and paresthesias of the extremities: 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alter- 
ation in EEG patterns: extrapyramidal symptoms; tinnitus, An- 
ticholinergic: Dry mouth; blurred vision; disturbance of 
accommodation; constipation; paralytic ileus; urinary retention; dilata- 
tion of urinary tract. Allergic: Skin rash; urticaria; photosensitization: 
edena of face and tongue. Hematologic: Bone marrow depression 
including agranulocytosis; leukopenia; eosinophilia; purpura; throm- 
bocytopenia. Gastrointestinal: Nausea; epigastic distress; vomiting; 
anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male; 
breast enlargement and galactorrhea in the female: increased or 
decreased libido; elevated or lowered blood sugar levels. Other: Diz- 
ziness, weakness: fatigue; headache; weight gain or loss: increased 
perspiration; urinary frequency; mydriasis; drowsiness; jaundice; alo- 
pecia. Withdrawal Symptoms: Abrupt cessation after prolonged ad- 
ministration may produce nausea, headache, and malaise. These are 
not ndicative of addiction. 
OVERDOSAGE: The intravenous administration of 1-3 mg of physo- 
Stignine salicylate has been reported to reverse the symptoms of 
amitriptyline poisoning. On this basis, in severe overdosage with 
perphenazine-amitriptyline combinations, symptomatic treatment of 
central anticholinergic effects with physostigmine salicylate should 
be considered. 


For more detailed information, consult your MSD 
Recresentative or see fuil Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486. 
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DICTIONARIES 
WEBSTER 


Library size 1973 edition, brand new, 


still in box. 
Cost New $45.00 


Will Sell for $15 


Deduct 10°. on orders of 6 or more 
Make Checks Payable to 


DICTIONARY LIQUIDATION 


and mai! to 


Ontario Text Editions 
Attention: Dept. D-105 
Toronto Dominion Centre 
Suite 1400, Fourteenth Floor 
Toronto, Ontario, Canada M5K 1B7 


C.O.D. orders enclose 1.00 good will 
deposit. Pay balance plus C.O.D. shipping 
on delivery. Be satistied on inspection or 
return within 10 days for full refund. No 
dealers, each volume specifically stamped 
not for resale. 

Please add $1.25 postage and handling. 


ro eo 


THE NA TIONAL 
CLOCRAPHG 
MAGAZINE 


THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 lbs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 


JESSE JONES BOX CORP. (Since 1843) 
Department JP9—Philadelphia 41, Pa. 19141 








Appointment Books 
Desk.and 
Pocket-sized 


The “week-at-a-glance” Desk Appointment 
Book and the Pocket-sized version, published 
by the American Psychiatric Association, pro- 
vide a quick and organized reference to your 
weekly engagements. As an added feature, it 
contains a comprehensive list of organizations 
and agencies of interest to psychiatrists and 
mental health professionals—in most cases di- 
rector’s name, address, phone number and date 
of forthcoming annual meeting are included. 
Also, there’s a section to keep important phone 
numbers. 


The Pocket-sized Appointment Book is 4’ 
7 1/2’, which is small enough to tuck inside your 
jacket, purse, suitcase or briefcase. 


Desk: $5.00 ea. 
Pocket: $3.00 ea. 
Both: $7.00 


Order 10 or more books for your colleagues or 
as gifts for your friends and take advantage of 
the 10% discount. Desk: $4.50 ea., Pocket-size: 
$2.70 ea. (15% discount for 100 or more copies) 


Please send me 
____copy(ies) Desk Appointment Book, @$5.00 ea. order 
#141. 
copy(ies) Pocket Appointment Book, @$3.00 ea. or- 
der #141-1. 
____set(s) Desk & Pocket Appointment Book, @$7.00 a 
set, order #141-2. 
(10% discount for 10-99 copies; 15% discount for 100 or 
more copies.) 
O Bill Me O Check Enclosed 


(Please Print) 





Name "n 
Address _—_— 
City —— ~ 
State ZO Z 

















Send Coupon to: Publications Sales 
American Psychiatric Association 
1700 Eighteenth St. N.W. 
Washington, D.C. 20009 
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focus on rapidity of response... 


Antidepressant effect 
often apparent 
within 3 to 5 days 


Mild accompanying anxiety—as well as 
psychosomatic complaints and other 
depressive symptoms—usually 
disappear as the depression lifts. 
Optimal response in most patients 

with 50 mg. t.i.d. Adolescents and 
elderly patients often do well 

on lower dosage. 


Pertofrane 


(desipramine hydrochlorideE) 
an antidepressant that brings o 
things into focus—promptly 


PHARMACEUTICALS 





Pertofrane‘ 


(desipramine hydrochloride) 


Indication: For relief of mental depression. 
Contraindications: Do not use MAO inhibitors concomitantly 
or within 2 weeks of the use of this drug. Hyperpyretic crises or 
severe convulsive seizures may occur with such combinations: 
potentiation of adverse reactions can be serious or even fatal. 
When substituting Pertofrane in patients receiving an MAO 
inhibitor, allow an interval of at least 14 days. Initial dosage in 
such patients should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 
following recent myocardial infarction and in patients with a 
known hypersensitivity to tricyclic antidepressants. Warnings: 
Activation of psychosis may occasionally be observed in 
schizophrenic patients. Due to atropine-like effects and 
sympathomimetic potentiation, use only with the greatest care 
in patients with narrow-angle glaucoma or urethral or ureteral 
spasm. Do not use in patients with the following conditions 
unless the need outweighs the risk: severe coronary heart 
disease with EKG abnormalities, progressive heart failure, 
angina pectoris, paroxysmal tachycardia and active seizure 
disorder (may lower seizure threshold). This drug may block 
the action of the antihypertensive, guanethidine, and related 
adrenergic neuron-blocking agents. Hypertensive episodes 
have been observed during surgery. The concurrent use of 
other central nervous system drugs or alcohol may potentiate 
adverse effects. Since many such drugs may be used during 
surgery, desipramine should be discontinued prior to elective 
procedures. Caution patients on the possibility of impaired 
ability to operate a motor vehicle or dangerous machinery. Do 
not use in women who are or may become pregnant, or in 
children under 12 years of age, unless the clinical situation 
warrants the potential risk. Because of increased sensitivity to 
the drug, use lower than normal dosage in adolescent and 
geriatric patients. Precautions: Potentially suicidal patients 
require careful supervision and protective measures during 
therapy. Prescriptions should be limited to small quantities. 
Discontinuation of the drug may be necessary in the presence 
of increased agitation and anxiety shifting to hypomanic or 
manic excitement. Atropine-like effects may be more 
pronounced (e.g. paralytic ileus) in susceptible patients and in 
those receiving anticholinergic drugs (including 
antiparkinsonism agents). Prescribe cautiously in hyperthyroid 
patients and in those receiving thyroid medications; transient 
cardiac arrhythmias have occurred in rare instances. Periodic 
blood and liver studies should supplement careful clinical 
observations in all patients undergoing extended courses of 
therapy. Adverse Reactions: The following have been 
reported: Nervous System: dizziness, drowsiness, insomnia, 
headache, disturbed visual accommodation, tremor, 
unsteadiness, tinnitus, paresthesias, changes in EEG patterns, 
epileptiform seizures, mild extrapyramidal activity, falling and 
neuromuscular incoordination. A confusional state (with such 
symptoms as hallucinations and disorientation), particularly in 
older patients and at higher dosage, may require 
discontinuation of the drug. Gastrointestinal Tract: anorexia, 
dryness of the mouth, nausea, epigastric distress, constipation 
and diarrhea. Skin: skin rashes (including photosensitization), 
perspiration and flushing sensations. Liver: rare cases of 
transient jaundice (apparently of an obstructive nature) and 
liver damage. If jaundice or abnormalities in liver function tests 
occur, discontinue the drug and investigate. Blood Elements: 
bone-marrow depression, agranulocytosis, thrombocytopenia 
and purpura. If these occur, discontinue the drug. Transient 
eosinophilia has been observed. Cardiovascular System: 
orthostatic hypotension and tachycardia. Carefully supervise 
patients requiring concomitant vasodilating therapy, 
particularly during initial phases. Genitourinary System: urinary 
frequency or retention and impotence. Endocrine System: 
occasional hormonal effects, including gynecomastia, 
galactorrhea and breast enlargement, and decreased libido 
and estrogenic effect. Sensitivity: urticaria and rare instances 
of drug fever and cross-sensitivity with imipramine. 

Dosage: All patients except geriatric and adolescent: 50 mg. 
t.i.d. (150 mg. daily). Dosage may be inereased up to 200 mg. 
daily. Geriatric and adolescent patients should usually be 
Started with lower dosage (25 to 50 mg. daily) and may not 
tolerate higher doses. Dosage may be increased up to 100 mg. 
daily. Lower maintenance dosages should be continued for at 
least 2 months after obtaining a satisfactory response. Mild 
anxiety and agitation which may accompany depression 
usually remit as the depression responds. Occasionally, 
however, a sedative or tranquilizer may be indicated. How 
Supplied: 25 mg. capsules (pink) and 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000; single-dose 
blister packs, boxes of 500. 


USV Pharmaceutical Corp., Tuckahoe, N.Y. 10707 









A clear. 
demonstration 


of Dalmane Sleep research laboratory 
(flurazepam HCI) clinical evaluations have 


ô repeatedly demonstrated the 
effectiveness consistent effectiveness of 
e Dalmane (flurazepam HCl)!’ 

In a series of three double-blind trials, each assessing the 
effectiveness of a different sleep agent (chloral hydrate 1000 mg, 
glutethimide 500 mg and Dalmane 30 mg) it was reported? that only 
Dalmane induced and maintained sleep throughout a two-week 
period of use. Although chloral hydrate and glutethimide were 
effective in inducing and maintaining sleep initially, a significant 
reduction of effectiveness developed in one or more parameters by 
the end of the administration period. By contrast a single 30-mg 


capsule of Dalmane continued to provide a favorable sleep response 
in all patients studied. 


On Dalmane (flurazepam HCI)... 
patients fell asleep faster”? 


CHLORAL | DALMANE 3 placebo 
Denne | ae TE TUNDE (flurazepam HCI) coed 
1000 mg 8 30mg g 


115.9% -o Ni first 3 
: SS medication 
| nights 


12-14th 
medication 
nights 





CHLORAL DALMANE 
HYDRATE | 50 (flurazepam HCl) 


2 105.7% 


| *Data shown 
as percent 
of baseline 
established 
during 3 
placebo 
nights. 





The effectiveness of Dalmane (flurazepam HCl), as 
demonstrated in the above studies? has been corroborated 
by four geographically separated sleep 


research laboratory/clinical studies.?.46-8 ® 
Different investigators, using identical a | | | al le 








average, one 30-mg capsule of Dalmane ura he Dan HC ) 


induced sleep within 17 minutes, reduce 
: : : > One 30-mg capsule h.s.— usual adult dosage 
nighttime awakenings and provided 7 to8 (15 mg may suffice in some patients). 


: : One 15-mg capsule h.s.— initial dosage for 
hours of sleep without repeating dosage. $ deris oc deMlitared salienta, 


when restful sleep 
is indicated 


Please see following page for a summary of Complete Product Information. 


protocols, reported similar findings. On f 
d 





Sleep research | 
laboratory clinical 
studies confirm 
the effectiveness 


of Dalmane 
(flurazepam HCI) 


when restful sleep 
is indicated 


m Patients fell asleep 
faster 


m Slept longer 
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Before prescribing Dalmane (flurazepam 
HCl), please consult Complete Product 
Information, a summary of which follows: 


Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits; and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 


Contraindications: Known hypersensitivity 
to flurazepam HCl. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 
Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 
on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs hav:ng hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 


Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains anc GU com- 
plaints. There have also been rare occurrences 


of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 
salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, 
hallucinations, and elevated SGOT, SGPT, 
total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
have also been reported in rare instances. 


Dosage: Individualize for maximum beneficial 
effect. Adults: 30 mg usual dosage; 15 mg 
may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 

30 mg flurazepam HCl. 
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The Existential Use of the Self - 


BY LESTON L. HAVENS, M.D. 


The methodological suggestions that have accumulated 
in the course of the development of existential psychiatry 
can be brought forward into a systematic technique. 
These suggestions arose in part because of the limitations 
of other techniques. In the contemporary atmosphere of 
rival and embattled psychotherapeutic schools, it will be 
useful to clarify the existential approach and to contrast 
its methods with those of other schools, especially those 
of psychoanalysis. 


ONE DIFFICULTY of many theories of psychotherapy 
springs from two conflicting facts. On the one hand, mod- 
ern biology and psychoanalysis have enormously in- 
creased our awareness of the nonrational forces in human 
nature. On the other hand, psychoanalysis, as well as sev- 
eral other psychotherapeutic methods, has sought a 
therapeusis that harnesses these nonrational forces but 


does so by exclusively rational means. Freud himself 


doubted that such a goal was attainable, at least without 
precise methods of chemical intervention. He never- 
theJess turned sharply away from attempts to correct 
mental aberrations by use of the very forces that contrib- 
uted to them; he placed his faith in the soft but persistent 
voice of reason. Psychoanalysis directed attention to mis- 
uses of the therapist’s self, through the discovery and 
management of countertransference phenomena. It has 
not made comparable contributions to the uses of the 
self. 

Psychotherapists of every persuasion, however, accept 
that many favorable results of psychotherapy seem to be 
related to what are called “personality factors” (e.g., a 
happy match between doctor and patient), which receive 
little attention from theories of therapy and occur largely 
by accident. Franz Alexander (1) called attention to this 
void in the various theories and elaborated concepts to 


Dr. Havens is Professor of Psychiatry, Massachusetts Mental Health 
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fill it (concepts better taken up under a use of the self to 
be discussed at another time: participant observation). 


Apart from his countertransference reactions, the thera- 
pist’s actual personality in all its manifestations represents an 
unknown but highly significant variable. There is every in- 
dication—and I do not need to substantiate this statement 
since I do not think it is controversial—that the individual 
features of the therapist as a person have a decisive influence 
upon the course of the treatment.... Our ignorance con- 
cerning the influence of these personality features is at least 
partially responsible for the unpredictability of therapeutic 
results (1, p. 314). 


Alexander emphasized that decisions are made in the 
selection of the age and sex of therapists, for example, 
that suggest uses of parts of the self that are not exclu- 
sively rational. From a somewhat different psycho- 
analytic position, Ralph Greenson has questioned the 
soundness of therapists’ dealing with patients’ behavior 
exclusively as transference (2). 

Are there rules to guide the uses of the self and to en- 
large its predictable range of operations? Are there prin- 
ciples by which we might improve the use of factors that 
up to now have been clinically effective largely by 
chance? Clinicians often remark that therapeutic work 
has gone well because of special bonds of background, 
understanding, aspiration, or sympathy between thera- 
pist and patient. Every large medical community con- 
tains psychotherapeutic “brokers” who are adept at 
matching patients and therapists. Can one imagine prin- 
ciples that would systematically improve such matches 
but not interfere with progress by permitting the dan- 
gerous exploitation of patients? Everyone fears leaving 
the apparently secure base of objectivity and rationality. 
At the same time the objective, rational approaches fa- 
vored by both descriptive psychiatry and psychoanalysis 
restrict our capacity to deal with the irrational forces that 
are most feared. 

Existential psychiatry speaks to these issues more di- 
rectly than does any other psychiatric school. Specifi- 
cally, it explores and utilizes what I have called the edu- 
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EXISTENTIAL USE OF THE SELF 


cational component of love (3). Existential psychiatry 
remains, however, the least understood of the major clini- 
cal methods. Its literature stands largely mute on the 
whole subject of technique, except to question the value 
of technique.' Furthermore, the attempt existential psy- 
chiatry makes to treat the patient as real and to reduce or 
even to dissolve the boundary between doctor and patient 
has been attacked by all the other schools, especially by 
psychoanalysts: 


If the therapist treats the patient as real he is using the 


patient to overcome his own sense of loneliness and sense of 


abandonment by his original symbiotic object... The most 
basic temptation between two individuals is the urge to re- 
gress in the character of object relations and to dissolve 
boundaries and fuse (7, p. 377). 


For their part, interpersonalists question whether there 
are nonmanipulative interactions (games-free games) 
whether, in the language of Laing (8), there can be the 
confirmation without collusion demanded by existential 
relationships. 

I have described in detail elsewhere (9) how the method 
developed, from Jaspers’ attention to inner experience, 
through Minkowski’s actual being and staying (with the 
resulting confrontations, explosions, and change), to Bin- 
swangers emphasis on the phenomenological reduction 
and empathy. The present discussion concerns the 
method in action: the specific technical maneuvers em- 
braced by existential analysis, their illustration through 
clinical material, and, in a paper to follow, the difficult 
matter of therapeutic rationale. 


BEING 


For the purpose of clear exposition, I will describe and 
illustrate “being” and “staying” separately, as well as 
“leaving” or, more accurately, “leaving behind” (this last 
will be discussed in the later paper on therapeutic ratio- 
nale). The three- being, staying, and leaving behind 
represent early, middle, and late stages of existential 
work, just as repeating, remembering, and working 
through represent early, middle, and late stages of psy- 
choanalytic work (10). 

It is unfortunate that it is necessary to emphasize that 


this exposition of existential technique is not a defense of 


the technique, nor is it an attack on any other technique. 
Therapists are still so divided and sensitive! I have sug- 
gested elsewhere that patients may need all the methods 
at our command (11) and that we often do not know 


‘See, for example, Rollo May’s article (4). Frankl put forward some 
technical suggestions in an existential context (5). Boss discussed tech- 
nique, especially the phenomenological reduction and some anaclitic 
measures, but his approach is an existentially modified psychoanalytic 
one (6); note his frequent references to patients as children. I have not 
found in Carl Rogers’ writings a concentration on technique, although 
he provides the fullest description available of the process, especially 
from the client's point of view. 


"See especially Laing’s discussion of Genet’s play The Balcony (8, p. 
94). 
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when to use which (3). Moreover, there are a number of 
approaches to the patient, but so far only two, objective- 
descriptive examining and psychoanalysis, have been de- 
scribed in great detail. 

Because the first objective of existential technique is to 
arrive where the other is, we could substitute the terms 
“arriving” or “reaching” for being. To use its very con- 
crete language, the existential method aims to place the 
therapist where the patient is, as the analytic method 
aims to collect memories and associations, as descriptive 
psychiatry seeks accurate observations and historical de- 
tails, and as the interpersonal method (participant obser- 
vation) seeks to discover both social distortions and the 
social actuality that is distorted (3). It is important to 
separate clearly these objectives of the different schools. 
Existential technique does not attempt to place the thera- 
pist where the patient is in order to collect associations or 
to make observations or to correct distortions. 

The goal of being and staying is the objective for itself, 
regardless of other phenomena that may appear. Much 
the same can be said of the methods of all the schools. 
Analytic technique may result in the analyst’s arriving 
close to where the patient is (I will discuss at another time 
the limits placed by analytic technique on such an arri- 
val), but that is not the objective of analysis, which is to 
develop, surface, and work through the transference neu- 
rosis. Similarly, participant observation should result in 
reduction of the projections (parataxes) separating thera- 
pist and patient, but the objective of the technique is not 
to reduce projections in order to bring the two closer; the 
objective is to clarify the patient’s social reality and to 
change that. 

First, what is meant by being where someone is (“‘en- 
tering the world of the other“)? We speak of being close 
to some people and more distant from others, thus trans- 
lating an emotional and cognitive experience into spatial 
terms. Closeness means both understanding (in the sense 
of sharing or at least comprehending the other’s ideas) 
and feeling close. This last is the more difficult to ex- 
plicate. Closeness undoubtedly implies some degree of 
liking or loving; it may also imply feeling /ike the 
other (12). Neither liking nor being like, however, neces- 
sitates entering the world of the other: we may only es- 
tablish rapport, a working relationship between separate 
objects. The act of arriving or being, on the other hand, is 
an act of empathy, which is defined as “the power of 
projecting one’s personality into, and so fully understand- 
ing, the object of contemplation” (13). 

This dictionary definition of empathy makes remark- 
able assumptions. It assumes that one personality can 
project itself into another and, further, that this projec- 
tion results in a full understanding. There is even the im- 
plication that no other power produces such a full under- 
standing. We have to conclude either that the dictionary 
writer is an existentialist or that the word “empathy” en- 
tails existential assumptions! 

In the effort to project oneself into the other, every 
preconception that the patient might match is excluded. 
If we “recognize” the patient we have lost him. We are 
to keep looking for the person, not for something that re- 


lates to our own ideas. This is the phenomenological re- 
duction. Its goal is the unique. Finally, there is no end 
point of this dialectical process. 

On the other hand, many human judgments are not 
formed in this way but rather by matching. We meet 
someone, decide whether he resembles someone else or 
fits some preconception—of neurosis or friendliness or 
whatever. The process of forming a judgment stops when 
a sufficient number of these matches or fits has been de- 
tected. No one met in this way is actually known for him- 
self or herself; the person is seen as a type, from which all 


uniqueness drains away. Many aspects of medicine, of 


course, Insist on this typing, e.g., does the patient repre- 
sent a case of this or of that? 

The mental state of “keeping looking” is therefore the 
basic state recommended to the clinician for existential 
work. Essentially it requires pushing away every tempta- 
tion the patient offers, or the therapist finds, to con- 
clude (14). (For example, it requires pushing away the 
conclusion that the other person is crazy, something that 
is very tempting in a mental hospital when one is talking 
to a mental patient.) Conclusions occupy a place in exis- 
tential work that is not unlike that of resistances in analy- 
sis: each constitutes the principal difficulty of the work. 
Also, both resistances and conclusions are part of the ill- 
ness: resistances signal the defensive structure of the 
patient, as well as what is defended against; conclusions 
signal either temptations the patient offers to decide what 
he is like (“he is basically passive”) or ways we like to 
conclude that people are (part of our sickness). 


“KEEPING LOOKING” AND LISTENING 


Just as conclusions occupy a place in existential work 
comparable to that of resistances in analysis, so the state 
of “keeping looking” can be compared to the state of lis- 
tening or free-floating attention recommended to ana- 
lysts. The goal of the latter is to make contact with the 
deepest running and most resisted currents of the analy- 
sand’s mental life. The perception of these and their being 
brought more and more into the analytic relationship 
constitute a large part of the analytic process. (Their 
being brought into the relationship, or transference neu- 
rosis, is the central matter, not their being brought into 
consciousness; bringing to consciousness through trans- 
ference interpretations is a much more selective matter.) 

Some analytic writers use the term “empathy” to de- 
scribe this psychonalytic listening. For example, Schroe- 
der (15) wrote: 


In the beginning, therefore, the psychoanalyst’s devotion to 
his technique inhibits logical and critical processes in order to 
allow his own unconscious associated complex to make its 
own unhindered and unbidden emergence by its own associa- 
tive mechanism. This is the empathic way to arrive at a tenta- 
tive psychogenetic explanation of the manifestations of an- 
other’s psyche.* 


` I am indebted to Dr. Elvin Semrad for this reference as well as for 
discussions in which several ideas in this paper became clarified. 
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Schroeder did not, however, expect the analyst to 
project himself into the world of the other.” Rather, he 
expected that ““whatever comes to consciousness, of such 
materials as usually function among the unconscious de- 
terminants, may be tentatively assumed to present a sim- 
ilar quality of impulse and similar mental mechanism as 
determined by those psychic manifestations which served 
as the stimulus observed” (15). Listening intuitively will 
provoke a “reduplicative memory experience” in the ana- 
lyst. Further, “for possession of this more inclusive em- 
pathic understanding it is necessary that the psycho- 
analyst can,,in approximately affect/ess, reduplicative 
memory, recall nearly all the facts of his own similar ex- 
periences”’ (15). 

The analytic interest is in similarities that reverberate 
in the therapist’s mind; the problem of the unique or even 
different individual is put aside. In addition, rather than a 
“bold swinging’ into the patient, to use Buber’s 
phrase (16), the psychoanalyst is looking into himself and 
doing that relatively affectlessly. By looking into himself 
the analyst avoids confrontation with the patient, which 
may be one condition of the affectlessness. This seems to 
me very different from the existential “meeting” or em- 
pathic “‘encounter.”’ I believe, therefore, that such a term 
as “intuition’’ would describe the psychoanalytic tech- 
nique more accurately than empathy.” 

[ would like to note here that many will believe that my 
description of psychoanalytic technique is outdated or 
even a caricature. They will not believe that psychoanaly- 
sis has been modified, either along behaviorist or inter- 
personal lines (as by Alexander) or along existential lines 
(as by Greenson). Of course, within psychoanalysis itself 
the battle rages. For a recent statement of the con- 
troversy and of the classical position, see Annie 
Reich (17). 

In interpersonal psychiatry the state comparable to 
“keeping looking” is “knowing what transpires.” The 
Sullivanian asks himself “What is the patient’s current 
feeling about my attitude?” and “How is the patient mis- 
perceiving me now?” It seems to me that the patient’s 
parataxes (misconceptions or projections) occupy in the 
interpersonal process the place conclusions and resis- 
tances occupy in existential and analytic work. 

Finally, in objective-descriptive psychiatry, the search 
for discrete facts, preferably pathognomonic signs, goes 
forward a little ahead of the conclusion-making process. 
The searching process is never very far ahead of the con- 
clusion-making process, however, because many single 
Observations suggest medical diagnoses and because ev- 
ery diagnosis suggested indicates new facts to be searched 
for; diagnosis depends on observing, but observing also 
depends on diagnosis, if only because one cannot look ev- 
erywhere. Transference interpretation, in psychoanalysis, 
likewise depends upon the listening and transference- 
building process, and the interpretations in turn also 
modify what there is to listen for. 

In psychiatric descriptive work, the place occupied by 
conclusions, resistances, and parataxes is taken by medi- 
cal errors and oversights, that is, by failures to observe 
accurately and thoroughly. I doubt that anyone would 
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question the central importance of recognizing and 
avoiding errors and oversights in traditional medical 
work. What may not be so obvious is the different signifi- 
cance these concepts have in analytic and existential 
work. Indeed, in analysis it is often said that truth lies in 
the mistake! Furthermore, little effort is made in analysis 
to separate fantasy and reality. The whole importance of 
the distinction between the two is undermined because 
fantasy may be the true reality. This elevation of fantasy 
to a position at least equal to the place reality (and there- 
fore the concepts of accuracy and error) holds in tradi- 
tional medicine is one of the most distinctive features of 
psychoanalysis. 

We also have to distinguish sharply between the exis- 
tential “keeping looking” and the persistent investigative 
attitude of objective-descriptive psychiatry. Perhaps **ob- 
jectives™ and “objectivity” mark out the clearest points 
of distinction. 

In existential psychiatry there are no foreordained ob- 
jectives of the search. The search for being is a search for 
the unpredictable, the unique. The process is less one of 
discovery than of creation. In contrast, objective-descrip- 
tive psychiatry strives always for discovery and predict- 
ability; everything unpredictable is a defeat. Roughly, the 
descriptive objectives are diagnosis (already defined) and 
then treatment, which is to result in eliminating the diag- 
nosis. 

In the attempt to project oneself into the patient, the 
objective position is lost to existential work, both because 
the existential therapist attempts to identify with the 
patient and because he does not want to see the patient as 
an object. We will see later that this radical subjectivity 
recaptures an objective position, just as the apparently 
wayward, even sarcastic comments of the Sullivanians 
aim at objectivity. But in the case of both these schools, 
objectivity seems to be lost for a long time. 

The analytic stance of listening, of following the 
patient's associations with as little interference as pos- 
sible, has sometimes been said to resemble or even been 
equated with the phenomenological reduction. Perhaps 
one point of difference will highlight the many other dif- 
ferences. In analysis the associative material being fol- 
lowed does not reveal its meaning to the patient; it only 
gradually reveals its meaning to the analyst. The work is 
conducted in the dark, a darkness cast by the unconscious 
and the resistances. The existential therapist, too, must 
follow where the patient leads, but immediately, in that 
phrasing, a difference from analysis appears. The analyst 
does not attempt to follow the patient. He attempts to 
follow the unconscious material, which is by definition 
unknown to the patient. Indeed he must not follow the 
patient, if by “the patient” is meant “ego,” for the ego 
imposes part of the resistances that must be interpreted. 

On the other hand, the existential method dictates fol- 
lowing the patient, not in darkness but with the fullest 
possible awareness. Everything the patient says is to be 
taken at face value. It is at this point that existential psy- 
chiatry loses what friends it has in the medical, behav- 
ioristic, and psychoanalytic (and for that matter the so- 
cial psychiatric) communities—all of which are wedded 
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to the search for hidden processes. The existential 
method dictates not only the acceptance of appearance 
but also the bending of clinical attention to identifying 
with these appearances, to accepting the patient’s point 
of view, and to living as fully as possible in that point of 
view. And, what is perhaps most surprising, this extraor- 
dinary clinical demand does not spring out of ignorance 
or naiveté. In fact, the methodological subtlety of this 
conception should bind our interest to existential psy- 
chiatry afresh. 


AN ILLUSTRATION, BEFORE A GROUP 


What follows is a passage from an existential interview 
I conducted. The reader will note that ‘keeping looking” 
and “accepting appearances” are in this case achieved by 
translations of the patient’s situation, mood, expression, 
words, or gestures into the therapist’s words. (This de- 
vice of translation is as important to existential method 
as the device of emphasizing bits of mental content that 
suggest an association or unconscious thread is to analy- 
tic interviewing, Or as questioning is to objective-descrip- 
tive history taking.) What cannot be conveyed in a tran- 
script is that this translation also attempts to convey by 
the therapist’s expression, words, and gestures not only 
the ideas of the patient but also the experience of having 
those ideas. “Translating” is therefore only a partly ac- 
curate term. “Extending” might be better, for one seeks 
as holistic as possible a grasp of the patient’s mental 
state and then attempts to draw this mental state into a 
more fully shared and conscious common experience, 
against denial, isolation, etc. 

Insofar as the method is successful there should be a 
growing community of mood; the therapist should feel 
what the patient feels.* In practice, of course, all sorts of 
divergences and blocks appear that require other devices 
than translation (what are called parameters in psycho- 
analysis), but ideally the translating process is enough to 
keep the interview moving. 

In the following illustrations, the material in brackets 
is my explanation of what was going on during the inter- 
views. : 


l. Therapist: This is such a public situation to be in! [Rather 
than “You seem uncomfortable,” which “‘objectifies”” the 
patient, who is thereby treated as an ‘uncomfortable per- 
son.” Note the impact of the exclamation point after the 
comment made, in contrast to its impact after “You seem 
uncomfortable!” The first highlights the situation shared by 
therapist and patient, while the second calls attention to the 
patient alone, perhaps as having a pathological affect. | 


2. Patient: I don’t mind. |The therapist will have to beat back 
the reflection that elderly depressed ladies “of this kind” 
tend to minimize their discomfort by denial. If not beaten 
back, the reflection may lead the interviewer to call atten- 
tion to the anxiety denied or to the process of denial itself, 


* See my discussion of autonomic signs in the observer in the final chap- 
ter of Approaches to the Mind (3). For example, being with many schiz- 
ophrenic people induces piloerection and a feeling that the blood is 
“running cold” as one confronts their horror and despair. 


neither of which is apparent to the patient. The patient 
must be taken at face value. | 


3. Therapist: One has to bear so much, especially in a place 
like this. [The patient conveys the impression of bearing 
immense burdens, with an air of slightly offended dignity; 
the therapist feels morally inferior and gently reproached. ] 


4. Patient: There is no use protesting. [Is the patient inviting 
the therapist to protest, something she may be unable to do 
herself? If so, it is probably not apparent to the patient and 
therefore cannot be immediately translated. ] 


A 


. Therapist: However much one may want to. [The therapist 
has bungled, accepting the patient's invitation to protest or 
being carried away by his own desires to protest rather than 
taking at face value the patient’s resignation. ] 


6. Patient: My sisters did not want me to come to the hospital. 
They thought I was faking. [The therapist has broken the 
empathic bond and perhaps for that reason the patient 
veers off unpredictably. This is a little catastrophe for the 
existential method because of the difficulties it makes for 
the therapist’s further successful projection. The patient 
now presents information on what others think about her, 
not how she feels. Accounts of experience with others are 
most easily dealt with by Sullivanian methods (‘‘Well, hav- 
ing sisters is seldom an unmitigated blessing”) or objective- 
descriptive ones (“Tell me about your sisters”), but the 
therapist is intent upon being. ] 


7. Therapist: You felt sick and they didn’t believe you. [If this 
is said in a questioning way, or particularly if in an incredu- 
lous way, it is Sullivanian, i.e., it separates the therapist 
from the evil sisters. More neutrally put, or with emphasis 
on the added burden of being disbelieved, it remains exis- 
tential. | 


8. Patient: I am anxious to get home and take charge of my 
money. [The therapist is still paying for his eagerness to 
protest, but at least the patient has resumed expressing how 
she feels. What she feels, however, presents the therapist 
with a worse problem. Not only is the patient depressed, 
she is also suspicious and grasping. Who would want to be 
where this woman is?] 

9. Therapist: God knows, money needs watching. [The thera- 
pist has come through, although a little extravagantly (doc- 
tors as a rule have difficulty discussing money). He has re- 
sisted the temptation to make a penetrating interpretation 
er to follow some particularly humiliating line of associa- 
tions. He has also avoided confirming his diagnosis (**Have 
you had difficulty with your bowels?’’), which would also 
foreclose being. ] 


10. [The patient turns toward the therapist. The corners of her 
mouth move up and she seems less pale. ] 


The comment under 8—‘tWho would want to be where 
this woman is?’*—brings forward the chief difficulty of 
the existential method. We simply do not feel like ap- 
proaching where some people are; indeed, our very rea- 
son for attempting therapeutic work may be to move 
people away from such sick or unpleasant positions. It is 
for this reason, I believe, that existential work springs up 
most naturally between beginners and patients and be- 
tween ourselves and those very like ourselves. In the in- 
stance of beginners (e.g., junior medical students), they 
have not yet discovered that many psychiatric patients 
are “sick”; they talk to the patients as if they were 
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people. The same thing happens with those who are like 
us. Sincere empathy comes easily. 

Most clinical situations, however, strain our empathic 
capacities; even empathizing with a lover occasionally 
does. Existential work involves technical considerations 
because technique means that we cannot act at all times 
naturally or spontaneously; technique implies goals and 
rules that are kept in sight. I find this answer sufficient for 
those who say existential psychiatry uses a technique 
beyond techniques, or an utterly un-self-conscious tech- 
nique. 

The fact that empathy requires effort does not mean 
that effort is the only recourse. In the next section I will 
Suggest a second recourse that seems to throw away ef- 
fort altogether! Nevertheless, effort is required, specifi- 
cally the effort of excluding conclusions and of trying to 
stay with the other person’s immediate conscious state. 
Only when these prove impossible does the method offer 
another course of action. 


STAYING 


The phenomenological effort to describe how it felt to 
be paranoid, manic, or simply awake and describing led 
to the existential method (9). The central purpose of phe- 
nomenological psychiatry was to see things as the patient 
saw them. At first patients were asked simply to describe 
how things felt. In addition, the observers tried to imag- 
ine how they felt. As a next step, Minkowski’s living with 
the patient day and night gave him more detailed ac- 
counts of the patient’s experience (18, 19), and sharing 
the patient’s physical world seemed to make imagining 
his reactions easier. But in fact the opposite happened. 
Minkowski grew alienated and could not imagine why 
anyone would persist in the extraordinary behavior char- 
acteristic of the patient. The two “fell apart.” 

Here was a technical discovery: the harder I try to un- 
derstand the other, even to the point of living his life, the 
more difficulty I have. The patient, Minkowski discov- 
ered, was not only incomprehensible, he was infuriating. 
Familiarity did not bring a projection into the object of 
contemplation, i.e., a full understanding. It brought con- 
tempt! 

I call this a technical discovery because the conditions 
leading to it not only set the limits for psychiatric activity 
up to that time but also showed the need of fresh methods 
to overcome the conditions. Hitherto, doctors had lim- 
ited their involvement with patients precisely because 
familiarity, if it did not lead to contempt, would at least 
lead to a loss of objectivity and authority. This was a cen- 
tral aspect of the technical recommendations of both ob- 
jective-descriptive psychiatry and psychoanalysis. Min- 
kowski inadvertently demonstrated the wisdom of those 
recommendations. 

He also demonstrated, however, that once familiarity, 
really intimacy, with the patient had led to a breakdown 
of the doctor’s objectivity and authority, familiarity with 
the doctor's spontaneous reactions led to building his ob- 
jectivity and authority back up again! Specifically, Min- 
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kowski lost his temper with the whining, irascible, repeti- 
tious patient; the latter then became more respectful; and 
the two came closer. 

Technical recommendations of the objective schools 
were being set aside, indeed thrust aside. Minkowski be- 
came more familiar with his patient than doctors usually 
are. He then allowed the patient to become more familiar 
with the doctor than is usually permitted. Thus one famil- 
iarity led to the other and the effects of the latter offset, in 
this instance, the negative effects of the former. 

No one should imagine that existential psychiatry had 
thrown open the door to getting angry with difficult 
patients (no matter how many “wild” existentialists were 
to interpret it that way). The restrictions that were being 
pul on existential spontaneity rivaled those of analytic 
technique. The restrictions were not immediately appar- 
ent because many existentialists believed that therapists 
could work without technical reflection if they genuinely 
wanted to be where the patient was: a real desire for com- 
munity or love freed a safe personality, it was claimed. In 
practice, however, the existential therapist falls victim as 
readily to not wanting to be where the patient is as the an- 
alyst does to countertransference. In both cases the need 
for technical reflection enters forcibly. 

Although existential psychiatry had not thrown open 
the door to therapists’ free expressiveness, it had issued a 
definite invitation. Therapists could make themselves (in- 
cluding their feelings) known, as long as this served being 
and staying. Therapists were not to express anger, for ex- 
ample, simply because they felt angry; they were, how- 
ever, given permission to express it if the goal of the ex- 
pression was to reach or remain where the patient was. 
Moreover, it was not enough for the therapist to think he 
wanted to stay. He must have demonstrated his desire 
both to himself and to the patient. Or more accurately, 
he must have /earned that such was his desire. 

Only in the effort to be and stay does one learn the ex- 
tent of one’s therapeutic intent. Although existential the- 
orists deride the unmasking purpose of psychoanalysis, 
existential method here involves a great unmasking, but 
of the therapists. Our interest in the patient is constantly 
being tested, the more so the more we discover about 
him; this is One reason existential practitioners are not 
eager to discover too much about the patients too soon. 
Only after we have discovered a great deal about some- 
one, and been able to stay with that much of him, does 
fresh knowledge of the person fail to endanger the rela- 
tionship. Early in a relationship large efforts at being and 
staying are required because we have not yet learned the 
extent of our investment; we do not yet have, one might 
say, Capital to draw on. 

Minkowski had demonstrated his interest in staying; 
indeed he had demonstrated it to an extent that must dis- 
courage the rest of us. As a result the patient could not in- 
terpret the doctor’s outburst as he would if the latter had 
just dropped in, or if he had dropped in on the doctor. 
The genuineness of the doctor’s interest had been demon- 
strated. 

I do not want to exaggerate the extent to which exis- 
tential method includes a precise understanding of when 
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to express emotion. Much of the above suggests a famil- 
iar medical formulation: it is good as long as it works. 
Certainly no amount of analysis exhausts the possibility 
of countertransference distortion (just as no amount of 
participant observational testing of a parataxis can en- 
sure that this is not the current parataxis). Nor can we 
ever be certain our emotional expression is really aimed 
at staying where the patient is. Yet existential method 
supplies the first systematic guidance to emotional ex- 
pression in the clinical situation. 

The critical tests are only two, however difficult they 
may be to pass conclusively. Has the therapist tried to be 
and stay; more specifically has he practiced the phenome- 
nological reduction and translated his empathic experi- 
ences? Second, has he had success in this, as measured by 
affective responses to the patient, but been blocked? In 
psychoanalysis, transference interpretations are made af- 
ter considerable associative familiarity with the patient, 
after the development of a transference neurosis and the 
resistances, and after consideration of countertransfer- 
ence distortions. 

The encounter or emotional confrontation results from 
wanting to stay and not being able to stay under present 
conditions. The patient or the doctor or both must 
change.’ The impetus for change is therefore the need to 
stay. In more familiar language, the existential method 
seeks a relationship that becomes so valuable to both par- 
ties that they are willing to change to preserve It. 


AN ILLUSTRATION, LATE IN TREATMENT 


The therapist continued to see this patient despite only 
a very small evidence of change. He did this because the 
patient had been referred to him by an admired rival col- 
league and because he needed the money. On the other 
hand, he could not tolerate the lack of progress while re- 
ceiving such large sums of money and while comparing 
his efforts with those of his colleague. Finally, there were 
moments when he felt very close to the patient despite her 
extraordinary degree of personal isolation. The therapist 
was therefore caught between his intensive desire to “get 
with’’ the patient and his large-scale failure to do so.eThe 
patient was also at the end of her rope; she had tried sev- 
eral therapists with no success. 


[The patient becomes tearful, sniffles, and begins to pick at her- 
self. | 

Therapist: Here we go. Now we will wallow. [For all his need to 
stay with the patient, the therapist has become terribly bored 
and “indifferent.” The patient appropriately experiences this 
last as rage. ] 

Patient: Whenever you wear that suit, | know you will be 
grumpy. You are angry because of something else in your life. 
[This is still more intolerable! The patient has learned such dis- 
placement interpretations from the envied prior therapist. 
Moreover she is right. The therapist feels slightly foolish in the 


` Nothing demands, as Laing seems to insist (20), that the doctor must 
do most of the changing. 


suit and wonders why he wears it. Note how completely both 
parties have “fallen apart.“ Each is interpreting the other's be- 
havior and has given up wanting to understand. One cannot 
think of “technique” anymore; there is a simple grabbing for 
whatever weapons lie at hand. ] 


[The therapist is silent. He attempts to isolate his feelings of 


rage and collect himself apart from the patient. Momentarily he 
does not trust himself with the patient, although he still wants to 
Stay. | 


Patient: I keep thinking that the reason I have only fantasy rela- 
tions with men is that my father was so distant. I shouldn't 
think about the red-haired man in the office because he is mar- 
ried. It is bad and pointless. [All these are true, as far as the 
therapist knows, but they nevertheless largely represent reac- 
tion formation and rationalization, as well as a barely dis- 
guised description of the patient’s relationship with the thera- 
pist. She has distanced herself by these defenses just as he has 
by his silence. | 


Therapist: You are talking to yourself. You are not talking to 
me! [This is a direct attack on her defenses, and, at first glance, 
not a fair one since the patient has indicated why she distances 
herself: the therapist is also sometimes distant, and he is mar- 
ried. The therapist, however, does not accept these excuses, 
which they have discussed before. His attack will succeed in 
narrowing the distance between therapist and patient, as it has 
in the past, both because the patient needs alerting to her self- 
removals and because she too wants to return and stay.] 


Patient: You want me to feel, but when I do, you call it wal- 
lowing. [This is a fine point. For a long time the therapist had 
believed he was with his patient. He depended upon himself to 
get closer and did not attack her distancing. During this period 
he had encouraged her to express feelings for themselves. | 


Therapist: But you were crying to yourself. You were not crving 
to me. It is not enough to have a feeling. You need to share it. 
[The simple abreaction of feelings can isolate patients from 
therapists and reinforce schizoid defenses; therapists may stand 
by and observe, albeit sympathetically. The therapist here takes 
another step beyond, or perhaps aside from, psychoanalytic and 
descriptive techniques for dealing with emotion. This is a rela- 
tively easy step to take in respect to sadness. It does not prove 
so easy with rage and love.] 


Patient: It is helpful when you tell me that directly. Not when 
you get sarcastic. Then I know you are wishing your mother 
would die. [Like many patients with schizophrenic components, 
this patient is keenly intuitive of negative affects in a relation- 
ship (21). On the other hand, she typically doesn’t know when 
she is liked.] 


[The therapist was tempted to say that he wished his inter- 
pretations were as penetrating as hers. This would have been 
said with intent to hurt and could only confirm her inter- 
pretation, making them both feel more alone. Happily, the ther- 
apist was still feeling the value of their closeness. Both are 
angry, however; that is where the two parties are. Can anger be 
shared without driving the two apart? A pleasant, superficially 
healing remark at this point must deny where both are. Further- 
more, the patient has just revealed both her appreciation of the 
therapist’s capacity to reach her and her anger. As much as pos- 
sible, his response should do the same, especially because he 
shares both these mental states with her. The two parties are 
now in the same place. Neither, however, has fully acknowl- 
edged it to the other. They are like two blindfolded people 
bumping against one another in what is actually a common 
light. ] 
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Therapist: There are times when I hate you. [The largest risk in 
this straightforward and accurate remark is not any capacity to 
hurt it may carry. What the therapist may sensibly fear is the 
patient’s reply: ““You could not say that unless you liked me.” 
Granted that the more schizophrenic someone is the less likely 
he is to feel and utter it (perhaps because of the aforementioned 
difficulty in perceiving positive feelings), still an occasional, 
quite autistic person will say something to that effect. Then 
therapist and patient have to share love! Even so existentially 
oriented an analyst as Greenson (2) does not find his way to this 
point. In my experience, such a confrontation is the supreme 
crisis Of many present-day psychotherapists.°] 


Being and staying as ends in themselves, the com- 
mitment to accepting appearances, translating and ex- 
tending our shared grasp, “keeping looking,” the willing- 
ness to confront and change—all these outline a clinical 
technique or method. 

I will now attempt a phenomenological description of 
the phenomenological reduction. How are being and 
staying experienced by the therapist, in contrast to the 
methods of the other schools? This exercise will put the 
reader closer to an understanding of this method at once 
so familiar and so difficult to explain. 


THE PHENOMENOLOGICAL REDUCTION 
Buber’s description is a good starting point: 


If we want to do today’s work and prepare tomorrow’s 
with clear sight, then we must develop in ourselves and in the 
next generation a gift which lives in man’s inwardness as a 
Cinderella, one day to be a princess. Some call it intuition, 
but that is not a wholly unambiguous concept. | prefer the 
name “imagining the real,” for in its essential being this gift 
is not a looking at the other, but a bold swinging, demanding 
the most intensive stirring of one’s being, into the life of the 
other. This is the nature of all genuine imagining, only that 
here the realm of my action is not the all-possible, but the 
particular real person who confronts me, whom I can attempt 
to make present to unity, and uniqueness, and with his dy- 
namic center which realizes all things ever anew (16, p. 110). 


This “swinging into the life of the other” might give 
way to a gentle reaching into the lives of those others who 
shrink from the bold Buber, but the point is clear: we are 
asked to einfuhlen, empathize, project ourselves into the 
experience of another. I have described some of the be- 
haviors that accompany this occurrence, but what is it 
that occurs?’ 


* Winnicott’s essay (22) should be read in this connection, especially his 
account of the treatment of a destructive nine-year-old boy: “The im- 
portant thing is that each time, just as I put him outside the door, I told 
him something; I said that what happened had made me hate him.” I do 
not think Winnicott fully grasped the importance of sharing hate, or 
perhaps did not fully develop his understanding in this epigrammatic es- 
say. I also believe he did not appreciate the appropriateness of his re- 
marks to the treatment of neurosis. In that area, the whole subject of 
hate has been neglected. Note, however, Winnicott’s interesting sugges- 
tion about the epigenesis of hate, his stage of “ruthless love.” 


' For accounts of what occurs to the patient, see Carl Rogers (14, pp. 
65-129). 
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Here is a second description, of the less bold but also 
existential method of Rogers’ client-centered or non- 
directive therapy: 


It is the counselor's function to assume, in so far as he is 

able, the internal frame of reference of the client, to perceive 

. the world as the client sees it, to perceive the client himself as 

he is seen by himself, to lay aside all perceptions from the ex- 

ternal frame of reference while doing so, and to communicate 

something of this empathic understanding to the client (14, p. 
29). 


Rogers then quotes from an unpublished article by 
Raskin (23): 


At this level, counselor participation becomes an active ex- 
periencing with the client of the feelings to which he gives ex- 
pression, the counselor makes a maximum effort to get under 
the skin of the person with whom he is communicating, he 
tries to get within and to live the attitudes expressed instead 
of observing them, to catch every nuance of their changing 
nature; in a word, to absorb himself completely in the atti- 
tudes of the other.... Because he is another, and not the 
client, the understanding is not spontaneous but must be ac- 
quired, and this through the most intense, continuous and ac- 


tive attention to the feelings of the other, to the exclusion of 


any other type of attention (14, p. 29). 


Buber’s “imagining the real” or “making present,” 
Laing’s “confirmation,” Rogers’ “congruence,” Raskin’s 
“getting under the skin” all suppose the ability to experi- 
ence something that we and the patient experience as 
alike. But again, what is it to experience something as 
alike, to “get within and live the attitudes expressed in- 
stead of observing them’”? 

| suggest that these descriptions demarcate the active 
and passive poles of the existential method. Buber and 
Raskin describe a vigorous approach for which such 
words as “bold, swinging, active, intense, continuous” are 
appropriate. Rogers, on the other hand, “lays aside,” 
perceives, communicates in what seems a more patient, 
modest way. Certainly some patients invite the more vig- 
orous technique, but the whole difference is not in the 
patients. 

The decision to reach out may include a decision to 
leave our preconceptions behind, to accept the person as 
he is. The reaching out may, on the other hand, mean car- 
rying our preconceptions all the more boldly over onto 
the patient. Thus optimistic, active, cheerful doctors ap- 
pear to “get with” their patients but are in fact attempt- 
ing to fan sparks of hope into a blaze. If we acknowledge 
that some hope may have been present in the patient, how 
are we to separate this “inspirational” approach from 
being and staying? 

In contrast, quietly disengaging oneself from one’s 
prejudices, following the patient (perhaps through trans- 
lations of what hints he gives of his mental state), avoid- 
ing conclusions, these in turn do not necessitate any ac- 
tive feeling of the patient’s state. Such a method is fully 
compatible with psychoanalysis. Therefore analytic lis- 
tening must also be difficult to separate from being and 
staying. If a technique cannot be separated from medical 
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sermonizing, on one side, or analytic detachment, on the 
other, what identity does it have? 


THE ROLE OF FEELING 


‘Feeling’ is, | believe, the distinguishing element of 
the existential method, however much that feeling must 
flow from an accurate perceiving of “the world as the 
client perceives it’ and "the client himself as he is seen by 
himself,” in Rogers’ words. For example, there is a dif- 
ference between the existential method and at least some 
descriptions of what Rogers does. Sometimes the goal of 
client-centered therapy seems to be only the revelation 
and perception of the client and his world with a rela- 
tively neutral therapist. This falls short of the existential 
method. In other descriptions of Rogers’ method, being 
and staying with the client during the revelation and per- 
ception seem important. As a result, the existential 
method is distinguishable from both medical sermonizing 
and some accounts of client-centered therapy and ana- 
lytic listening. Therapists’ feelings are the critical gauge 
of whether being and staying occur, but because those 
feelings are to flow from the patient’s world and feelings, 
and not the reverse, the existential method is in one sense 
the reverse of medical sermonizing. And just as the em- 
phasis on the patient's feelings distinguishes being and 
staying from sermonizing, so the emphasis on the impor- 
tance of the therapist's feelings distinguishes it from 
some accounts of client-centered therapy and analysis. 

I do not think, however, that this account of the exis- 
tential method is complete. Not only are the familiar 
problems of countertransference undiscussed, but a fresh 
difficulty springs up immediately. Putting aside our pre)- 
udices and expectations, sharing the patient’s feelings, 
even swinging into his world, surely leave the way open 
for a Lady Bountiful-type of condescension that must un- 
dermine whatever one’s technical proficiency may create. 
The “poor patient” is so in need of our understanding: 
how helpfully, even mercifully, we will leap over into his 
bankrupt world. Better that we should be thrown 
promptly out! 

Such a result would be ironical, since existential work- 
ers actually pioneered in the exposure of therapists’ atti- 
tudes that deserve to be thrown out.* In fact, Laing has 
tried to put the burden of illness on therapists: it is the 
doctors, the family, society that are sick. And, to consider 
this matter at a deeper level, Minkowski did not con- 
descend; he grew angry and condemned the patient, who 
paradoxically came closer. Here we reenter the exis- 
tential process at a point that is best termed dialectical. 

The present description has emphasized too much the 
therapist’s need to be reduced. We should also remember 
what the interpersonal method (participant observation) 
and psychoanalysis emphasize—the parataxes and trans- 
ferences of the situation and the patient. Of course, each 
school points to what its own method makes clearest 


* Not to mention the work of such investigators as Harold Searles, who 
has done so much to make clear that the patient’s paranoia is often re- 
lated to the doctor's hate. 


the pathology found in the therapist, social situation, or 
intrapsychic unconscious; the appearance of pathology in 
some area not pointed to by the method in use requires 
turning that method on the fresh area. As a result, psy- 
choanalysts must themselves be psychoanalyzed as soon 
as their transferences are apparent (even if analysts’ 
transferences are called countertransferences, as if they 
were the patient’s responsibility). Similarly, because the 
existential method is patient-centered, that method 
threatens to come to grief when the center seems irreduc- 
ible. How is the patient to be reduced by the existential 
technique?” 

Minkowski’s contribution grows in importance as we 
consider this problem of the seemingly irreducible center. 
He illustrated a dialectical way to continue the use of the 
method. Without Minkowski’s contribution, therapists 
would become more and more furious at their obligation 
to perform the less and less fruitful reducing. Even worse, 
the existential process would remain stalled. There would 
be only a twin, static objectivity: immovable patient and 
“understanding” therapist. 

Minkowski’s anger signaled his refusal to be further 
reduced; in other words, he was no longer empathic. He 
presented the patient with something objective that the 
patient in turn had to either decline or empathize with.'” 
The two exchanged roles. It was now Minkowski who 
had to be understood. 

This was a turning point both clinically and theo- 
retically. On the clinical level, Minkowski’s successful 
outburst opened a fresh path to the use of emotion in the 
clinical situation. Not only was the therapist to attempt 
to feel what the patient felt; the therapist could feel what 
he felt, so long as it was in the service of being and 
staying. Again the watchword of the existential method 
was “feeling.” On the theoretical level, the process ini- 
tiated by Minkowski’s outburst was dialectical: the re- 
duction process could not for long take place principally 
within the therapist alone but must occur within both 
therapist and patient, in the exchange of subjective and 
objective roles that changes them both. !' 

I hope this illuminates why the existential method can- 
not remain condescending, why in fact it is the clinical 
method that least ensures the doctor’s “position.” Such a 
method, however, if it avoids condescension, does not 
seem well protected against something that is potentially 
more dangerous: the countertransference. 


COUNTERTRANSFERENCE 


I want now to contrast the phenomenology of the exis- 


* This points to another difference between existential technique and 
Rogers’ method. To my knowledge, the latter has no means to deal with 
such a situation. Like psychoanalysis, client-centered therapy can only 
work with what the patient brings. Many proponents of both analysis 
and Rogers’ method would contend that this is just as well. 


‘Compare the very similar change in Freida Fromm-Reichman’s 
method of work, when it became apparent that love was not enough. 


‘' I am greatly indebted to discussions with Dr. David Spiegel for clari- 
fication of this point. 
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tential method in regard to countertransference with that 
of psychoanalysis. 

The geography of the psychoanalytic method (for ex- 
ample, the doctor’s being out of sight); the analytic em- 
phasis on neutrality, rationality, and objectivity; and the 
nature of analytic data (so verbal)—all these heighten the ; 
separation of patient and doctor to which medical proce- 
dures in general have accustomed us. In doing analysis, 
one feels the need of a space (as well as much time) in 
which to collect and consider the material produced. One 
feels, too, the need of this space and time because, while 
highly spontaneous verbal activity is sought from the 
patient and a comparable freedom to intuit for the ana- 
lyst, spontaneous nonverbal activity by the patient is dis- 
couraged and even verbal spontaneity by the analyst is re- 
stricted. The unconscious is to be verbalized and listened 
to but not allowed to take charge or act out. This vigi- 
lance against the unconscious is a principal hallmark of 
the psychoanalytic attitude. 

In contrast, the existential method reduces the distance 
between patient and therapist—even, in its wildest forms. 
discarding the clothing that covers the two. In addition 
vigilance against the unconscious is largely given up. 
Even awareness of transference and countertransference 
becomes difficult during a procedure that so sharply re- 
duces the distance between the participants and thereby 
reduces the opportunity for a rational perspective. Fi- 
nally, the existential emphasis on feeling, at the expense 
of verbal formulations, appears both to open the way to 
blatant unconscious distortions and to make difficult 
their detection. All in all the worst fears of analysis about 
a psychotherapeutic process seem to be realized in the ex- 
istential method. Advocacy and a partial identification 
with the patient replace everything that is objective, ra- 
tional, and scientific. 

No amount of protests and rebuttals by existential 
therapists (even by the rational, statistical Rogerians) 
will quiet these psychoanalytic fears. It may be possible, 
however, to move at least the present consideration of 
countertransference onto different ground. 


A thoroughgoing phenomenological reduction is 
aimed as much at countertransference as it is at any other 
prejudice or preconception of the therapist. Psychoanaly- 
sis claims, however, that what the existential method 
hopes to achieve by an act of empathy or partial identifi- 
cation demands distance and reflection—in short. analy- 
sis. Existential psychiatry retorts that this very distance 
and reflection open the way to countertransferences that 
a successful empathy would reduce. Here one of the chief 
battles among the schools is joined. 


Existential psychiatry claims that the distance opened 
Out between doctor and patient by psychoanalysis be- 
comes filled not only by the abundant verbal material of 
analysis but by the abundant psychoanalytic ideas as 
well. These ideas about sickness and health and about 
progression and regression offer themselves handily for 
the positive or negative judgments of the patient. More- 
over, distance itself gives rise to feelings of yearning or 
neglect that must encourage extravagantly favorable or 
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unfavorable conclusions.'? In short, both distance and 

ideas fall easily into the service of countertransference. 
Existential psychiatry presents its own way out of these 

dangers: not more supervision or analysis of the doctor, 


but being and staying. In other words, the importance of 


being and staying in existential work is the clearest pos- 
sible measure of the importance of countertransterence. 
Rather than neglecting it, existential psychiatry seems to 
give countertransference the central place in psychother- 
apy. (Something similar can be said about transference 
and participant observation: Sullivan found parataxes 
ready-made and everywhere.) Existential psychiatry sees 
all judgments about others as countertransference and as 
things to be avoided. 

In short, this school argues, we dare not trust ourselves 
to be objective about patients. Objectivity is the position 
of last resort: not where we want to be but where we are 
forced to be, as with Minkowski. Some few patients, per- 
haps those who are like us or bound to us by special and 
accidental bonds of sympathy, will escape condemnation 
or glorification, but the great bulk offer too tempting a 
pathological target. And armed by the powerful ideas we 
have of sickness, we must widen still further the large dis- 
tance medical procedures put between patient and doc- 
tor. The treatment of this situation, existentialism argues, 
must precede the treatment of any patient. The distance 
must be reduced. 

Objectivity is not thereby lost, as Minkowski discov- 
ered. True, the meeting results in the confrontation and 
alteration of those irreducible attitudes that seem so ob- 
jective. But these meetings and confrontations in turn 
produce fresh objectivities that become part of the expe- 
rience of those who are meeting. It is not in the private 
world of the therapist’s thought that the counter- 
transference is to be resolved but, as with the resolution 
of the transference, in the encounters of person to person. 

Now we can return to the starting point. If the acciden- 
tal bonds are important to treatment results, any proce- 
dure that systematically enlarges those bonds (or reduces 
the points of separation) must have comparable impor- 
tance. It is not too much to claim that this is the specific 
goal of being and staying. 


'? Compare the familiar paranoia that springs up between the genera- 
tions, perhaps between all institutions, i.e., all separated human units. 
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Intensive Group Therapy: An Effective Behavioral-Psychoanalytic Method 


BY LEE BIRK, M.D. 





This paper describes the results of a clinical trial of a new 
method, intensive group therapy, devised explicitly to in- 
corporate the principal advantages of three traditionally 
separate techniques: the intensive five-day-a-week format 
of psychoanalysis; the real-life quality of group therapy, 
which promotes social-interaction analysis and modifi- 
cation; and the punishment/reinforcement techniques of 
behavior therapy. The eight patients treated in the group 
all had had extensive but largely unsuccessful therapy; 
during the first 18 months of intensive group therapy 
seven of the eight made appreciable therapeutic gains. 





GROUP THERAPY is valued by psychoanalytically oriented 
therapists for many well-recognized reasons (1). Among 
these is the fact that the variety of group members effects 
a multiplicity of transferences—rich, vivid, and easily in- 
terpretable— rather than a single mixed transference ex- 
perience focused solely on the person of the therapist. 
Also, material introduced by one member may both re- 
flect a core conflict for him and simultaneously elicit ex- 
amination of parallel, although often more subtle, con- 
flicts in other members, with the result that the resonant 


response to shared experience often takes the form of 


therapeutic cognitive comparisons. A third reason is that 
a cohesive group creates a naturally empathetic atmo- 


sphere, supportive of painful affects and the emergence of 


dreaded personal secrets that, against the backdrop of a 
group of listeners who are nonprofessional yet for the 
most part nonjudgmental, can be faced squarely, with 
less avoidance and more therapeutic benefit than in indi- 
vidual therapy. Finally, peer interpretation, especially 
when aspects of the conflict are ego-syntonic, provides es- 
sential and powerful leverage in many otherwise unmoti- 
vating clinical settings. 

Psychoanalysts have long recognized the clinical value 
of an intensive therapeutic effort carried on five days a 
week over many months. The incorporation of the ana- 
lytic hour into the patient’s daily life supplies an impetus 
to thorough and subtle examination of the key issues and 
conflicts within his life context; it also fosters a valuable 


Read at a joint session of the American Academy of Psychoanalysis 
and the American Psychiatric Association, May 8, 1973, Honolulu, Ha- 
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sense of mission and immersion in the task of insight- 
based change. 

It was my belief that a five-day-a-week format for 
group therapy would combine the intense-focusing ad- 
vantages of psychoanalysis with those accruing from the 
multiphasic reality testing apposite to the group experi- 
ence. For a group to meet five times a week substantially 
reduces the crisis or severity criterion by which therapy 
group members tend to judge their own and others’ use of 
group time. On a once-a-week basis, groups tend to adopt 
a crisis-first scheme for allotting time to themes under 
discussion with the conspicuous result that other issues — 
mere feelings, for example—may assume an exaggerated, 
artificial intensity in order to justify their presentation to 
the group. Or they may be suppressed altogether under 
the mistaken but pressing assumption that regardless of 
their felt personal urgency, some problems—again, feel- 
ings are the best example—would fail to measure up to 
the group's threshold value with respect to seriousness or 
general interest. For example, a typical remark in groups 
meeting less frequently is the excuse: “Well, I just 
thought that would be too boring to waste everyone’s 
time on.” 

This paper reports on the first 18 months of experience 
with an intensive five-day-a-week group formed expressly 
to test what was predicted to be the synergistic effects of 
combining these previously separate formats. It was also 
my explicit purpose to combine the historically uncom- 
bined tools of psychoanalysis and behavior therapy; these 
have, by conscious design, become the mainstays of my 
approach to group leadership. 

Group therapy, unlike individual therapy, shifts its em- 
phasis from an almost exclusive focus on retrospective 
narration to a concentration on, and examination of, ob- 
servable social interaction (2). The feelings engendered 
by the social interactional situations within the group do, 
of course, lead associatively to welcome and useful mate- 
rial, both from the recent past (similar feelings and situ- 
ations in the patient’s current life outside the group), and 
from the remote past. Both kinds of relevant associations 
are reinforced and encouraged—those from the remote 
past especially so, since this often leads to useful cogni- 
tive insights about how and why and from whom a partic- 
ular behavior was learned developmentally. 

As 1s well known by behavior therapists, the most ef- 
fective and efficient method for eliminating maladaptive 
behavior is to isolate it in vivo: to point it out, label it, and 
punish it while at the same time systematically rein- 
forcing alternative, increasingly adaptive modes of be- 
havior (3). Within a group setting maladaptive social be- 
haviors easily become conspicuous target symptoms. As 
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TABLE | 
Patients’ Age, Sex, and History of Previous Therapy 


Number of 
Previous 


Maximum Continuity 


Previous Therapy 


Patient Age Sex Therapists with One Therapist Type Years Total Hours 
(Years) 

ag 56 M | 7 Individual 7 300 

2** 46 M 3 7 Psychoanalysis I5 3,500 

3 26 M 2 2 Psychoanalysis 2 300 
Individual | 

4 27 F 4 Lo Individual 3 25 

ane 28 F 4 7 Individual 7 55 
Synanon i 

6 40) M 7 7 Individual ino 2.100 
Group 4 

7 4% F 5 8 Individual 12 550 

8 20 M > 5 Individual ts 750 

Mean 4 5.6 9.3 1.038 


* One hospitalization. 
** Three hospitalizations. 


the other group members begin to understand and imi- 
tate the therapists actions, these target behaviors be- 
come especially responsive to group interactional pres- 
sures. (Previously these target behaviors served 
exclusively as defenses, maintained by negative reinforce- 
ment—that is, by the contingent avoidance or reduction 
of painful feelings.) Interrupting these behavioral pat- 
terns by punishment (mere exposure or negative com- 
ment) and focusing on them elicits a feeling linked to the 
behavior and leads to group examination of the analytic 
Origins of the particular feeling-behavior liaison—an in- 
sight in the psychoanalytic sense that serves to potentiate 
behavioral change. It is not uncommon for the therapist 
to use analytically oriented questions to help interrupt a 
target response. For example, *““There you go again, slap- 
ping hell out of your leg! That must really hurt! Why do 
you always do that?” 

One of the key elements in my approach to intensive 
group therapy is individualized behavioral diagnosis. For 
each patient in the group the therapist arrives at a pre- 
cise, fine-grained description of one or two pivotal mal- 
adaptive behaviors actually operative and observable 
within the group. When these target behaviors are inter- 
rupted and thus exposed, the associative group process 
works to uncover the meaning underlying them— that is, 
the basic, faulty world-view/feeling-disorder in the con- 
text of which the behaviors appear to make sense. If the 
choice of key target maladaptive behaviors is a correct 
one (correct behavioral diagnosis), if the punishment is 
sufficient to interrupt and suppress the habitual mal- 
adaptive pattern, and if the chosen alternative reinforced 
behavior is truly more adaptive in the real world outside 
the group, the new behavior will permanently replace the 
old. In behavioral terms, this happens because the new 
behavior successfully competes with the old behavior in- 
asmuch as it “works better” and brings more reinforce- 
ment. 
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For the charter members of this intensive group,’ the 
author chose eight people who might be called analytic 
failures: they had been exposed to psychoanalytic and 
psychotherapeutic procedures over a long period of time 
without either subjectively satisfying results or appreci- 
able, objectively manifest behavioral change. These 
patients—all of them analytically sophisticated indivi- 
duals—-are described in terms of the particular mal- 
adaptive social behavior of each. At the outset, all were 
guarded about what more they might expect to gain from 
still further therapy; six of the eight were particularly 
skeptical about the idea of a group format. 

Table | gives the patients’ age, sex, and type and dura- 
tion of previous therapy. Further details concerning the 
patients follow herewith: 

Patient | was a 56-year-old unmarried Ph.D. scientist, 
a hearty and deeply likable man. When the group began, 
however, he was very isolated from people, unable to ex- 
perience real closeness and warmth, extremely inhibited 
sexually, and beset by deep feelings of masculine inferi- 
ority. He did credit his previous therapy with enabling 
him to finish the work for his Ph.D., but he remained very 
troubled, especially in terms of his relationships with 
women. He had had a complicated relationship with a 
woman lasting several years that very briefly (for a period 
of about two months) had involved intercourse, but this 
was undertaken with such great feelings of tension and 
strain that no ejaculation and very little real pleasure re- 
sulted. Although the relationship dragged on and on, with 
periodic, emotionally painful contacts, the patient had 
not actually had intercourse with this woman or any 


‘Identifying clues have been minimized and actual names changed in 
order to protect each patient’s anonymity. The group began with three 
members and gradually expanded to eight. 


other woman for more than five years prior to the begin- 
ning of the group. He reported having to use beating fan- 
tasies to produce enough sexual excitation to make mas- 
turbation or intercourse possible. On those rare occasions 
when he had had intercourse, it was made possible only 
by his imagining a young woman being beaten by a man. 
In these fantasies, the patient identified with the helpless 
woman being beaten. 

For this man, there were two target behavioral symp- 
toms: the first was his striking use of self-ridicule. For ex- 
ample, he would painfully slap his leg or call himself 
“little Joey” instead of expressing the feelings of inferi- 
ority, sadness, futility, and nihilism that evidently trou- 
bled him. The second was his habit of offering sugges- 
tions or opinions in a self-defeating, calculatedly 
dissonant and alienated way, which had the effect of fur- 
ther alienating him from other group members. 

The treatment of these behaviors followed a typical 
course: After the behavioral diagnosis was made, in 
which self-ridicule, for example, was established as a tar- 
get behavior, the first step was to begin punishing target 
responses by interpreting each abruptly, thus actually in- 
terrupting the full response. By consistently blocking his 
stereotyped acting-out behavior in this way, his under- 
lying feelings of inferiority and nihilism were eventually 
revealed and directly expressed. As the patient began to 
express his feelings directly, the therapist reinforced each 
appropriate expression by means of sympathetically put 
questions, positive comments, and interpretations. The 
therapist’s interventions thus served the dual function of 
reinforcing the patient’s expressing these feelings directly 
and of helping him analyze them. In this way he was able 
to learn how and to what extent his self-concept had been 
falsely and adversely affected by his early developmental 
learning experiences. This patient, like a good analysand, 
inevitably began to make use of this contingency-poten- 
tiated cognitive learning. He would catch himself re- 
sponding to situations with a particular feeling-state —in- 
feriority in this case—and would successfully interrupt 
this root feeling response by imposing an alternative re- 
sponse, reminding himself of the false origins of the feel- 
ing. As one would predict, the other group members, fol- 
lowing the therapist’s example and their own perceptions, 
began to use the same punishment-reinforcement contin- 
gencies and to make effective interpretations of their 
own. 

Patient 2 was a 46-year-old university professor in one 
of the social sciences. He suffered from severe recurring 
depressions—three of them requiring hospital admis- 
sion—apparently in spite of his being a veteran of three 
analyses lasting a total of 15 years. He had written half a 
dozen successful books and was generally very well re- 
garded in his field. During his first analysis this patient 
had worked out his inhibitions about sexual intercourse 
and had had a series of affairs prior to entering the group. 
He was unable, however, to make a lasting commitment 
to a woman or to overcome his chronic and periodically 
very severe depression. 

For him the target maladaptive behavior was his so- 
cially detached concentration on depressed feelings *“*in- 
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side” in the service of excluding people (versus sharing 
with people). 

Patient 3 was a 26-year-old professional man. In his 
analysis he had grappled unsuccessfully with a profound 
fear of women. Although during his earlier treatment he 
had been able to have intercourse on several occasions, he . 
had been unable to resolve his obsessional concerns about’ 
whether, when, and how to hold hands with or put his 
arm around the women he (with much dread) forced him- 
self to date. 

The target maladaptive behavior for him was his habit 
of suppressing feelings of resentment over not being 
treated fairly (of being ignored, of being cheated, of not 
being given enough), to the point where these finally 
erupted as strong anger, after which he would be over- 
come with guilt and would criticize himself harshly both 
for his outburst and for his inability to be more generous. 

Patient 4 was a 27-year-old artist/roving graduate stu- 
dent who was severely depressed and suicidally pre- 
occupied at the time she joined the group. When she be- 
gan she complained, Somehow I don’t feel real: I feel 
like a nonperson....” 

The target behavior for her was her persistent use of 
tears and confusion to avoid expressing anger and to 
ward off appropriate feedback and criticism from others. 

Patient 5 was a 28-year-old woman—a highly in- 
telligent but unstable and irresponsible college graduate 
with a master’s degree in counseling. She had been ad- 
dicted to heroin and had spent seven years in individual 
psychotherapy plus a year and a half in Synanon. She 
spoke positively about her previous therapy as “the only 
thing that kept me alive,” but when she entered the group 
she was nonetheless seriously depressed and self-destruc- 
tive; she talked actively of killing herself “unless things 
get better.” She was not then addicted to heroin but was 
shooting it several times a week. 

For her the target behavior was her use of angry, pro- 
voking behaviors and/or seductiveness to avoid discus- 
sion of real conflicts and feelings. 

Patient 6 was a 40-year-old physicist whose presenting 
problems were social isolation, an extreme lack of self- 
confidence, sexual and social immaturity, and inability to 
urinate except at home and in a few other “safe” places. 
Prior to his entering the group his therapy had been 
largely unsuccessful. 

The target maladaptive behaviors for him were the ha- 
bitual meekness and delicacy in his expressive style, and 
his passivity, manifested particularly by his hesitancy 
about bringing up his own pressing concerns and a low 
Initiative in thinking about his own concerns in an action- 
Oriented way. 

Patient 7 was a 48-year-old executive secretary, unhap- 
pily divorced, perpetually discontent and angry. She was 
also in individual therapy with another therapist at the 
time she joined the group and she continued her work 
with him while in the group. 

The target behaviors for her were dropping her voice to 
inaudibility near the end of sentences and at moments of 
maximal feeling (apparently in order to perpetuate the 
parentally derived feeling of never being understood) and 
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using questions of fact, or interposing theoretical, struc- Table 3 shows the amount of change in the behavioral 
tural, or administrative issues, to reduce the full emo- — target symptom(s) for each patient, and also the total 
tional impact of sensing other people’s feelings. amount of change (total points improvement) in the 20 


Patient 8 was a 20-year-old, bright graduate student, items of the general change ratings. The ratings of change 
the son of two professional parents and the veteran of in behavioral target symptoms represent the mean of nine 
seven and one-half years of signally unsuccessful therapy. separate evaluations—one by the therapist and one by 
‘During his college career he had made several suicidal each of the eight patients in the group, including a self- 
gestures (by cutting his arms with a razor blade and by evaluation by each patient. The general change ratings 
ingesting drugs). His overwhelmingly intense anger con- represent the mean of the patient’s self-rating and the 
vinced several psychiatrists who saw him in consultation therapist's rating. Seven of the eight patients experienced 
that he had in fact become a genuine suicidal/homicidal a significant positive change in their life situations. 
risk. He complained with vitriolic bitterness both of his At the end of the 18-month period patient |, the scien- 
“complete lack of success with women” and of his tist with the beating fantasies who had not slept with a 
mother’s hatred for him. He claimed that his mother in a woman for five years, was sleeping with a woman whom 
fit of temper had attempted to kill him when he was a he hoped to marry. His relationship with her was a tender 
child. and loving one and the previous beating fantasies were 

The target maladaptive behaviors for him were talking no longer a part of his sexual life. In a group meeting pa- 
so softly as to be inaudible, especially when angry, and tient 2 said about him: When Joe came into this group | 


expressing his concerns in stark, exaggerated black-and- — didn’t like him at all; he was so tight and rigid I just 
white terms in the service of demonstrating “my situation — couldn’t stand him. Now he says things like “I deserved 
is impossible and people are impossible.” it!’ and ‘fuck’ and I really am fond of him; I respect him 


and deeply like him.” 
Patient 2, the depressed professor, was no longer de- 


RESULTS AFTER 18 MONTHS OF INTENSIVE GROUP pressed. Moreover, he was living with a woman whom he 
THERAPY hoped to marry. Patient 3 had said to him: “In my mind 
you have completely dumped this behavior, absolutely 
Table 2, which deals with patient 5, illustrates the gen- and completely —it’s incredible!” About himself, this 
eral rating scale I designed to measure subjective and patient said: “Those [depressed] feelings have the quality 
behavioral change change that is not limited to the nar- of having happened in a previous life!” 
rowly defined target maladaptive behaviors. Patient 3, the young professional who was afraid of 
TABLE 2 


Ratings for Patient 5 on General Rating Scale* 
ee ee ee ee 


: ; Ratings After 1.2 Years in Group 
Before-Group 











Item Self-Rating Self Present Therapist Previous Therapist 
Depression | 4 39 3 
Suicidal feeling | 4 3,5 3 
Guilt l 4.5 3 3.9 " 
Anxiely l 4 3 3 
Anger l 4 4 5 
Self-defeating behavior | 3 4.5 4 
Self-destructive behavior l a2 3 4 
Drug dependency | DS 4.5 
Assertiveness (anger) 4.5 4.5 4 ae 
Assertiveness (warmth) 2 5 5 
Fun 3 5 > 5 
Friends 4 5 4 5 
Enjoyment of work 4 4 4.5 4.5 
Relations with men 4 4 4 4 
Relations with women 5 5 4 4.5 
Sexual pleasure 3.5 4 + 6 
Quality of heterosexual 

attachment l 3 2 3 
General effectiveness 2 4 4 4 
Self-esteem 2 3 4 3 
Self-realization 2 3 3 3 
Total 45 g4** 

* Scale: | =extremely severe; 6=no problem at all. 


** Total change in self-rating was 39; taking intensity-frequency data into account, the total change was 44. 
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TABLE 3 


Change in Target Behaviors and General Ratings 


LEE BIRK 


NE A LLCO A a U 


Years of 

Patient Previous Therapy 
| 7 

2 15 

3 3 

4 3 

5 T 

6 19.5 

7 12 

8 he 
Mean 9.3 





* Based on the mean of nine ratings; maximum change = 6.0. 


women, was living with a woman. He said about him- 
self—and he rated himself lower than any of the other 
eight of us rated him in terms of change— 


I do agree that in many areas of my life I am much less 
sensitive to this issue than I used to be. I’m much less easily 
hurt and I’m much less easily infuriated. I have a lot more 
understanding of how I do react. This business with the birth- 
day cake*—I knew how I would have reacted two years ago, 
and I knew I wasn't feeling the same way as I would have. I 
feel that what has changed in me is that I used to feel that | 
had just nothing and it really hurt me that someone else 
would get something and I wouldn't, but I don’t feel that I 
have nothing any more; I mean, I feel that I have a lot. and it 
doesn’t really hurt me that much when someone else gets 
something. I was happy to celebrate happy birthday with 
Sidney. 


Patient 4, the confused roving graduate student who 
felt “like a nonperson” was no longer chronically de- 
pressed or suicidally preoccupied. She reported that she 
did feel like a person, but a person in the middle of ther- 
apy, with some remaining serious conflicts to work out. 
For the past nine months she had been working as a high 
school teacher and was considering a career as a psycho- 
therapist. 

Patient 5, the heroin-shooting, suicidally depressed, ir- 
responsible young woman, had not taken heroin at all for 
more than a year and, by specific invitation, was applying 
for a job as a college mental health service psycho- 
therapist. She said about herself: “I feel I have changed 
enormously ....’° Patient 2 said about her: “I think Ra- 
chel has changed more than any other member of the 
group.... 


* Patient 2 (Sidney) and Patient 3 (Dick) happened to have the same 
birthday. Patient 4, not knowing this, brought a birthday cake to the 
group but the cake said only “Happy Birthday Sidney.” The group duly 
celebrated with Sidney and it was only at the end of the hour that some- 
one revealed it was also Dick's birthday. 


Years of 
Intensive Group 


8 


Change in 
Target Symptom(s)* 


Change in 
General Rating Scale 


5.0 4] 
4.8 
5.3 62 
4.6 47 
5:2 52 
a2 44 
eat 5 
EA 
4.8 5 
a3 
4.0 25 
FS 
4.3 34 





Patient 6, the meek physicist, had to be considered a 
treatment failure at the 18-month follow-up. Part of the 
reason was believed to lie in the technical difficulties and 
psychodynamic problems involved in punishing and in- 
terrupting this patient’s passivity. His passivity was not a 
sharply defined, discrete response occurring at a clearly 
delineated time; rather, it amounted to an absence of ap- 
propriate initiating responses over a considerable period. 
Moreover, there was an additional psychodynamic prob- 
lem: remarks by the therapist and others that one might 
expect to be punishing were in fact demonstrated to be 
empirically reinforcing because of the Passive-aggressive 
anger underlying his passivity. 

In view of these factors the revised treatment plan de- 
pended primarily on ignoring (extinguishing) this 
patient’s passivity, while reinforcing all active departures 
from it. Also, it was forcefully pointed out to him that on 
his current passive curve he would be in his late 90s be- 
fore he finished his treatment! On the hopeful side it 
should be said, however, that this patient’s bottom-of- 
the-class standing in the group (made more obvious by 
the data collection for this paper) was a cognition that 
was profoundly and atypically disturbing to him. 

Patient 7, the angry executive secrelary, was consid- 
ered a treatment success and likely to be an even greater 
treatment success in spite of her low general change 
scores since these reflected an immediate postcrisis situ- 
ation. She in fact changed very considerably, especially in 
terms of how she presented herself to other people. Also, 
she succeeded in cutting herself off from a very destruc- 
tive and chronic affair. She was working toward a career 
involving more responsibility and independence, perhaps 
in the field of hospital management, 

Patient 8, the bright but deeply bitter student who at 
the Outset of treatment was unwilling to believe he could 
expect anything of importance from therapy and who 
said that going to graduate school and becoming a pro- 
fessional was the only thing worth living for, has recently 
decided to delay his entrance to graduate school. Going 
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to graduate school would necessarily involve his going to 
another city; he decided to postpone this for one year in 
order to finish his therapy in the group. He now has a girl 
friend with whom he is having sexual relations, and he 
has changed quite considerably, even though he has been 
in the group for only about seven months. 


CONCLUSIONS 


The facts presented in this paper that is, the patient 
evaluations of subjective feeling changes or their behav- 
ioral manifestations in real-life settings—strongly sup- 
port the efficacy of intensive group therapy conducted on 
the basis of behavioral and psychoanalytic principles. 
The changes in the behavioral styles and lives of difficult 
patients were evidently related to the positive effects of 
this combination of formats and conceptual-methodolog- 
ical frameworks. 

In lieu of more formal concluding remarks, it is more 
in keeping with the informal, often provocative, spirit 
engendered by the group experience to close with the 
words of one of the group’s initially most skeptical mem- 
bers: 


When I was in analysis with Dr. X. for seven years—he’s a 
very, very rigid Freudian—five minutes would go by and I 
would say nothing and he would say nothing, and then | 
would talk and he would go “Hmmm.” Not all the time 
frequently he would talk at length and I would talk .... He 
was a very, very aloof figure for me. I was afraid of him. 
Everything was extremely formal. His office was extremely 
formal ... and [pause] I didn’t feel warm toward him, and | 
didn’t feel he felt warm toward me. 

Now in this group I genuinely feel caring about each one 
of you, and I feel that you feel caring about me. Now what 
this does for me is that it enormously increases my trust. | 
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trust you all.... I don’t believe any one of you would screw 
me, or intentionally give me bad advice... or try to hurt me 
in any way. I mean, I believe all of you care about me and 
would try to help me if you could. 

That’s the first thing. 

The second thing is, you do get many points of view. 

The third thing is, I learn a lot from watching [what others 
in the group say] because so much of it strikes me as absurd 
and unrealistic and not in line with reality. I learn from the 
problems of other people, and the discussion of these prob- 
lems.... 

I just feel that Dr. Birk is with us, whereas Dr. X., in a 
very fancy Freudian way, was with theory. 


Two of this patient’s three former analysts were also 
people whom he did trust. In different ways both of these 
two helped him: the first analyst helped him overcome his 
sexual inhibitions, and the third helped him pull out of a 
serious and severe depressive spiral that began and was 
getting worse during his treatment with his second ana- 
lyst. The reason the quotation is cited is to point out that 
the group atmosphere, even with all its explicit emphasis 
on target behaviors, punishment, and reinforcement, was 
one this patient singled out as promoting special and deep 
trust. 

These may not be hard data, but they are nevertheless 
relevant to the prognosis for the effectiveness of intensive 
group therapy. 
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The Application of Psychodynamics to Behavior Therapy 


BY JOHN M. RHOADS, M.D., AND BEN W. FEATHER, M.D., PH.D. 


The authors describe a modification of systematic desen- 
sitization that they developed which uses a psycho- 
dynamic formulation as the basis for treatment along be- 
havioral lines. The technique, illustrated by the authors 
through case reports, involves efforts to relieve the 
patient's anxiety arising in connection with unacceptable 
impulses or with irrational prohibitions against these im- 
pulses. 


THE ULTIMATE GOAL of any method of treatment is to 
produce a maximum of benefit with a minimum of cost in 
terms of both time and money. The introduction of be- 
havior therapy was an effort to achieve these goals. Im- 
pressive evidence is accumulating that behavior thera- 
pists are able to achieve substantial results in relief of 
symptoms and changes in behavior in remarkably short 
periods of time. There has been a great deal of friction 
between its adherents and those of psychoanalysis; this is 
unfortunate since much of the hostility is based on emo- 
tional rather than scientific grounds. While the treatment 
methods are far apart, in certain important respects their 
theories differ mainly in terminology. The theoretical 
similarities have been discussed by Alexander (1), Mar- 
mor (2), Shoben (3), French (4), and Weitzman (5). 

In working with cases along behavioral lines, we de- 
vised a modification of systematic desensitization (6) to 
deal with certain cases that did not appear to respond to 
classical systematic desensitization as described by 
Wolpe (7). At its simplest, the method consists of de- 
sensitizing the patient to an aspect of the conflict that 
presumably underlies his symptoms, thereby using a psy- 
chodynamic formulation as one basis for a behavioral 
treatment. In practice this involves efforts to alleviate 
anxiety arising in connection with unacceptable impulses 
or with irrational prohibitions against them. These are 
often holdovers from earlier periods of the individual’s 
life, when they served a useful purpose. 

We have found that classical desensitization proceeds 
quickly and rapidly when used to treat “ghost” symp- 
toms. By this we mean symptoms that once served as a 
solution to a conflict. With further maturation of the ego 
the conflict has been solved, but the symptom remains as 
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a “learned” habit, no longer serving a significant need. 
However, when the symptom—be it a phobia, obses- 
sion, compulsion, or undesirable behavior—has become 
the vehicle of expressing or solving current conflicts, we 
have encountered difficulty in applying classical system- 
atic desensitization. It was to solve the problem of stub- 
born resistance encountered in some of these cases that 
we devised the modification, which is based on desensi- 
tization to an aspect of the postulated underlying conflict. 
The method usually proceeds as follows: A careful his- 
tory is taken, with a different emphasis from the usual 
psychiatric history in that there is greater concentration 
on the symptoms in terms of details of origin, present 
manifestations, and associated thoughts, fears, and fan- 
tasies. We attempt to elicit information about current 
problems and conflicts and note especially any fantasies 
associated with the symptoms. It is important to screen 
Out patients with poor impulse control and those with 
fragile egos (as seen in some borderline states, latent 
schizophrenia, psychopathies, etc.). When the history re- 
veals that a conflict underlies the symptoms, a formula- 
tion is made and plans are laid to desensitize the patient 
to one or more aspects of the conflict. At this point the 
method clearly becomes behavioral rather than psycho- 
analytic in technique since no effort is made to interpret 
other than what is necessary to deal with resistances. 


The patient is instructed in Wolpe’s modification of Ja- 
cobson’s relaxation techniques. We have found this useful 
in two ways: it facilitates the regression in the service of 
the ego that is needed for the patient to fantasy scenes re- 
lated to feared situations, and it enables him to better tol- 
erate and overcome the anxiety arising in the course of 
fantasying such scenes. When this has been mastered, the 
patient is instructed to imagine a graded hierarchy of 
scenes moving gradually from scenes eliciting the least 
anxiety to those eliciting the most. It must be clear to the 
patient that he is not to carry out the actions, only imag- 
ine them. When the treatment has progressed, the patient 
is asked to confront the feared situations at increasing 
levels, as the anxiety associated with them can be toler- 
ated. 


In some instances desensitization may be combined 
with other behavioral methods, such as assertive training. 
We have previously described the occurrence of resis- 
tances and transferences occurring in the course of treat- 
ment (8). These are dealt with by recognizing them with 
the patient and attempting to ascertain what fear or im- 
pulse lies behind the particular manifestation. These may 
be interpreted or may (if appropriate) be included in one 
of the hierarchies. 
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CASE REPORTS 


The following cases illustrate our approach. 


Case 1. Miss N.G., a 21-year-old student nurse, was hospital- 
ized in August 1970 after referral by a neurologist. She com- 
plained of extreme anxiety, recurrent severe headaches, and 
‘fainting spells. Several exploratory abdominal operations had 
been done at other hospitals during the previous five years 
because of acute abdominal pain; the findings were negative. 

Miss G. had been adopted as an infant by a childless couple 
in their forties. Her father was a pleasant, mild man, utterly in- 
capable of expressing himself. His hobbies were fishing alone 
and talking to people in distant countries on his ham radio. The 
patient’s mother was a sweet, insecure woman who more than 
made up for her husband’s lack of verbal production. Since she 
never stopped to pause for breath, her husband was relieved of 
the necessity to speak. She was zealously overprotective of Miss 
G. 

Miss G.’s hospitalization, which lasted two and a half weeks, 
served to begin a separation from her family and establish some 
basic trust with us. In October 1970 we began a program of sys- 
tematic desensitization to hierarchies of various situations that 
distressed Miss G., such as reprimands by authority figures, 
participation in case discussions with authorities, and social in- 
teractions with peers that called for assertiveness. Following 
this, although she was better able to tolerate work situations, 
she had to be continued on antidepressant drugs, tranquilizers, 
and supportive psychotherapy. In January 1972 she became de- 
pressed, withdrawn, and anxious and suffered from severe 
headaches; she had to be admitted to the hospital for a two- 
month period. 

It was postulated that Miss G.’s gratitude toward her adop- 
tive parents prevented her from dealing with her angry feelings 
toward her controlling mother. That, coupled with her lack of 
self-confidence, increased her dependence and led her to turn 
her anger onto herself. All drugs except those for headaches 
were discontinued, and a desensitization program was decided 
upon as the major effort. 

The desensitization consisted of presenting to Miss G. a se- 
ries of imaginary situations that conceivably could occur in the 
course of her life. She was required to respond to these with an 
aggressive/assertive fantasy. To illustrate: A head nurse un- 
fairly reprimands her, and she must at first imagine responding 
verbally and later imagine assaulting the head nurse. Her 
mother visits her and is controlling, bossy, and arouses guilt. 
She is required first to imagine and then to enact angry re- 
sponses. Ultimately her father is introduced into the fantasy, 
standing silent—as usual. The patient is required not only to 
act out an angry rebuke to her mother but also to criticize her 
father for his failure to fulfill his duties as a parent. Four days 
after the program was initiated Miss G. called the head nurse 
and asked to go to the seclusion room, where she pounded a pil- 
low, tore it apart, and exploded into a stream of curses. After 
that the depression lifted, never to recur. However, the mi- 
graines continued, including two attacks in which she devel- 
oped ptosis, facial lag, and anesthesia. Assertive training was 
continued, with more emphasis on adaptive responses. In 
February she was allowed to return to work, although she con- 
tinued to board on the locked ward. On March 1, 1972, she 
became engaged. 

The assertive training was continued, with rehearsals of how 
she should inform her parents of the engagement. All medica- 
tions were discontinued. At the next visit she was able to be as- 
sertive; after that she was symptom-free and was discharged a 
week later. She was married in June 1972 and joined her hus- 
band in Europe a month later. A follow-up by mail in March 
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1973 revealed that she was remaining symptom free. Her par- 
ents visited her in January 1973 and reported independently 
that she and they had gotten along well. 


This case illustrates desensitization by two methods. 
The first course was of the classical type, with graded hi- 
erarchies of fear of actual or potential situations. During 
the second hospitalization the treatment focused on de- 
sensitization to fear of her anger, coupled with assertive 
training to help her with its expression. In the desensi- 
tization phase she was allowed to fantasy violent and 
murderous anger; in the assertive training, which fol- 
lowed the desensitization, she was coached in reasonable 
and adaptive methods of self-assertion. 


Case 2. Miss E.H., a 44-year-old single bookkeeper-account- 
ant employed by her brother (who operated a fashionable 
clothing store), sought treatment for an automobile driving 
phobia. She had driven since age 16 without an accident, but 
after her father’s death in 1968 she became phobic. Her driving 
was limited to areas near her apartment and to and from work. 
She arranged her work hours so that she would not drive at 
peak traffic times. 

The youngest of five children, she was the only one taught to 
drive by her father. Her mother had never been able to learn to 
drive. She had a well-rounded social and recreational life and 
stated that she enjoyed her work; she and her brother had 
worked together for years. 

Miss H. was instructed in relaxation, and desensitization was 
begun to a graded hierarchy in which she imagined various 
scenes of driving, beginning with the least anxiety-provoking. 
When she reported interference with the fantasy, inquiry re- 
vealed that she was fantasying accident scenes. She was asked 
to fantasy purposely crashing into other cars. After several ses- 
sions of hyperaggressive fantasies she was able to imagine a hi- 
erarchy of a more routine sort such as driving to work, imagin- 
ing a car passing her, etc. After the fifth such session she was 
instructed to make some efforts at driving. She progressed to 
the extent that she was able to drive on a newly opened inter- 
state highway with minimal traffic. During the next two weeks 
she regressed. When this was pointed out to her, she gave us 
some additional history. When her father was in his terminal ill- 
ness, her brother, who had been out of town, attended a civic 
club meeting one night rather than visiting their father in the 
hospital. The father died that night. A relative reported Miss 
H.’s criticism of his behavior to her brother, who became furi- 
ous with her and suggested that she could quit her job. Al- 
though she had always been able to argue with her brother, 
from that time on she had not disagreed with him. We postu- 
lated that her grief over her father’s death, her anger at her 
brother, and her fear of the disruption of that relationship had 
been displaced into the driving phobia. 

It was suggested to Miss H. that she resume graduated levels 
of driving and that she discuss her problem with her brother. 
Upon the return of one of us from vacation, she reported that 
she had discussed the matter with her brother, that he had re- 
sponded favorably, and that the relationship had improved. No 
more appointments were made, but the patient reported period- 
ically by phone. After three months she had completed the real- 
ity tasks and was able to drive on major highways. She had had 
several arguments with her brother, with no disruption of their 
relationship. After eight months Miss H. reported that she had 
been driving on a heavily traveled interstate highway. 


In this case the loss of a loved parent coincided with 
the threatened loss of a close relationship with a sibling, 


which led to an assertive inhibition, displaced to phobia 
formation. Aggression-fear fantasies interfered with the 
desensitization to normal driving situations, so aggressive 
ones were encouraged in a graded series of increasingly 
violent scenes. This enabled the more classical desensi- 
tization to proceed, until, when the patient was on the 
verge of “cure,” a resistance occurred that led to the dis- 
closure of her problem with her brother. This problem 
was solved by appropriate assertive action in real life. 


Case 3. Mr. G.O., a 28-year-old unmarried man, was re- 
ferred for treatment of transvestism. The symptom had been 
present since age ten and had undergone a complex evolution. 
Fantasies associated with cross-dressing generally involved his 
being captured by a woman, forcibly dressed in tight-fitting 
feminine garments, humiliated, having his ears pierced, his legs 
shaved, and his breasts artificially enlarged. Occasionally he 
fantasied his genitalia being drawn up inside him, but it is note- 
worthy that he always retained them in his fantasies. By ado- 
lescence the fantasy evolved into cross-dressing with masturba- 
tion, after which he would sleep in feminine clothing for the 
rest of the night. He referred himself for treatment after a 
woman friend became distressed when he went from the bath- 
room into a bedroom dressed in women’s clothing. 

Mr. O. had had a moderate number of heterosexual experi- 
ences and no homosexual experiences. He had served success- 
fully in the infantry during the Viet Nam war. He seemed rather 
detached from his emotions, presenting a bland manner. 

The postulated dynamics were that he had a fear of being 
controlled by women, had a great deal of hostility toward 
them, and that he had probably reversed a sadistic fantasy. The 
masochistic fantasy and transvestism seemed to be devices 
aimed at justifying and protecting his potency while simulta- 
neously relieving his guilt and inferiority feelings. Treatment 
was aimed at reversing the masochistic aspects of the fantasy. 

First he was required to give away all of the feminine clothing 
he had collected over the years. This he did, depositing three 
trunk-loads of feminine paraphernalia by a midnight drop at a 
local charity. 

He was instructed in relaxation, then was asked to fantasy a 
man controlling, humiliating, dominating, or mistreating a 
woman. He did so, then denied being concerned about her feel- 
ings; but he drifted off into an elaboration of her feelings of ter- 
ror and lust. He was told to concentrate on his own feelings. 
Next he fantasied tying a girl to a bed and teasing her, then rap- 
ing a campus women’s liberation leader, then raping his sister 
and®cursing at her. This was followed by a fantasy of raping 
the young girl about whom his fantasies had first begun. He 
had to interrupt this fantasy as he began to think badly of him- 
self: “It’s funny, but it’s easier to think of myself dressed as a 
woman than as a sadistic monster.” He was instructed to think 
of himself as Mr. Hyde rather than Dr. Jekyll, after which he 
imagined raping a prominent feminist. After the first session the 
fantasies were less of rape and tended to dwell more on other 
aspects of a relationship such as acting in a bossy manner or 
having women under his control in a more reasonable social sit- 
uation. He had a tendency to concentrate on the woman’s feel- 
ings and emotions rather than on his own. When this was 
pointed out to him, he remonstrated that to do otherwise would 
make him sound like Archie Bunker. It was suggested that he 
could as easily have chosen James Bond as a model. Thereafter 
his fantasies dwelt more on enjoying the humiliation and mal- 
treatment he was inflicting. 

During this time he corresponded with the girlfriend whose 
distress had precipitated his coming for treatment. When he vis- 
ited her at Christmas, they set a marriage date for the following 
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summer and then engaged in sexual relations. On the first at- 
tempt he reported that he was ill at ease and only partially suc- 
cessful. On the second occasion, just as he was making entry, 
she exclaimed: “Sock it to me!” and he experienced a flood of 
aggressive fantasies. They had a successful experience, and on 
subsequent occasions he reported having neither masochistic 
nor sadistic fantasies; his mind dwelled more on the business at . 
hand. : 

The case was terminated after a total of 29 sessions over a 
seven-month period. Five months later he reported that he had 
no further temptation to cross-dress, had completed his gradu- 
ate work, and was moving to another city to work. 


Case 4. Miss S.M., a 35-year-old psychologist, was referred by 
a psychiatrist for behavior therapy. She had been in psycho- 
therapy for a number of months and had made some progress, 
but he felt that behavior therapy might help her with some 
particularly distressing symptoms, including diarrhea of six 
years’ duration. Although she had frequent episodes of diar- 
rhea, it was her fears of diarrhea, flatus, or incontinence that 
had caused her to give up nearly all public activities. The hy- 
pothesis was made that the symptoms defended against aggres- 
sion and sexual exhibitionism. Ambivalence about ambition 
was a secondary aspect, as her worst fear was of being stupid: 
“If what I have to say would not be absolutely fascinating, I 
would rather hide out in mediocrity.” 

She arrived late for the second appointment, reporting that 
she had had diarrhea and had not practiced relaxation. She had 
seen her other psychiatrist and “let go a blast at him—I told 
him all the horrible things he had done—had the fantasy I 
would get you both confused and I would emerge victorious.” 
She reported a fantasy that her other psychiatrist and one of us 
(J.M.R.) would present her case at a convention at which she 
would appear, interrupt, address the assembled crowd, electrify 
them, and become world-famous. 

She was presented with a series of structured fantasies: to ad- 
dress new teachers and tell them what a school counselor does, 
to address a P-TA meeting, to address a hostile and rejecting 
audience. She objected to each and imagined apologizing to the 
new teachers and downgrading herself in the process. She was 
instructed to revise the fantasy by telling them how fantastical- 
ly important the counselor was. 

Following this she added material about her hypercritical 
mother. She was instructed to discuss this later with her other 
psychiatrist but for now to imagine addressing an audience of 
critical mothers. Shortly afterwards she was able to invite her 
mother to visit her for the first time in months. The following 
week she reported that she had gone to church for the first time 
in a year, but feared that her skirt was too short and that she 
looked like a “floozie.”” She was asked to imagine that she was 
in church and thinking of nothing but sex. 

Her next visit was taken up with anxiety about a forthcoming 
talk at a school assembly. “I am afraid I will blurt out some- 
thing—say nasty things—can’t control my bowels.” She was in- 
structed to fantasy critical thoughts of various people, such as 
telling a woman to whom she often felt inferior that she thought 
she had recently become very fat. She reported the following 
week that the talk had gone well. 

She disclosed the fear that a man might sit near her at the 
movies and masturbate. One of us (J.M.R.) told her we would 
discuss sexual fantasies at the next visit. She slept through the 
next appointment. At the following session she reported a num- 
ber of dreams, all involving loss of control. She was instructed 
to fantasy a series of situations in which she lost control of her- 
self before a large audience. This produced a series of fantasies: 
“of getting a funny sensuous feeling and being unable to go on,” 
“of standing on a podium anointing myself with oil” (as in The 
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Sensuous Woman), of coming onstage and doing a high kick 
that revealed she was wearing no underpants. She added that in 
this fantasy she might have had a small penis. No comments 
were made about these fantasies; she was instructed to have 
them again but this time to enjoy them. She objected that she 
might enjoy them and then would really lose control, but she 
„was assured that they were to occur only in fantasy. 

By the next session she had bought new clothing of a more 
feminine type. She became more assertive in her work situation 
and was able later to change jobs. She was seen for a total of 25 
visits. At the last visit she reported that she had not had 
diarrhea for several months: “I sort of miss the diarrhea—it 
was something I could count on, like an old friend—now I have 
to deal with things. .. . I find I am an average counselor, and the 
students I see aren’t being short-changed. I no longer have to 
imagine that I am the world’s greatest counselor, and I am con- 
tent to do the best I can.” A one-year follow-up revealed that 
the patient was continuing to function well. 


In this case we postulated that the patient was afraid 
of aggressive and sexual impulses and of grandiose fan- 
tasies. She was given imaginal stimuli and encouraged to 
imagine enacting the worst possible scenes from her fan- 


tasies. Desensitization to these scenes in a state of relax- 
ation enabled her to overcome her fear of them, so that 
she became more tolerant of herself and was able to 
translate this mastery into real life. 
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Methyltestosterone with Imipramine in Men: Conversion of 


Depression to Paranoid Reaction 


BY IAN C. WILSON, M.D., ARTHUR J. PRANGE, JR., M.D.. AND PATRICIO P. LARA, M.D. 





Five men with primary unipolar depression were treated 
with methyltestosterone and imipramine. Four promptly 
showed a paranoid response that cleared rapidly when 
treatment with the hormone was discontinued. The shift 
from depression to a paranoid reaction may have resulted 
from an increase in aggression, which may in turn have 
been the result of the interplay between the hormone and 
the drug and the effects of this interplay on brain biogenic 
amine metabolism. 





IN PREVIOUS STUDIES we have found that a daily dose of 
50 ug. of ethinyl estradiol worsens the antidepressant re- 
sponse of women to imipramine (1, 2) and that the anti- 
depressant response to imipramine is faster in men than 
in women when no adjunct is used (3,4). We reasoned 
that if being “more female” worsens the patient’s re- 
sponse to imipramine and if being male improves it (as 
well as lessening the risk for depression [5]), then being 
“more male” might further improve the response to 
imipramine. 

In preparing for a double-blind trial, we decided to 
conduct a single-blind test of the action of testosterone 
when it is given with imipramine in the treatment of de- 
pression in men. We treated five consecutive unipolar de- 
pressed men who had been admitted to the research ward 
of the Dorothea Dix Hospital. All were in good physical 
health and all gave informed consent. Psychometric data 
are presented in table 1. Liver normality was determined 
by history and by physical and chemical examinations. 
Both imipramine and methyltestosterone were given 
orally. 


CASE REPORTS 


Case 1. A 40-year-old married man was admitted with a his- 
tory of depression that had lasted for a period of four months. 
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He associated his illness with marital unhappiness, which had 
led to his separation shortly before admission. He had been 
prone to periods of excessive drinking in the past, but denied 
any recent alcoholic intake. The patient’s mood was one of 
moderately severe depression with gross retardation. He ex- 
pressed ideas of guilt that were focused on past errors and “‘sin- 
ful” deeds. 

After a seven-day drug washout period, he was given 50 mg. 
of imipramine three times daily and 15 mg. of methyltestoste- 
rone in the mornings. Four days after the initiation of this medi- 
cation the patient showed a sudden behavioral change. He be- 
came tremulous and agitated and began to perspire profusely. 
He was overtalkative to the degree of showing pressure of 
speech. He became completely preoccupied with his wife’s “‘in- 
fidelity’ and described in circumstantial detail all the “‘evi- 
dence” he had to prove it. It appeared that he was reinterpreting 
past experiences in a delusional context that was current. While 
marital infidelity was not an impossibility, the patient’s state- 
ments about it were quite grotesque and bizarre. The syndrome 
superficially resembled delirium tremens. However, hallucina- 
tions were absent and sleep was not notably affected. 

After five days, treatment with methyltestosterone was dis- 
continued and the dosage of imipramine was reduced to 50 mg. 
two times daily. Within five days the patient became emotion- 
ally stable, cheerful, and optimistic. After a further period of 
two weeks he was discharged in remission. 


Case 2. A 26-year-old married man, a teetotaler, was ad- 
mitted with a depression that had lasted for three months. He 
had a high school education and had been employed as an un- 
skilled factory worker. He had been married for six years. He 
described his marital adjustment as unhappy, for which he 
blamed himself. The onset of his depression had been character- 
ized by progressive anergia, loss of interest, insomnia, and ano- 
rexia. His prevailing mood was gloominess, with episodes of 
tearfulness. 

On admission the patient was in a severe state of depression. 
He showed more agitation than retardation. He exhibited no 
delusional ideation, although he did state on one occasion that 
“people are against me.” After a six-day drug washout period 
he was given 50 mg. of imipramine three times a day and 15 mg. 
of methyltestosterone in the mornings. After four days the 
patient became more active and less retarded in both his 
thoughts and motor activity. He became preoccupied with 
events that had occurred before his admission and began to 
build a system of delusional ideas in which he had been a victim 
of a conspiracy by his fellow employees. He falsely believed that 
they had been trying to kill him. He quoted many trivial past 
events that he now interpreted as indications of a murder plot 
against him. During this delusional period the patient was ex- 
tremely anxious, fearful, and apprehensive. After seven days, 
treatment with methyltestosterone was discontinued while the 
administration of imipramine was continued unchanged. The 
paranoid symptoms rapidly abated. However, a Satisfactory re- 
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TABLE | 
Pretreatment Scores for Variables of the Inpatient 
Multidimensional Psychiatric Scale (1M PS )* 


n aaalllt 


Patient 

Variable l 2 3 4 S 
SENESE OSOON EEE 
Hostile belligerence 30 28 12 Is 14 
Intrapunitiveness 64 50 52 44 56 
Excitement 4 18 10 0 
Retardation 48 6 24 46 30 
Paranoid projection 0 0 0 0 0 


a aaaaaaaaaaaalaauauaaaaauauauaualalalalalalalauauaasaaasaaaaatltttl$ltlllslMlMl— 


* 
Scores are standard scores, 


mission of the depressive disorder required five weeks. 


Case 3. A 39-year-old bachelor had had an episode of de- 
pression approximately eight years earlier that had remitted in 
outpatient treatment. His present illness had lasted approxi- 
mately two months. The onset was associated with the death of 
his father, for which the patient unreasonably blamed him- 
self. Before his admission to the hospital the patient had com- 
plained of marked feelings of depression, insomnia, anergia, 
and anorexia with weight loss. He was a teetotaler. 

On admission the patient exhibited moderately severe depres- 
sion, with thought and motor retardation. After a drug washout 
period of seven days he was given 25 mg. of imipramine three 
times daily and 15 mg. of methyltestosterone in the mornings. 
In the evening of the first day on his medication the patient ap- 
peared to be in an acute state of anxiety and apprehension. He 
felt that he might be harmed by other patients in the hospital 
and erroneously believed that one of the aides had tricked him 
into not eating breakfast so that “they could drive me crazy.” 
During the next few days he continued to express delusional 
ideas, mainly that other patients and staff members were at- 
tempting to kill him. Inconsequential situations were inter- 
preted as having dire portent for his safety. After three days, the 
administration of methyltestosterone was discontinued, and the 
dosage of imipramine was increased to 50 mg. three times daily. 
The delusional ideas disappeared within 24 hours. He became 
actively interested in his environment, and there was a consid- 
erable elevation in mood. 


Case 4. A 34-year-old man who was separated from his 
wife was admitted to the hospital in a state of moderately se- 
vere depression. He had been depressed since the death of his 
brother in an automobile accident approximately one year be- 
fore. He was a moderate social drinker. Before admission the 
patient had complained of marked feelings of depression, anx- 
iety, insomnia, anorexia, and anergia, but expressed no feelings 
of guilt. His movements were grossly retarded. 

After a drug washout lasting five days the patient was given 
25 mg. of imipramine three times daily and 15 mg. of methyl- 
testosterone in the mornings. The patient’s condition showed a 
dramatic improvement, with an elevation in mood and a pro- 
gressive increase in his energy level. He became cheerful and 
friendly toward other patients and the staff. Discontinuing the 
hormone after ten days did not appear to affect his behavior or 
mental state. 


Case 5. A 31-year-old married man had been hospitalized 


for depression eight years earlier. He was employed as a junior 
executive when the present episode began. For about three 
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months he had experienced marked feelings of depression 
with ideas of hopelessness. He had frequently stated that he 
would be better off dead. Anergia, insomnia, and anorexia were 
prominent features of his condition; feelings of guilt seemed 
secondary to the fact of his illness. He felt he had disappointed 
his family and his employer by being unable to cope. 

After a seven-day drug washout period, he was given 50 mg. 
of imipramine three times daily and 15 mg. of methyltestoste- 
rone in the mornings. Within 24 hours he became acutely anx- 
ious, agitated, and tremulous. He was afraid to leave the ward 
for meals or to attend consultations. He then began to express 
ideas of reference and persecution; he thought other patients 
were talking about him and knew of his past misdeeds. He in- 
terpreted past events in a delusional light. In his present state of 
fear he indicated that some dire physical harm was going to 
come to him, but his statements regarding this were quite 
vague. 

The administration of methyltestosterone was discontinued 
after five days while treatment with imipramine was continued 
unchanged. This was followed by rapid reduction in tension, 
anxiety, and apprehension. He also stopped expressing ideas of 
reference and persecution, current and retrospective. His de- 
pression showed marked improvement during the following 
days. 


DISCUSSION 


We set out to explore the possibility that methyltes- 
tosterone might accelerate the antidepressant action of 
imipramine in depressed men. While our patients seemed 
to recover more promptly from depression than other- 
wise expected (see table 2), this therapeutic enhancement, 
if it exists at all, was obscured by gross complications. 
These complications will be the subject of the remarks to 
follow. Controlled studies using very small doses of the 
hormone will be necessary to clarify the question of ther- 
apeutic enhancement. Such studies seem justified, be- 
cause we have witnessed hormone-imipramine toxicity on 
another occasion (6, 7) and were later able to refine this 
interaction into a therapeutic benefit (8-12). 

Of five men treated with the combination of imipra- 
mine and methyltestosterone, four became acutely de- 
lusional. All four had previously expressed feelings of 
guilt. The one patient who expressed no guilt (patient 4) 
was also the only patient who showed no subsequent 
paranoid response. The response of patient | initially 
suggested an organic syndrome, but. this impression was 
corrected when the usual features of organicity were not 
found. They were also absent in the other four patients. 


TABLE 2 
Scores for the Hamilton Rating Scale 


a aaaaaaaaaaaaaaaaaaasasasasasasasasasasasasasesasesusususususussusssssltl— 


Patient 
Time of Rating l 2 3 4 5 
een ee 
Day 0 30 3] 28 27 25 
Day 8 22 20 12 0 13 
Day 15 8 19 13 0 9 
Day 22 0 20 5 0 7 


i 


Delusional ideas began soon after the initiation of 
imipramine-methyltestosterone treatment and subsided 
rapidly when treatment with the hormone was stopped. 
While paranoid trends are not rare in severe depression, 
it is unusual for them to later overshadow the primary 
disorder and one would not expect them in four of five 
patients to be due to psychodynamic factors alone, espe- 
cially when the patients were receiving drugs. We think, 
therefore, that drug treatment was responsible. 

We think that what we observed represents more than 
the chance association of four cases of unusual imipra- 
mine toxicity. We believe that testosterone played a deci- 
sive role. The symptoms cleared rapidly when the testos- 
terone was stopped. In patient | the dosage of 
imipramine was also reduced; in patients 2 and 5 it was 
held constant; in patient 3 it was increased. While meth- 
yltestosterone may have acted on imipramine metabo- 
lism in such a way as to present more active drug to tis- 
sues, this seems an unlikely explanation since the usual 
side effects of imipramine were not increased. Since we 
have not treated depressed men with testosterone alone, 
we cannot be certain that the phenomenon we encoun- 
tered was not entirely the effect of the hormone. How- 
ever, Altschule and Tillotson (13) gave large doses of 
testosterone alone to depressed men and reported that 
“paranoid or other serious disturbances in thinking were 
not changed.” We believe that interaction between testos- 
terone and imipramine underlies the phenomenon we are 
reporting. 

It is tempting to say that by using a male hormone we 
converted the illness of four men from one typical of 
women to one typical of men. It is true that depression is 
more common in women (5). However, the notion that 
paranoid disorder is more common in men, though vener- 
able (14), is not supported by data (15, 16). It is more 
plausible, we think, to consider the present findings in 
the framework of direction of aggressive drive. We have 
shown previously that a standard psychotropic agent, re- 
serpine, will produce more or less predictable effects on 
this trait (17), suggesting that it may indeed be subject to 
chemical manipulation. 

The direction of aggression is prominent among those 
psyChodynamic features which are said to distinguish de- 
pression and paranoid disorders, at least those paranoid 
disorders which are persecutory rather than megalo- 
maniacal. In depression, aggression is directed against 
the ego (18); in paranoid disorders it is projected onto 
others (19). The resolution is sometimes incomplete and 
paranoid trends may therefore be found in depressed 
patients, as in patient 2, or elements of depression may 
appear in paranoid patients. We have presented a de- 
tailed study of the vicissitudes of the aggressive drive as 
reflected in shifting symptomatology in the syndrome 
known as alien’s paranoid reaction (20). 

A link between testosterone and aggression seems 
probable. Concentrations of testosterone in the plasma 
appear to be increased in aggressive male monkeys (21) 
but not in aggressive male convicts (22). Persky and his 
colleagues (23) found a positive correlation between the 
expression of aggression and the rate of testosterone pro- 
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duction. This held true for young men but not for older 
ones. Sachar and colleagues (24) found that testosterone 
concentrations did not change after recovery from de- 
pression. Neither Persky’s data nor Sachar’s suggest the 
possibility of a testosterone deficit in depressed men. Re- 
placement therapy, however, was the rationale for early 
attempts to use testosterone for depression (25). While 
reporting additional positive therapeutic effects in an un- 
controlled study, Altschule and Tillotson (13) criticized 
this rationale on the grounds that mere replacement 
doses of hormone were ineffective. 

Studies of testosterone metabolism and studies of tes- 
tosterone administration should be compared with cau- 
tion. In the latter case, of which the present report is an 
instance, the organism is subject to rapidly rising concen- 
trations of the hormone and it is quite possible that the 
rate of change is more important than the absolute level. 
Furthermore, in the present study increases in the con- 
centrations of testosterone were produced in the context 
of the changes produced by imipramine. Most important 
of these, presumably, for the production of an antidepres- 
sant effect are changes in brain biogenic amine metabo- 
lism; this may be an important influence on testosterone’s 
action as well (26). We suggest that in depressed men, ris- 
ing testosterone levels interact with the biogenic amine 
changes that are produced by imipramine in such a man- 
ner as to direct aggression outward and that this psycho- 
dynamic event, whose cellular determinants are imper- 
fectly delineated, is observable to the clinician as a para- 
noid disturbance. We are engaged in systematic trials to 
determine whether smaller amounts of testosterone can 
produce an enhanced antidepressant effect without para- 
noid complications. 
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Directions: Each of the questions or incomplete statements below is followed by 
five suggested answers or completions. Select the one that is BEST in each case. 


Question 1 


To help confirm the diagnosis of opiate addiction, the intravenous injection of 


which of the following drugs would result in increased respiration, elevated blood 


pressure, and decreased miosis? 


(A) Methadone 

(B) Meperidine (Demerol) 
(C) Nalorphine (Nalline) 
(D) Methamphetamine 
(E) Phenazocine (Prinadol) 


Question 2 


A patient suspected of having a barbiturate abstinence syndrome is given 200 mg. ° 


of pentobarbital. One hour later he is awake but somnolent. Additional findings 
include difficulty in focusing his eyes, slurred speech, a positive Romberg sign, 


and ataxia. He is probably 


(A) 
(B) 
(C) 
(D) 
(E) 


not going to experience withdrawal symptoms 
tolerant to about 200 mg. of barbiturates daily 
tolerant to about 400 mg. of barbiturates daily 
tolerant to about 600 mg. of barbiturates daily 
tolerant to 800 mg. or more of barbiturates daily 


(The Questions of the Month are from APA’s Psychiatric Knowledge and Skills 
Self-Assessment Program: A Stimulus to Self-Learning. The answers are sup- 
plied on page 50. References for the questions are supplied on page 55.) 
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Amitriptyline in Anxious- Depressed Outpatients: A Controlled Study 
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In a four-week study of 108 volunteer subjects with 
mixed symptoms of anxiety and depression, amitriptyline 
produced significantly more improvement than placebo. 
Significant differences were noted between the amitripty- 
line and placebo treatment groups at two weeks in relief 
of somatic and anxiety symptoms and at four weeks in 
relief of depressive symptoms. The marked sensitivity of 
the volunteers to certain amitriptyline-induced side ef- 
fects appeared to be related to their relatively high level 
of education, employment, and anxiety. Comparison 
data indicated that the results obtained with volunteers 
are relevant to outpatients treated in general practice. 


THE LITERATURE CONTAINS numerous studies attesting to 
the efficacy of amitriptyline in treating depressed in- 
patients as well as outpatients (1). Since the subjects in 
some of these studies included patients suffering from 
mixed symptoms of anxiety and depression (2), amitrip- 
tyline may be expected to prove effective in treating this 
depressed subgroup. This paper reports on the results of a 
placebo-controlled study assessing the symptomatic re- 
lief produced by amitriptyline in nonpsychotic patients 
suffering from mixed symptoms of depression and anx- 
iety. It was felt that such a study could provide important 
information for the practicing physician. 

A secondary aim of this study was to provide informa- 
tion on a population that is relatively new to psychiatric 
drug research—*symptomatic volunteers,” i.e., volunteer 
subjects who display the specified target symptoms. Fol- 
lowing a procedure similar to that developed by Brauzer 
and Goldstein (3), we recruited our volunteer subjects 
from persons responding to a metropolitan newspaper 
announcement of drug research to be conducted with vol- 
unteers suffering from symptoms of anxiety and/or de- 
pression. We have only recently begun to include these 
volunteers in our studies but already have tentative evi- 
dence that they may represent a very important patient 
population. 
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METHOD 


Subjects 


The patient sample consisted of 108 volunteers suffer- 
ing from symptoms of both depression and anxiety. All 
patients were treated in the psychopharmacology clinics 
of the Hospital of the University of Pennsylvania and the 
Philadelphia General Hospital by psychiatrists trained 
extensively by our research group in psychopharmaco- 
logical research. A randomized method of treatment 
assignment was successful in assuring that there were no 
differences on pretreatment variables between patients 
receiving amitriptyline and placebo. 

The majority of patients in the study were women (69 
percent), white (91 percent), married (71 percent), and 
high school graduates (87 percent). In fact, 47 percent of 
the patients had at least a partial college education. Half 
of the patients were from social class III or above and 
close to half (47 percent) were the heads of their house- 
holds. Most patients had been ill for longer than one year 
(69 percent), but the majority had previously been treated 
with fewer than two psychotropic drugs (60 percent); 
most patients had shown only a fair or poor prior re- 
sponse (68 percent) to the drugs. The drugs that had most 
frequently been prescribed were chlordiazepoxide, me- 
probamate, diazepam, and several tricyclic antidepres- 
sants. 

All patients received either a good (43 percent) or fair 
(57 percent) prognosis; precipitating stress was present in 
55 percent of the cases. When asked which three symp- 
toms bothered them most, 72 percent of the patients cited 
depression, 42 percent anxiety, 28 percent irritability, 24 
percent insomnia, and 18 percent fatigue; this supported 
other data indicating that these patients were anxious as 
well as depressed. 


Criterion Measures 


The following criterion measures ' were used in the 
study: 

l. Intake Form (completed before the trial): used for 
recording demographic and predictor variables. 

2. Physician Depression Scale (PDS) (completed on 
each visit): a modified version of a depression scale devel- 
oped by Höhn and associates (4) consisting of a list of 21 
symptoms rated on a seven-point scale ranging from | = 
“not present” to 7= “extremely severe.” These 21 items 
were grouped to form five major factors and were also 


' Available from Dr. Rickels upon request. 
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used to achieve a PDS total score (5). The five factors 
are: agitated depression (agitation, suicidal ideation, feel- 
ings of worthlessness, feelings of guilt, inability to make 
decisions, anxiety, depressed mood); retarded depression 
(depressed appearance, loss of interest, psychomotor re- 
tardation); depressed mood (crying, depressed mood); 
somatic (weight loss, appetite disturbance, hypochon- 
driasis, somatization, insomnia, headaches, fatigue); and 
hostile-paranoid (paranoid thinking, irritability, hostil- 
ity). The PDS also includes a measure of overall judg- 
ment of psychopathology and can be used to record infor- 
mation on dosage intake, global improvement, side 
effects, weight, blood pressure, and pulse. 

3. Patient Symptom Checklist (SCL) (completed on 
each visit): a patient-rated 35-item version of a 64-item 
neurotic distress checklist (6). This criterion measure has 
five major factors: general neurotic feelings, somatiza- 
tion, performance difficulty, fear-anxiety, and depression. 


4. Disposition Form (completed at the end point of 


treatment): records the patient’s and physician’s ratings 
of global improvement, the patient’s drug preference, and 
the final disposition of the case. 


Design 


The 108 subjects were randomly assigned to receive el- 
ther amitriptyline (N = 53) or placebo (N = 55); a 
double-blind design was used. The study was conducted 
for a four-week period; the patients were evaluated at 
two-week intervals. In order to take part in the study, the 
volunteer subjects were required to have a score of at 
least 3 on both the PDS anxiety and depression items and 
on overall judgment of psychopathology. It was further 
specified that depression was to be of at least the same in- 
tensity as anxiety. Subjects were excluded from the study 
if they showed evidence of cardiovascular or thyroid dis- 
ease, strong sociopathic trends, alcoholism, hypertension, 
Organic brain syndrome, schizophrenia, urinary reten- 
tion, hypertrophy of the prostate gland, or glaucoma. 


Medication 


The patients were given a supply of tablets, identical in 
appearance, containing either amitriptyline (25 mg.) or 
placebo and were told to take one tablet in the morning, 
one at 2 p.m., and one at bedtime (75 mg. of amitripty- 
line a day). As in other studies involving amitriptyline 
(2), the patients were permitted to decrease their dosage 
to two tablets a day should side effects hinder their daily 
activity; they could also increase the dosage to four tab- 
lets a day, taking the additional tablet at bedtime to aid 
them in sleep. 

At two weeks, more patients receiving placebo (76 per- 
cent) than amitriptyline (50 percent) reported having 
maintained the original dosage of three tablets a day. 
Nine placebo patients (20 percent) and 13 amitriptyline 
patients (32 percent) had reduced the dosage to two tab- 
lets a day. An additional seven amitriptyline patients (18 
percent) and two placebo patients (4 percent) had taken 
one tablet a day or less and were excluded from all analy- 
ses of improvement. Four placebo and 21 amitriptyline 
patients cited side effects, primarily drowsiness, as their 
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reason for reducing their dosage. At four weeks, the 
mean intake of medication had increased for both ami- 
triptyline patients (2.8 tablets a day) and placebo pa- 
tients (3.6 tablets a day). 


RESULTS 


Attrition 


More patients receiving amitriptyline than placebo 
dropped out or were dropped by the physician (45 versus 
27 percent; p< .10). The high attrition rate for the 
patients receiving amitriptyline is largely explained by 
the drug’s side effects—half of the 24 amitriptyline drop- 
outs attributed their attrition to side effects. Of the ten 
amitriptyline patients who dropped out after their first 
visit, five reported that the medication had made them 
“too drowsy.” In the placebo group, attrition was attrib- 
uted to side effects by only three patients; most patients 
on placebo who dropped out did so because of a lack of 
improvement or for various reasons unrelated to the 
medication. 


Physiological Variables 


The drug had no noticeable effects on pulse rate, blood 
pressure, or weight. 


Side Effects 


All symptoms that patients associated with drug intake 
and that they reported spontaneously to the physician 
were defined as side effects; these were grouped into sev- 
eral major clusters. Table | shows the number of patients 
in each group who reported these clusters of side effects 
and the total number of occurrences of the side effects for 
the two groups at the end of two and four weeks of treat- 
ment. 

As was expected, more patients receiving amitriptyline 
than placebo reported experiencing side effects. The dif- 
ferences between the two groups of patients in occur- 
rences of side effects slightly decreased in significance 
from the two-week point (p < .001) to the four-week 
point (p < .02). The greatest number of side effects were 
reported in the sedation cluster, in which the drug*and 
placebo groups differed significantly at two weeks, and in 
the autonomic nervous system cluster, which showed a 
significant difference between the two groups at both two 
and four weeks. The decrease in side effects between the 
second and fourth weeks reported by the subjects receiv- 
ing amitriptyline was probably caused not only by the at- 
trition of patients disturbed by the side effects but also by 
the development of tolerance to the medication. The spe- 
cific side effects most frequently reported by amitriptyl- 
ine patients at two weeks were drowsiness (69 percent), 
dry mouth (24 percent), dizziness (18 percent), blurred 
vision (nine percent), and constipation (seven percent). 


Clinical Improvement 


Global improvement ratings showed that amitriptyline 
was consistently superior to placebo and that drug-pla- 
cebo differences increased over time. Thus, although 
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TABLE | 


Number of Patients Reporting Side Effects and Total Number of Occurrences of Side Effects at Two and Four Weeks 





() 2 Weeks 
Amitriptyline (N = 45) Placebo (N = 46) 
Side Effect Number Numberoft Number Number of 
Cluster Affected Occurrences Affected Occurrences Difference 


2-4 Weeks 
Amitriptyline (N = 29) Placebo (N = 40) 
Number Numberof Number Number of 


Affected Occurrences Affected Occurrences Difference 


ee eee 


Sedation 33 39 6 6 p< .001 6 6 4 5 
Stimulation 3 3 2 2 3 3 3 3 — 
Central 

nervous 

system 3 3 2 2 0 0 l l - 
Autonomic 

nervous 

system 20 24 3 4 p< .00] 12 13 2 2 p<.001 
Miscellaneous 6 6 6 6 l l 2 2 
Total 37 75 13 20 p< .001 17 23 9 13 p<.02 


amitriptyline-placebo differences amounted to only a 
trend (p < .10) at two weeks, a global rating performed 
at the end of treatment (ranging from | = “very much im- 
proved” to 5= “worse’’) yielded a mean of 2.10 for ami- 
triptyline patients and 2.95 for placebo patients, a highly 
significant difference (p < .001). 

Amitriptyline was also consistently preferred to pla- 
cebo in more indirect global ratings of improvement. For 
example, only 21 percent of amitriptyline patients, com- 
pared with 54 percent of placebo patients, were given pre- 
scriptions for an agent other than their trial medication 
at the end of the clinical trial (p < .01), and more ami- 
triptyline than placebo patients rated their trial drug as 
better than the last psychotropic drug they had received 
tp < 10), 

Those factors that yielded significant drug-placebo dif- 
ferences in analyses of covariance conducted for the PDS 
and SCL are shown in table 2. At two weeks significant 


TABLE 2 
Clingal Improvement in PDS and SCL Measures 


drug-placebo differences were found only in the PDS 
somatic factor (p < .01). The PDS agitated depression 
factor and the SCL fear-anxiety factor bordered on sig- 
nificance (p < .10). Not until the four-week period did 
amitriptyline bring about significantly more improve- 
ment than placebo in measures of primarily depressive 
symptoms, such as the PDS retarded depression factor 
(p < .O1) and depressed mood factor (p < .005) and the 
SCL depression factor (p < .05). 

Figure | illustrates the more rapid relief of somatic 
and agitated (anxious) depressed symptoms than of re- 
tarded depressed symptoms effected by amitriptyline. It 
also shows that, particularly for the PDS retarded de- 
pression factor but also for the PDS agitated depression 
factor, there was a leveling off of the placebo effect, while 
the effect of the drug grew stronger from two to four 
weeks. 

A three-way factorial analysis of covariance (drug and 


aale 


Adjusted Two-Week Means 


Pretreatment 
Mean Amitriptyline Placebo 
Factor (N = 78) (N = 34) (N = 44) 


Adjusted Four-Week Means 


Placebo 
(N = 39) 


Amitriptyline 


F Value (N = 29) F Value 


EEE 


PDS factors (range: 1-7) 


Agitated depression 3.67 2.76 3.06 
Retarded depression 3.23 2.66 2.74 
Depressed mood 4.07 2.89 A Y 
Somatic 2.89 2.06 2.43 
Total 3.26 2.50 t2 
SCL factors (range: 1-4) 
Hostility paranoia 3.2 2.87 2.76 
Fear-anxiety 2.40 1.88 2.08 
Depression nee 1.93 2.01 


2.89 2.20 2.83 8.76* 
0.13 1.96 2.63 E T 
1.49 2.08 2.85 8.30" 
Tare 1.73 re a.41** 
2.10 1.99 2.54 a i 
0.27 2:29 2.76 2.82 
3.73 LJ? 2.04 2.90 
0.64 Lite 1.99 420°" 


* 


Significant at p<.005. 
Significant at p<.01. 
*** Significant at p< .05. 
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FIGURE | 


Improvement of Two Treatment Groups at Two and Four Weeks on Three PDS Factors 


Agitated Depression 


IMPROVEMENT (CHANGE SCORES) 





2 WEEKS 


PRETREATMENT 4 WEEKS 


placebo by level of depression by level of anxiety) showed 
that patients with high initial ratings in depression and 
anxiety improved more than did patients with low ratings 
in depression and anxiety, irrespective of medication. A 
trend existed in several measures, reaching significance 
(p < .05) only in the PDS total score, for amitriptyline to 
be most effective in the high-depressed/low-anxious and 
low-depressed/high-anxious subgroups and to be least 
effective in the low-depressed/low-anxious subgroup. 
These data duplicate the results found with amitriptyline 
in an earlier study (7). No consistent pattern of response 
was observed for placebo patients, and in none of the 
four anxious-depressed subgroups was placebo more ef- 
fective than amitriptyline. 


DISCUSSION 


Briefly summarized, the results of the present study in- 
dicate that: 1) amitriptyline was significantly more effec- 


tive than placebo in reducing the symptomatology of 


anxious-depressed outpatients but effected more rapid re- 
lief in somatic and anxiety symptoms than in depressive 
symptoms; 2) amitriptyline produced an unusually large 
number of side effects, particularly autonomic and seda- 
tive effects and, largely as a result of this, was associated 
with considerably more attrition and dosage deviation 
than was placebo; and 3) the present sample of sympto- 
matic volunteers was clearly sensitive in differentiating 
amitriptyline and placebo. 


Onset of Improvement 


The present sample of 108 mixed anxious-depressed 
outpatients clearly improved significantly more with 
amitriptyline than with placebo. In fact, these subjects 
appeared to be quite similar in their level of improvement 
to primarily depressed outpatients treated by us with 
amitriptyline in earlier clinical trials (2, 8). A consistent 
finding on both the patient-rated measure (SCL) and 
physician-rated measure (PDS) was that the onset of im- 
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Retarded Depression 





PRETREATMENT 2 WEEKS 


Somatic 





Amitriptyline 


— — — Placebo 





4 WEEKS PRETREATMENT 2 WEEKS 4 WEEKS 


provement differed as a function of the type of symptom. 
At two weeks, amitriptyline-placebo differences were 
particularly marked in measures of somatic symptoms, 
significant but less striking in measures of anxiety, and 
very slight in depressive symptom measures. At four 
weeks. significant drug-placebo differences appeared in 
almost all measures; the amitriptyline group now showed 
a high degree of improvement on depressive measures 
and continued to show improvement on somatic and anx- 
iety measures. Thus it took four weeks to demonstrate a 
significant antidepressant effect for amitriptyline. 

Global improvement ratings also indicated that amı- 
triptyline was differentiated from placebo at higher levels 
of significance at the four-week period than at the two- 
week period. For example, physicians reported some de- 
gree of improvement for 68 percent of the amitriptyline 
patients and 47 percent of the placebo patients at two 
weeks (p < .10), and for 85 percent of the amitriptyline 
patients and 56 percent of the placebo patients at four 
weeks (p < .02). Similar results have been obtained in 
earlier studies on depression (2). Such results seem to be 
partially related to a tendency for placebo response to be 
relatively good at two weeks but to level off from two to 
four weeks, while response to the active agent becomes 
more marked with time. 


Side Effects 


The patients in the present study seemed to be particu- 
larly sensitive to amitriptyline-induced side effects. Fully 
82 percent of the patients receiving amitriptyline re- 
ported side effects, and highly significant differences 
(p < .001) were noted in the amount of sedative and au- 
tonomic nervous system side effects reported by the two 
groups. Largely in response to these side effects, the ami- 
triptyline patients led the placebo patients in rate of attri- 
tion (45 percent) and dosage deviation (50 percent). The 
amitriptyline patients in our trial also showed a higher 
rate of attrition and dosage deviation than did patients 
receiving the same drug in previous studies (2, 9, 10). 

We speculated that the sensitivity of our patients to the 
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TABLE 3 


Treatment Responses of Symptomatic Volunteers and General Practice (GP) Patients 


Receiving Amitriptyline or Placebo, in Percents 


eee 


Symptomatic Volunteers 


Placebo 
(N = 46) 


Amitriptyline 


Treatment Response (N = 43) 


hv Onn — eee 


Sedative side effects 73 13 
Autonomic nervous system 

side effects 44 7 
Attrition rate 45 ne | 
Dosage deviation SO 24 
Global improvement at treatment 

end point- moderate or marked 73 46 


GP Patients 
Amitriptyline Placebo 
Difference (N = 46) (N = 26) Difference £ 
p<.001 ad 16 p<.05 
p<.001 30 8 p<.l0 
p<.l10 22 19 
p< .02 30 4 p< .05 
p<.05 63 42 p<.10 


eee 


side effects of amitriptyline might well have been related 
to the fact that they differed from patients treated in pre- 
vious amitriptyline trials in two important respects. First, 
they had mixed anxiety and depression rather than being 
primarily depressed. Indeed, higher initial SCL fear-anx- 
lely scores were observed for patients who reported any 
type side effect (p < .10) as well as the specific autonomic 
side effect of a dry mouth (p < .05) but not for patients 
reporting drowsiness. 

Second, the patients in the present study were symp- 
tomatic volunteers rather than the primarily middle-class 
private general practice patients or the primarily lower- 
class charity clinic patients treated in our previous ami- 
triptyline trials. A comparison of these volunteers with 
115 general practice (GP) patients and 128 clinic patients 
from a previous trial (2) showed that the volunteers were 
significantly different from the clinic patients and very 
similar to the GP patients in social class and its asso- 
ciated variables. In fact, since the newspaper announce- 
ment soliciting volunteers asked that the subjects be high 
school graduates, more volunteer patients than GP 
patients had been graduated from high school (87 versus 
63 percent; p < .001). In addition, since evening clinics as 
well, as day clinics were provided for patients in the 
present study, more volunteer than GP patients were 
men (31 versus 21 percent; p < .01) and more were heads 
of their households (47 versus 32 percent; p < .05). 

These findings on pretreatment characteristics help to 
explain the sensitivity of the symptomatic volunteers to 
amitriptyline-induced drowsiness, since previous studies 
have consistently shown that more highly educated 
patients and patients who are employed are especially 
disturbed by the sedative side effects of drugs (11). 


The Symptomatic Volunteer as a Research S ubject 


A further comparison of volunteer and GP patients re- 
vealed only one other difference in pretreatment charac- 
teristics, namely, that more volunteer than GP patients 
had been ill for longer than one year (69 versus 43 per- 
cent; p < .001). Our comparison has thus indicated that 
volunteer patients are more highly educated, more often 
men and primary wage earners, and more chronically ill 


nf 


than GP patients. In all other pretreatment character- 
istics, the two populations appeared to be strikingly sim- 
ilar. This is illustrated by the initially close scores of the 
volunteer and GP patients on two items of the seven- 
point PDS scale: anxiety (4.88 versus 4.62) and depressed 
mood (5.03 versus 4.92). It should be noted that the data 
on GP patients that are reported here were cross-checked 
with data on GP patients from several other stud- 
ies (9, 10, 12) and found to be quite representative. 

Having found similarities between volunteer and GP 
patients in pretreatment variables, we next examined 
several treatment response variables to determine 
whether the two populations might prove similar in their 
sensitivity to drug effects. Data were available from two 
earlier studies (2,9) on the treatment responses of 46 
amitriptyline and 26 placebo patients from general prac- 
tice. Table 3 presents a comparison of the treatment re- 
sponses of these GP patients and those of the volunteer 
patients in our study; for each population, significant dif- 
ferences between amitriptyline and placebo patients in 
sedative and autonomic nervous system side effects, attri- 
tion rate, dosage deviation, and degree of improvement at 
treatment end point are given. 

The table shows that the symptomatic volunteers had a 
particularly marked response to amitriptyline in terms of 
side effects and, presumably in relation to this, had rela- 
tively high attrition and dosage deviation rates. Volun- 
teer patients receiving amitriptyline led GP patients re- 
ceiving amitriptyline in reports of sedation (p < .01), 
attrition (p < .02), dosage deviation (p < .10), and au- 
tonomic nervous system side effects (p < .20). In con- 
trast, the responses of the placebo groups in the two pop- 
ulations appeared to be quite similar in regard to both 
side effects and attrition. 

In regard to dosage deviation, differences between the 
amitriptyline and placebo groups were similar for the two 
patient samples, but the volunteer patients in both the 
drug and placebo groups deviated from the prescribed 
dosage more often than did GP patients. It should be 
noted that the protocol of the present study permitted a 
decrease ree to two pills for patients who had dis- 
and that the majority of volunteers 
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who did deviate reduced their dosage by only one pill. 
Thus, the dosage deviation found in the present study 
partially represents an effort on the part of the patient 
“to select an intensity of treatment according to his indi- 
vidual responsiveness” (13). 


Similar percentages of the volunteer and GP patients 
in both the amitriptyline and placebo groups reported 
moderate to marked improvement at the end point of 
treatment. Both volunteer and GP patients clearly 1m- 
proved more with the drug than with placebo. 


We may therefore conclude that the results obtained 
with a group of symptomatic volunteers are very relevant 
for outpatients treated in general practice. This finding 
has great clinical importance, since GP patients represent 
the largest segment of the general population for whom 
psychotropic agents are prescribed (14). The finding that 
volunteers appear to be at least equal to GP patients in 
their ability to differentiate between drug and placebo ef- 
fects is also of considerable interest, since GP patients 
have consistently been shown to be more sensitive to such 
effects than either charity clinic patients or private prac- 
tice psychiatric patients (11). 


The unusual sensitivity of volunteers in this study to 
amitriptyline-induced side effects has been related to the 
relatively high percentages of anxious, well-educated, 
and employed subjects among them. It seems quite pos- 
sible that the three-times-a-day dosage regimen of ami- 
triptyline used in the study may have been inappropriate 
for such patients. A starting dose of 50 to 75 mg. of ami- 
triptyline, taken only at bedtime, may well prove more 
appropriate than a three-times-a-day regimen for non- 
psychotic depressed patients who are anxious, relatively 
well educated, and employed. 
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Normal Family Regression at Adolescence 


BY KENT RAVENSCROFT, JR., M.D. 


As the family child-rearing life cycle unfolds, puberty sets 
in motion processes within the adolescent and the family 
that initiate an adolescent family developmental epicycle. 
An integral aspect of this epicycle is a temporary regres- 
sion in sibling, marital, and family functioning, reflecting 
a creative return to earlier modes of experience and be- 
havior. This normal regression provides the empathetic 
interpersonal framework within which family members 
get in touch with, share, and facilitate adolescent devel- 
opment— while at the same time growing themselves as 
individuals and as a family unit. 


THIS PAPER, which is based on clinical research con- 
ducted at the National Institute of Mental Health, will 
discuss a normal family regression frequently observed at 
the onset of adolescence. Occasioned by puberty with all 
its personal and social repercussions, this regression in in- 
terpersonal family functioning provides an important— 
although often subtle —background to the unfolding fam- 
ily drama of adolescence. Seen from a family process 
perspective, this normal regression is stage-specific for 
the adolescent phase of the family child-rearing life cycle. 


RESEARCH SAMPLE AND SETTING 


The clinical sample was composed of 20 families with 
index adolescents of both sexes ranging in age from 14 to 
19 years. Family size varied from one to 13 children, 
with a sibling age range from two to 24 years. The index 
adolescents were admitted as inpatients and the family 
menfbers as outpatients. The clinical sample, pre- 
dominantly white and middle-class, represented a rich 
and varied spectrum of family and adolescent health and 
pathology. The subjects presented a wide range of diag- 
noses, excluding only the psychotic and severely 
delinquent disorders. 

The clinical research was carried out on the NIMH 
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Adolescent Unit—-a 12-bed, open-door, modified thera- 
peutic community. Within the context of this active and 
integrated milieu, the index adolescent and his family 
met once or twice weekly with cotherapists for dynami- 
cally oriented family therapy. In addition, the parents 
had marital (couple) therapy weekly with one cothera- 
pist, and the adolescent had individual therapy with the 
other cotherapist three times a week. Through continuing 
longitudinal observations of these families for periods of 
hospitalization ranging from six months to one and 
three-quarters years, my colleagues and I have been able 
to identify and investigate certain recurrent characteristic 
interactional patterns between family members and also 
within the family and its subgroups (1-6). 


RESEARCH APPROACH 


During the treatment of the hospitalized adolescents 
and their families, siblings of the index patient were also 
observed as they approached, entered, or outgrew their 
own adolescence. As a result, observations of the qualita- 
tively different interactions between the parents and their 
various children provided two contrasting perspectives on 
family and personality development through time. 

First, the more serious family disturbances centering 
around the hospitalized adolescent permitted an opportu- 
nity to study longitudinally the extreme variants of fam- 
ily processes as they emerged in and around the more 
overtly disturbed inpatient. Some families repeatedly ex- 
perienced severe difficulties with each new adolescent and 
revealed a stage-specific family vulnerability for raising 
any child during the entire adolescent phase of the family 
child-rearing life cycle; each new adolescent in turn found 
himself in the family “hot seat” throughout his adoles- 
cence. Other families tended to have trouble exclusively 
with male or female adolescents, while still others had 
problems with only their first or last adolescent. Finally, 
some families characteristically displayed a vulnerability 
when coping with either the early or the late phase of 
adolescence but did well with their adolescent children 
Otherwise. 

While these more troubled index and sibling adoles- 
cents held center stage in their families and in treatment, 
we were privileged to observe the more normal family 
processes taking place in and around the more healthy 
older and younger siblings. These observations provided 
the second perspective. Family interactions around these 
healthier children allowed insights into the often more 
subtle family processes operative during normal adoles- 
cence. By comparing and contrasting children within the 
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same family (and between families) we found that the 
deep family structure and process emerging around the 
sicker adolescents provided striking insights into the 
more subtle but discernible structure and process relating 
to these healthier adolescents. 


THEORETICAL BACKGROUND AND CLINICAL RESULTS 


As Freud (7), Erikson (8), Blos (9), and others have 
observed, the adolescent, because of his pubertal in- 
crease in libidinal and aggressive drives, normally expe- 
riences a reawakening and reworking of his infantile 
dyadic and triadic conflicts (the infantile neurosis, reac- 
tivated by puberty). Through his epigenetic formulation 
of the stages of psychosexual development, Erikson has 
placed the stage of adolescence into psychosocial per- 
spective (10). Further work by Parsons and Bales (11), 
Wynne (12), Shapiro (13, 14), and Stierlin (15, 16) has 
contributed to placing adolescence into interpersonal 
and family perspective. 


The Adolescent 


Much attention has been paid to the importance of 
past developmental history and the psychobiologic in- 
tensity of puberty as major determinants of adolescent 
development. From an interpersonal point of view, how- 
ever, the degree to which the adolescent can safely, fully, 
and constructively experience his adolescent conflicts is 
also heavily and reciprocally dependent on his family in- 
teractions during this critical stage of development (17- 
19). His family milieu is, of course, the interpersonal con- 
text to which he is uniquely and especially sensitive be- 
cause of his remaining network of family dependency 
ties. His deep and momentarily heightened needs for his 
family —inexperienced and overwhelmed as he is with pu- 
berty—render him particularly vulnerable to his family’s 
expectations and perceptions of him, all his adolescent 
denials of dependency to the contrary (20, 21). As a re- 
sult, his opportunity for experiencing a full reawakening, 
a rich process of working through, and an eventual con- 
structive resolution of adolescent conflicts depends 
greatly on his entire family—with their individual and 
collective capacities and limitations—as well as on 


himself. While peer and community experiences are of 


great importance in adolescent development, this paper 
will emphasize the primary contribution of the nuclear 
and extended family to this crucial process. 


Family Members 


For the entire family, the onset of adolescence in a 
family member represents a stressful and critical phase in 
the family child-rearing life cycle. Interpersonal family 
boundaries, alignments, and functioning become 
uniquely fluid and labile during this period, generating 
both old and new—and often very powerful—forces 
within each family member, the marital couple, the sib- 
ling group, and the family social system as a whole. 

Seen from this interpersonal and family point of view, 
observations of a number of families with children enter- 


32 Am J Psychiatry 131:1, January 1974 


ing the adolescent years has led to the growing recogni- 
tion that it is not just the early adolescent who undergoes 
a manifest regression in intrapsychic and interpersonal 
functioning. Within the immediate family each family 
member, to the degree that he is meaningfully involved 
with the adolescent, also undergoes a functional regres- 
sion, each in his own way. Siblings, parents, and even 
close relatives react to the experience and the responsi- 
bility of having a new adolescent in their midst; his needs 
and behavior stir up “hot” social and psychosexual issues 
for everyone concerned, challenging each family member 
to step back and take stock, inwardly and outwardly, be- 
fore once again stepping in to meet and struggle with 
adolescence. 

Clinically, this functional regression in family mem- 
bers generally proved to be a very modified, selective, cir- 
cumscribed, and temporary one, centered predominantly 
on interactions with the adolescent. Each family mem- 
ber’s regression varied with the degree of his or her per- 
sonal susceptibility to and social distance from the ado- 
lescent; while often minimal, it provided a distinct but 
subtle undercurrent to the otherwise realistic interac- 
tions with the new adolescent. 

The nature, intensity, and duration of this regressive 
undercurrent seemed to be a function of each family 
member’s age, sex, and role, as well as personal history, 
relative to the adolescent and the family. For each family 
member this regressive component to interpersonal 
transactions waxed and waned as a personal rhythm, but 
in general it developed in concert with those of other fam- 
ily members over the course of the early adolescent years. 
Resolving characteristically in a progressive fashion by 
midadolescence, these individual regressive trends proved 
ultimately to be in the service of growth and development 
because of the reciprocal empathy and mutuality 
created— growth not just for the adolescent, but for all 
members of the family. Viewed in this way, then, each 
family member’s regression represents an aspect of a nor- 
mal personal reaction to puberty and early adolescence, 
colored by personal factors and intimately related to each 
family member’s stage in his own life cycle. 


The Parents ° 


In the families studied at NIMH, each member who 
was already beyond early adolescence was observed to 
undergo a personal reawakening and reworking of infan- 
tile and early adolescent conflicts. Each parent experi- 
enced a reciprocally induced reawakening and reworking 
of these conflicts, with the added complication of a role 
reversal now by virtue of being parents in an older gener- 
ation. Their regression, of course, represented a second 
reactivation of conflicts because they had already experi- 
enced their own original reawakening and resolution dur- 
ing their own adolescence. As treatment progressed it be- 
came clear that their parental regression was notably 
shaped by their own previous adolescent experience, as 
well as by being parents now themselves at different 
stages in their own life cycles. For example, a father’s 
prowess in career and physique might be at its peak or al- 
ready declining just as his son is discovering his own 


vigor and virility; a mother might be nearing menopause 
while helping her daughter as she enters her menarche. In 
general, the parents’ sex and sibling position in their own 
family of origin also had some bearing on how they re- 
acted to their new adolescent. 


The Older Siblings 


Siblings older than the index adolescent, who were just 
finishing with or were actually beyond their own adoles- 
cence, responded in their own way to the inner and outer 
demands created by having a pubertal sibling awkwardly 
emerging in their midst. They found themselves poised 
between their inner ambivalence about their own resolv- 
ing adolescence and the outwardly familiar but dis- 
quieting behavior of their younger siblings—all taking 
place within their family’s collective reaction to the 
drama. These older siblings seldom remained entirely 
fixed and unmoved in this suddenly shifting personal and 
family field. Depending on the degree of resolution of 
their own adolescent issues, these siblings experienced a 
variable regressive pull inside themselves because of re- 
ciprocally induced sexual and aggressive conflicts. 

At the same time parents were noted either to relax 
concern and controls on older siblings as they shifted 
their attention to the more problematical newcomer or to 
tighten limits on all siblings. As a result, sometimes loss 
of attention stimulated dependency needs, while at other 
times tighter restrictions heightened the counter- 
dependent assertive urges of these older siblings. These 
parental reactions set the stage for various sibling al- 
liances, which will be mentioned briefly later. Such inter- 
personal experiences in the family tended to propel older 
siblings either into more mature social and community 
pursuits, or, if they were not quite ready, into false, awk- 
ward progression; at times, these same family experi- 
ences even resulted in overt regression in social function- 
ing for older siblings. 

During this process some siblings displayed a height- 
ened impetus to dissociate themselves from their younger 
counterpart who was stirring up such uncomfortably fa- 
miliar issues—both  intrapsychically and inter- 
personally—or to overidentify with him; but each in his 
own way responded to the escalating family situation. 
And if the older sibling tended to return to younger ado- 
lescent behavior, thereby moving further back into the 
family orbit, it often proved to be a result of unresolved 
dependency needs, which were usually shared recipro- 
cally with his parents. Such movements, however, were 
generally subtle and transient and situationally specific 
for older siblings, often recurring only within the family 
setting. 


The Younger Siblings 


Depending on their sex, age, and ordinal position, pre- 
pubertal siblings were variably responsive or vulnerable 
to the adolescent drama at center stage in the family. The 
nearer in age to adolescence, the more affected they were, 
especially if they were of the same sex as the new adoles- 
cent. The newly emerging interests and pursuits of their 
older adolescent sibling, including his separation and in- 


KENT RAVENSCROFT, JR. 


dependence hassles with his parents, at times stimulated a 
premature arousal of dormant infantile and oedipal con- 
flicts. This led to either precocious posturing or precipi- 
tous retreat further into the relative safety of latency. For 
the younger siblings, both their experience of the family 
adolescent drama and their own response to it seemed to 
set the intrapsychic stage for their own eventual entry 
into adolescence; at the same time, the degree to which 
they became involved in the current drama influenced the 
outcome for their older sibling and the family. 


The Family System 


In addition to the effects of these individual reactions, 
the adolescent and his family were observed to be deeply 
affected by the collective reactions of the various family 
subgroupings and by the family system as a whole. Indi- 
vidual reactions stressed the various alliances, bound- 
aries, and relationships within the family, throwing them 
into disequilibrium and functional regression. Marital, 
parental, and sibling relationships, stressed by the ele- 
mental issues and pressures of adolescence, were noted to 
return to earlier types of functioning as family members 
reworked primary libidinal and aggressive issues cen- 
tered around management of the new adolescent and 
their own feelings and functioning. 

The intensity, degree, and duration of family dis- 
equilibrium and regression proved to be a function of all 
these intrafamilial changes within and among family sub- 
groups, as well as among individual family members. The 
coincidence and sum of these reactions determined 
whether any individual family member, or the family as a 
whole, entered into an abnormal regression that mark- 
edly colored or shaped the eventual individual and family 
resolution of the adolescent phase of child rearing. 


The Marital Couple 


With regard to the parents as a marital pair, their dy- 
namics were observed to change in specific ways as their 
latency child entered puberty. Although the major de- 
terminant of these changes usually proved to be the cus- 
tomary social expectation and reality demands experi- 
enced by parents with a new adolescent, there was a 
discernible regressive component to the couple’s process 
secondary to their individual reactions and coparental re- 
sponsibilities. The parents, shaped by their past experi- 
ences with their own parents, were forced to reexamine 
their current balance of coping maneuvers for sexual and 
aggressive issues in their own marriage. As they at- 
tempted to manage their emerging adolescent, these new 
demands on the marital relationship led to initial strain 
and discord, requiring intramarital and parental work 
apart from dealing directly with the adolescent. As part 
of this process there was usually an initial regression in 
marital and parental functioning—a phenomenon that 
periodically recurred as new adolescent issues emerged 
and were eventually settled. 

For example, if just the adolescent’s mother reacts 
strongly to his new sexual and aggressive urges, he may 
turn to his father for support and protection. However, if 
the mother’s reaction places a strain on her husband and 
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their marital relationship, and if her behavior also creates 
stressful reverberations in the other siblings, then the per- 
sonal reaction becomes amplified and sets the family sys- 
tem into initial disequilibrium. If the father also begins to 
experience a regressive reaction, then even more com- 
plicated reverberations are set in motion. 
> Under this marital strain, marital partners were often 
observed to shift in their degree of emotional valence and 
distance relative to each other, moving further into or out 
of their marriage and further into or out of the immediate 
family orbit. The wide range of such movements falling 
within the normal range has not been mapped out, but a 
few general examples are useful to illustrate this point. 
Often, the mother of an early adolescent girl.was noted 
to move closer to her daughter, making her a personal 
preserve, while she turned somewhat away from her hus- 
band initially; at such a point the husband either turned 
to a son or to his other children or moved out into his 
work. The converse was also noted; a mother would seem 
to have an initial aversive reaction, subtle in degree, 
which left room for an initially close, special relationship 
to develop between father and daughter. With an adoles- 
cent son, a father was often noted to take the son more 
into his personal domain at adolescence, although the op- 
posite was also noted. These normal maneuvers were of- 
ten along sexual and socially customary lines, and when 
deviations were noted, usually some idiosyncratic or situ- 
ational factor was operative. 


Sibling Groups 


In both the older and younger sibling groups, various 
coalitions formed at times during the period of family 
disequilibrium and regression, with siblings of similar age 
or stage banding together or joining along same-sex lines 
(the boys versus the girls). When such alignments oc- 
curred early in adolescence they often had shared regres- 
sive, basic assumptions at their core, such as the need for 
dependency, for fight-flight, or for the security of pair- 
ing (22). Parents also joined at times in such coalitions. 
These transient alignments represented defensive maneu- 
vers of a group nature that served to satisfy shared needs 
Or to protect against family pressures—all generated out 
of the climate of family disequilibrium (23). 

The awkward, disruptive early adolescent was scape- 
goated at times, teased back into latency-like pursuits, 
pushed into premature closure of issues and conflicts, or 
rushed out of the family into peer groups by such coali- 
tions. Generally, when such family subgroupings and be- 
haviors fell within the normal range, they were transient, 
not too intense, and were resolved relatively rapidly in fa- 
vor of more constructive, progressive Management of 
family and subgroup tensions, with realistic attention 
given to the issues and conflicts and their productive reso- 
lution. 


The Extended Family 


Boundaries also tended to become more fluid along tri- 
generational lines not just between parents and children 
or between marital partners. During the normal regres- 
sion in parental and marital functioning, the parents of- 
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ten displayed a characteristic change in valence relative 
to their own parents and family of origin. They became 
either slightly more rebellious, distant, and independent 
from their parents or slightly closer and more dependent, 
reflecting both displacement behavior from their mar- 
riage and nuclear family tensions and/or increased defen- 
sive maneuvers relative to their own reawakened and un- 
resolved parental dependency needs. 


The Grandparents 


Grandparents, because of both reciprocal, close rela- 
tionships with their own children and a similar relation- 
ship with an early adolescent grandchild, tended to be- 
come either more involved or more removed. It is of 
interest to note that even when the grandparents were not 
living with or directly involved with the grandchild, they 
still reacted to the changes of attitude and interaction of 
their own children, who were now doing adolescent par- 
enting, as if old issues were momentarily heating up. 

Thus although reverberations in the family system at- 
tenuated, they were noted to spread out into the extended 
family network, not even requiring direct generational 
transmission between adolescent and relative. In general, 
because the grandparents’ degree of responsibility and in- 
volvement with the adolescent was muted in intensity and 
tempered by time, they frequently played a buffering role, 
damping such trigenerational reverberations — unless 
strong dependency ties still existed in the family network. 
After the parents finally settled down to adolescent par- 
enting, there was generally a reequilibration and closing 
of the ranks among parents and grandparents, usually by 
the midadolescence of their grandchild. 


CONCLUSIONS 


As the family child-rearing life cycle unfolds, puberty 
sets In motion processes within the adolescent and his 
family that initiate an adolescent family developmental 
epicycle. In contrast to the dynamic but stable equilib- 
rium within the family of the latency-age child, the family 
of an early adolescent normally enters into a perigd of 
disequilibrium. An important aspect of this family dis- 
equilibrium is a temporary regression in sibling, marital, 
and family functioning, reflecting a creative return to ear- 
lier modes of personal experience and interpersonal be- 
havior. Stage-specific for adolescence, this regression, 
when falling within the normal range, is circumscribed, 
temporary, and centered around the adolescent; by mid- 
adolescence it resolves mutually toward growth and de- 
velopment for family and adolescent alike. 

This normal regression provides the empathetic inter- 
personal framework within which family members get in 
touch with, share, and facilitate adolescent development. 
This sequence of shifting empathetic and structuring in- 
teractions, revolving around the adolescent’s own partial 
regression and eventual progression through adolescence, 
constitutes the family developmental epicycle, recapitu- 
lating in a creative and progressive fashion earlier devel- 
opmental stages within the life cycle of the family and its 


members. Seen from a family as well as from an individ- 
ual perspective, these concepts of an adolescent family 
developmental epicycle and its associated normal family 
regression contribute to a further understanding of stage- 
specific adolescent developmental opportunities and vul- 
nerabilities and help the clinician to define the range of 
normality within a longitudinal, changing developmental 
framework. 
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Emergency Commitment— A Transcultural Study 


BY MICHAEL A. PESZKE, M.D., AND RONALD M. WINTROB, M.D. 


A questionnaire survey of psychiatrists concerning emer- 
gency involuntary hospitalization confirmed the authors’ 
hypothesis that psychiatrists’ attitudes toward it are sub- 
jective and that there is a lack of adequate criteria. They 
advocate peer review of commitments at the state or 
county level and the development of appropriate criteria 
in order to better balance the need for treatment with 
consideration of patients’ civil rights. 





A CURSORY LOOK at the history of the development of the 
laws and customs pertaining to involuntary hospital- 
ization (commitment!) reveals a number of back-and- 
forth swings of the pendulum. On one hand we have the 
community giving the jurisdiction over its incapacitated 
members to the head of the family and subsequently to 
duly appointed judges; on the other, there is the recogni- 
tion that ill people should be treated and that physicians 
are the ones who should determine the criteria for hospi- 
talization, as well as the corollary that only medical in- 
dications justify psychiatric incarceratron. 


HISTORICAL PERSPECTIVES 


Roman law, the basis for our European legal tradi- 
tions, stated: “If a person is a fool, let this person and his 
goods be under the protection of his family or his pater- 
nal relatives, if he is not under the care of anyone.” This 


mandate and imposition of responsibility for the care of 


the mentally sick was evident in the history of colonial 
America and in the early history of the United States. 
The probate court, which had clear jurisdiction over ad- 
ministering equitable disposition of property, also took 
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' According to Black's Law Dictionary, “commitment” means “the 
warrant... by which a court directs an officer to take a person to 
prison’; also, ta proceeding for the restraining and confining of insane 
persons for their own and the public’s protection” (1). Because of this 
double meaning in criminal and civil law, a number of states and the 
District of Columbia have changed the statutes, replacing “com- 
mitment” with “hospitalization,” ostensibly a less offensive term (2). 
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under its protection“ the mentally ill but only when such 
persons clearly were not under the care of their families. 

Thus a “sick” member of a family was not controlled 
by specific statutes but was under the jurisdiction of the 
head of the family, and as a result a husband could put 
his wife in an asylum at his own whim and on his own 
judgment. Poor and sick persons without anyone to take 
care of them were treated as indigent, were under the 
statutory jurisdiction of town sheriffs, aldermen, and pro- 
bate judges, and could be placed in state or county hospi- 
tals. State hospitals thus grew up with the confused par- 
entage that still blights their current identity: They are 
neither hospitals nor quite “welfare” farms. This practice 
was eventually brought to the public’s attention, and 
caused much indignation, in the famous 19th-century 
case (Illinois) of Mrs. Packard, who objected to being 
hospitalized at her husband’s whim and wish. The legal 
process was bestirred, and statutes protecting the rights 
of individuals were written into law (3). 

What now appears to be a barbarous jury trial to es- 
tablish whether a person was mentally ill was, a mere 100 
years ago, a socially worthwhile and progressive legisla- 
tive step to protect the rights of society, family, and the 
individual. 

The French literature on this subject suggests that the 
dreaded /ettres de cachet were often used not so much as 
ways of removing the politically inconvenient, but rather 
of putting away an individual sick or otherwise who 
was considered by the head of the family to be a danger 
to the family estate. Even now the French laws pertaining 
to the hospitalization of the mentally ill are more con- 
cerned with issues of property and the protection of the 
family estate than is the case in the United States (4). 

The medical impact on the quality of psychiatric care 
and the criteria for psychiatric incarceration arose in Eu- 
rope at the end of the 18th century both as a result of and 
in response to the same intellectual ferment that led to 
the writings of the great rationalists Voltaire and 
Rousseau. 

The two earliest statutes that we could find that deal 
with medical governance of involuntary hospitalization 
are the British Act of Parliament of 1774 (an act regu- 
lating madhouses), which specified that only those who 
had been seen and recommended for treatment by a phy- 
sician, surgeon, or apothecary could be legitimately held 
as inmates of such institutions; and a Polish statute, 
enacted somewhat later, in 1791, which scrupulously laid 
down the rules and responsibilities for overseeing the 
mentally ill and which mandated a commission of citi- 
zens and physicians that was empowered to examine the 
patient’s relatives. as well as the patient’s behavior. and 
to order hospitalization and discharge (5). 


This is very much the medical side of the swing of the 
pendulum. Only those who are subject to rule by medical 
opinion should be hospitalized against their will. The Pol- 
ish statute appears to have anticipated the advances of 
the British Mental Health Act and to have put medical 
Opinion under scrutiny (6, 7). 


MODERN PERSPECTIVES 


Such is the case for the “developed” countries. How- 
ever, in many developing countries (of Asia and Africa, 
for example) either the legal code contains no regulations 
concerning involuntary hospitalization or existing stat- 
utes are applied inconsistently, usually only in the urban 
environment. Tradition and local custom determine the 
management of the acutely disturbed among the pre- 
dominantly rural populations of most developing na- 
tions. There are two principal reasons why this is so: in- 
adequate means of communication and transportation 
between urban and rural areas, and unavailability of 
judicial and medical personnel outside the cities and 
large towns. 

Most countries in sub-Saharan Africa, for instance, 
have only one mental hospital, usually an ancient vestige 
of the colonial past, and very few, if any, psychiatrists. 
Furthermore, the mentally ill are widely believed to be 
the victims of witchcraft, of a hex placed on them by an 
envious relative or other rival within the community. 

These were the conditions in Liberia, the West African 
country in which one of us (R.M.W.) served as the only 
psychiatrist for a two-year period in the mid 1960s. Now, 
as then, most acutely disturbed Liberians are treated in 
their home villages without the intervention of either ju- 
dicial or medical personnel. Individuals are considered to 
be “‘crazy”’ when their behavior is characterized by un- 
provoked recurrent or persisting outbursts of agitation 
that include destructive and assaultive behavior toward 
their own property as well as that of others. Given these 
conditions of deviant behavior, the individual will be re- 
strained, placed in stocks (for example, tied securely to a 
heavy log), and secluded in a hut at the periphery of his 
village, where he will be cared for by his family and 
treated by one or more indigenous healers, some of whom 
are reputed to be particularly skilled at counteracting the 
effects of witchcraft and removing spells. Rarely are the 
mentally ill sent to the distant mental hospital, and then 
only as a last resort when the efforts of local curers and 
religious leaders have not led to the patient’s recovery. 

In addition to the indigenous healing techniques and 
the use of religious and ethnomedical ritual, which have 
been described elsewhere (8), indigenous legal procedures 
may also be called into play, most commonly in the form 
of a trial by ordeal to determine whether someone ac- 
cused by the disturbed individual of casting an evil spell 
on him has indeed done so. 

In the urban setting in Liberia, individuals whose be- 
havior is considered to be a threat to the property and 
safety of the community may be brought to either “native 
courts” or regular courts. In the first case a traditional or 
commonsense procedure is used to determine appropri- 
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ate action, usually in the form of a charge to the family to 
return the patient to his village for “native treatment.” 
Appeals to the regular courts sometimes result in the 
patient’s being jailed until he recovers; at other times he 
is transferred to the mental hospital for treatment. In the 
absence of clearly defined criteria, disposition of the 
patient is entirely at the discretion of the court. . 


THE NATURE OF THE SURVEY 


It was our research aim to determine whether and in 
what way the criteria for emergency involuntary hospital- 
ization are more sophisticated in the rest of the world. It 
was our impression that confusion about indications for 
and procedures related to involuntary commitment of the 
mentally ill still affects the lay, legal, and medical think- 
ing in many countries and many regions of the world. 

This paper reports the results of a questionnaire survey 
that sought information on psychiatrists’ knowledge of 
and attitudes toward emergency involuntary hospital- 
ization laws in their area of practice and the degree of 
their concern about possible litigation. Respondents were 
asked to discuss the statutes and to offer suggestions for 
improvements. 

In addition, this brief clinical vignette was given: “If a 
patient (adult, single, without family, good physical 
health) examined by you or treated by you as an out- 
patient was preoccupied by suicidal thoughts, refused 
your advice for voluntary psychiatric admission and 
shortly after that committed suicide, would you feel med- 
ically responsible?” Three response categories were pro- 
vided for this vignette: |) yes (1.e., responsible), 2) no (1.e., 
not responsible), and 3) can’t say. 

The questionnaire was sent to a selected sample of 200 
members of the American Psychiatric Association in the 
United States, in all U.S. territories, and in three Cana- 
dian provinces, and also to a sample of APA members in 
Asia, Africa, South America, Europe, and Australia. 


FINDINGS 


Seventy replies were received, representing a 35-per- 
cent return rate. For purposes of analysis the questions 
were divided into three categories: knowledge, attitude, 
and interest and involvement in the problem. 


Knowledge of Commitment Procedures 


Questions about knowledge concerned the respon- 
dents’ subjective judgment as to their understanding of 
the statutes pertaining to involuntary medical (emer- 
gency) commitment in their area. In all cases for Ameri- 
can states and English-speaking countries, respondents’ 
statements were compared with the statutes, which were 
analyzed for us by an attorney. 

Only four psychiatrists judged their knowledge of com- 
mitment laws to be inadequate. One of these four psychi- 
atrists, who was in a research position in an Asian coun- 
try, went on to give an excellent analysis and comparison 
of the differences between the statutes pertaining to 
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emergency commitment in his country and those in the 
federal jurisdiction of Washington, D.C. All other re- 
spondents replied with an unqualified affirmative, which 
was not always justified, as to their knowledge of laws 
and criteria regarding commitment. One amplified his re- 
marks by stating, “Yes, since I helped to write them.” 
Overall, the data indicate that many practicing psychia- 
trists do not have a true understanding of the laws gov- 
erning emergency involuntary medical treatment in their 
states, provinces, and countries. Furthermore, most are 
confused by the two different concepts of statutory cri- 
teria and of appropriate medical practices. Some exam- 
ples of responses that lead us to this conclusion follow. 

Three respondents from one of the continental states 
replied in the affirmative as to their knowledge of the 
statutes for commitment in their state. However, their 
answers regarding the guidelines for such commitment 
were as follows: 

First respondent: “A statement by two physicians re- 
garding need for same.” 

Second respondent: “Contact coroner’s office or notify 
sheriff's department with goal incarceration while eval- 
uation Is done.” 

Third respondent: “In theory requires action by parish 
coroner. However, in practice there is wide variability 
some hospitals will admit voluntarily, some will not. Our 
biggest problem in this state is lack of adequate facilities, 
not legal civil rights, etc.” 

In fact, the statutes for that jurisdiction specify that 
there are three forms of involuntary commitment: by or- 
der of the coroner, by judicial order, and by emergency 
commitment. The description in the statutes of the emer- 
gency commitment for that state reads: 


A relative, friend or curator may apply to the superinten- 
dent of a hospital for emergency commitment of an individ- 
ual who is mentally ill and in need of immediate care. Appli- 
cation must be in writing and must be accompanied by the 
certificate of one qualified physician stating that the patient 
requires immediate care. Such certificate must be acted upon 
within 24 hours. 


Two psychiatrists from another continental state also 
replied in the affirmative as to their knowledge of com- 
mitment. They described the statutory rules as follows: 

First respondent: Acutely homicidal or suicidal.” 

Second respondent: “Examination by a certified physi- 
cian, licensed in the state and declaration by the physi- 
clan that the patient is dangerous to himself or others. 
The clerk of courts can also issue holding order on basis 
of the petition of a relative.” 

These statements indicate a marked discrepancy in the 
respondents’ understanding of the law, with the second 
respondent being basically correct. 

We conclude this section with the example of two psy- 
chiatrists in the practice of general psychiatry who af- 
firmatively answered the question regarding familiarity 
with the statutes and their implementation. The second 
respondent’s statement is correct. 

One wrote: “We have no provisions for emergency 
commitment.” 
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The other stated: “The opinion of one physician. Psy- 
chiatrist not necessary. Sworn affidavit of insanity to the 
probate judge of the resident county or higher court 
judge. History of illness and circumstances signed by two 
relations or two persons knowing the circumstances.” 


Attitudes Regarding Commitment 


On the issue of attitudes toward involuntary com- 
mitment there was a distinct difference in the extent to 
which certain questions were answered. In some instances 
psychiatrists in the same state or country gave quite dif- 
ferent responses. In their reactions to the case vignette 
cited. 18 respondents indicated a strong fear of possible 
malpractice litigation, should commitment procedures 
not be initiated. One psychiatrist wrote: “Would be lia- 
ble for actions of persons not committed.” Fourteen ex- 
pressed fear of being sued by “an irate patient.“ One psv- 
chiatrist explained that “I tried to rationalize my acting 
for or against [commitment] in a way that would be ac- 
ceptable to a court of law.” 

The most striking finding, however, was the con- 
firmation of our hypothesis that attitudes are subjective 
and that there is a lack of adequate criteria that are eth- 
ical, legal, and medically therapeutic for initiating emer- 
gency involuntary commitment. Compared with respon- 
dents in other states, those from California showed a 
greater degree of uniformity in stating the indications for 
Involuntary commitment in their state, and they were 
“within the ballpark” as far as the statutory guidelines 
are concerned. The respondents otherwise listed the fol- 
lowing indications for commitment (some listed more 
than one): potential harm to self or others (34. or 50 per- 
cent of the respondents), psychosis (14, or 20 percent), or 
inability of the patient to “take care of self (11, or 16 
percent). 

Beyond these criteria agreed to by ten or more re- 
spondents, there was great variability in the commitment 
criteria that were cited. One psychiatrist proposed sim- 
ply “mental alienation.” Another indicated that he would 
commit a patient only on the basis of “solid criteria of 
psychiatric diagnosis.”’ A third stated, “If the patient has 
symptoms of behavior which requires treatment and he 
refuses this voluntarily.” A fourth psychiatrist proposed: 
“When patient is dangerous to himself and others and 
cannot be controlled in the home or community.” One 
psychiatrist from a European country with a strikingly 
low homicide rate replied: “Mainly suicidal pre- 
occupation; occasionally homicidal preoccupation or 
very bizarre behavior.” Another psychiatrist from over- 
seas stated that one criterion for commitment would be 
“to prevent patients ruining themselves socially and fi- 
nancially.”” Another replied, “If I can provide no other 
solution to a problem which in my opinion requires some 
action. At the other end of the spectrum was the state- 
ment: “A good psychiatrist will seldom need to commit.” 

A psychiatrist from one of the U.S. territories gave an 
answer that in effect is similar to the practice in Liberia. 
This psychiatrist wrote: 


We very rarely have to commit patients. The poor people, 
without relatives, are taken directly to the state hospital and 


held there until they get better, even if they claim that they 
did not enter as a voluntary patient. Even better-off patients 
are held in private hospitals until they recover enough, or 
threaten a legal action if they are not released. Rarely do we 
have to go to court to commit a patient. I think that we don’t 
have much problem in this respect since the poor are not usu- 
ally —if at all committed to mental hospitals. Pressure of 
the closest relatives usually makes the patient accept hospi- 
talization. | would leave it the way it is now— otherwise, pri- 
vate hospitals may be very much afraid of hospitalizing a 
patient without his signature or that of the closest relative. 


Interest and Involvement in the Problem of Commitment 

These findings tend to confirm our hypothesis that psy- 
chiatrists do not have commonly accepted criteria for ini- 
tating commitment. It is interesting to note that a num- 
ber of psychoanalysts who responded to the question- 


naire stated that they did not think about the issues of 


commitment because their practice did not put them in 
touch with patients who might be committed. One dis- 
tinguished academic psychoanalyst wrote that since he 
had “no ward responsibility” he had no way of answer- 
ing the questionnaire. 

In response to the clinical vignette few respondents 
availed themselves of the third option (“can’t say“) and 
of thus avoiding a definitive position on medical responsi- 
bility for suicide. The majority of the respondents (37) ex- 
pressed a feeling of responsibility for patients’ suicide. 
This group included psychiatrists from all over the world, 
and there were no significant differences between re- 
spondents from this country and elsewhere. Nine re- 
spondents, all from the continental United States, gave 
an unqualified “no responsibility.” Eight failed to answer 
this question, and the rest gave qualified answers includ- 
Ing “can’t say.” 

Some of the more illuminating answers and comments 
were as follows: 


“I am responsible in every case in my practice... .” 

“I think any psychiatrist must be able to predict sui- 
| aren! 

“When in doubt, hospitalize.. . 

“Would want to indicate to that individual human being 
enough concern to intervene... .” 

“Our custom is to accept actively the responsibility to pre- 
vent depressed people from committing suicide and I am un- 
able to decide which ones should be allowed to die.” 

“This patient should have been committed... .” [This, in- 
cidentally, was from the same psychiatrist who wrote. “A 
good psychiatrist will seldom need to commit.”’] 

“There is a risk of protecting civil liberties to the point that 
the patient may trade his liberty for his life.” 

“When a patient kills himself it is proper for his medical 
advisor to bear some responsibility and not merely to excuse 
himself.” 

“I would not feel medically responsible if I had in good 
faith reviewed all aspects of the patient’s illness and had 
reached a judgment in an objective way that the actual risk of 
suicide was minimal.” 

“The fully trained psychiatrist has no need to resort to a 
commitment process which immediately brings in its turn 
personal and social consequences for patients that are anti- 
therapeutic.” 

“The current thinking by radical social workers has not yet 
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had a great deal of influence in this part of the world and | 
would regard such criticisms of our acting in the interests of 
Our patients by committing as being misinformed and biased 
by prejudice.” 

“If you never have a suicide you are hospitalizing a lot of 
people who really don’t need it, along with a few who 
a (o rr 

“Society expects too much from psychiatry. Anyone likely 
to be unpredictable in behavior is susceptible to hospital- 
ization. Dangerous people are released from prison every day 
after serving sentences. The sick can be incarcerated indefi- 
nitely. Something is wrong.” 

“If in responding to my best judgment, and taking into ac- 
count my emotional reaction to the patient’s suicidal threats, 
I did not commit him, I would feel guilty. If I did not feel he 
was a great risk, I would not feel guilty. I realize that no one 
will be right all the time, but feeling guilt would depend on 
whether I feel I acted with good judgment.” [The question 
was specifically addressed to the issue of feeling medically re- 
sponsible and did not address itself to the issue of personal 
guilt. ] 

“Many patients talk about doing away with their life, and 
don't do it. If I were to get scared, I would not be able to help 
patients at all. Of course, I would not take risks with certain 
patients.” [This respondent, however, did not comment on 
the characteristics of these certain patients. | 


DISCUSSION 


The theme of responsibility for life, the concern that 
the ultimate irrevocable step may be taken, is a signifi- 
cant theme in the responses to the clinical case vignette. 
On this point there is a basic and probably irreconcilable 
difference of opinion and of philosophy between phy- 
siclans, who wish to relieve suffering and preserve life, 
and lawyers, who are concerned about personal liberty 
and justice. In problems of commitment the two profes- 
sions have different views regarding the charge of pro- 
tecting the rights of the individual. The medical profes- 
sion views the best interests of the individual as being 
synonymous with possible benefit from treatment even if 
under duress, while the legal profession perceives liberty 
in terms of the individual exercising his freedom to be- 
have as he wishes even if under duress of illness. 

We argue that both professions are guilty of loose 
thinking. Psychiatry has never solved the problem of de- 
fining mental illness, while the statutory language is usu- 
ally tautological. For example, a 1953 Delaware statute 
states, “Mentally ill person includes every idiot, lunatic, 
person or persons ‘non compos mentis.’ ` The American 
Legal Institute’s model draft act—currently the model 
suggested for all states—stipulates: “A mentally ill indi- 
vidual is an individual having psychiatric or other disease 
which substantially impairs his mental health” (2). 

With such guidelines from the legal profession it is 
little wonder that psychiatrists use their own clinical 
judgment and their own conception and interpretation of 
statutes to guide their behavior as physician-healers. 

The confusion in psychiatric thinking regarding a defi- 
nition of mental illness is well illustrated by the difficulty 
that we have in accepting different cultural definitions of 
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disturbed behavior and by the readiness with which we, as 
psychiatrists, diagnose psychopathology where it is mini- 
mal or nonexistent (9, 10). We do not identify with the 


segment of the profession that would deny the concept of 


mental illness as well as ignore the fact that freedom un- 
der the duress of an illness—whether its etiology is well 
documented, as in the case of a brain tumor, or is still to 
be elicited, as in schizophrenia—is spurious freedom at 
best. But it is because of our conviction that we have out- 
grown the unicausal germ theory in the medical model 
and because of our conviction that the treatment of men- 
tal illness is a medical responsibility that our concern is 
directed to a tightening of criteria for commitment and 
peer review and control. We should no more allow the ill 
to be neglected and untreated in the name of freedom 
than we should let the poor starve in the name of charac- 
ter development. Nonetheless, we should make sure that 
we do not incarcerate the deviant or the eccentric merely 
because a period of time in a hospital will do them no 
harm. 


CONCLUSIONS 


Two conclusions arise from this study. First, it appears 
to us that the only viable practice is to have two forms of 
commitment: 

l. Emergency medical holding actions for persons 
with clear-cut psychiatric problems who pose impending 
danger to themselves or others. 

2. Judicial mental health tribunals that act as arbi- 
trators and overseers for prolonged involuntary treat- 
ment, either inpatient or outpatient (11). The criterion 
for this should be evidence of psychosis with concomitant 
physical danger to self or others. The judge would have 
the option of ordering inpatient or outpatient enforced 
treatment, but no one who could manage his own affairs 
would be committed unless his disability was harmful to 
himself or his family and only when treatment had a 
chance of success. 

Second, given the confused and variable picture with 
respect to criteria for involuntary commitment, as dem- 
onstrated by this survey, we contend that psychiatrists 
need reasonably uniform commitment standards and that 
they will continue to exercise their well-intentioned but 
inchoate thinking until such guidelines are adopted. 

We advocate two approaches to the problem of emer- 
gency commitments. With the current drive for peer re- 
view of all our actions, it would seem appropriate for psy- 
chiatric societies at the state or county level to give 
serious thought and consideration to instituting a peer re- 
view of all commitments. Since it appears reasonable for 
the medical profession to accept peer review for screening 
the length of hospital stay and the need for operative pro- 
cedures, surely emergency involuntary commitment of an 
individual is at least as serious and requires as much 
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thought and judgment as a cholecystectomy or hys- 
terectomy. 

Peer review has arisen primarily as a concern on the 
part of the physician at the thought that “outsiders” may 
become involved in the control of medical practices or 
standards. A study in New York has already well docu- 
mented that when outsiders (in this case lawyers) oversee 
the disposition of psychiatric cases prior to probate court 
appearance, the discharge rate goes up 50 percent (12). 
The World Health Organization, which has already pub- 
lished a report on this subject of involuntary com- 
mitments, should place a high priority on establishing 
medical guidelines and medical ethical regulations for in- 
voluntary psychiatric hospitalizations (13). 

It is crucial that appropriate criteria be developed and 
the role of the physician in involuntary treatment be de- 
termined. We are facing the imminent danger of naively 
becoming the agents for thought control and political in- 
doctrination, as appears to be happening in the Soviet 
Union (14). Churchmen have played that part in the his- 
tory of our civilization, both noble and infamous, in being 
the proponents and at times the spearhead of various po- 
litical movements. We have to face the fact that in this 
age of anxiety and doubt, the mental health profession 
may become just such a fifth column for the control of 
the masses and that the profession’s own political naiveté 
could make this a serious danger. 
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A Psychiatric Classification System for Burned Children 


BY ROSLYN SELIGMAN, M.D. 


The author proposes a system for the classification of 
burned children designed to identify children’s normal 
and pathological responses to severe burns and to facili- 
tate research into the prevention of serious psychological 
complications. The classification system has three main 
categories, consisting of child-related, burn-related, and 
environment-related items, these are numerically coded 
in an order that provides a prognostic assessment. The 
author hopes that this system will permit the identifica- 
tion of patients who are most in need of psychiatric care 
during their course of treatment. 


THIS PAPER presents a system for the collection and cod- 
ing of data on the emotional responses that occur in chil- 
dren who sustain a major thermal injury. The system pro- 
vides a profile of the injured child’s dynamic state; it was 
designed to fill the need for a satisfactory method of 
classifying the child’s emotional responses. 

The ideas underlying the system were generated by my 
observations as the child psychiatrist for children admit- 
ted to the Cincinnati Unit of the Shrine Burns Institute. 
From July 1967 until February 1968 these observations 
were made in the Cincinnati General Hospital, where the 
Shrine had the use of seven beds in a large, pavilion-type 
Open surgical ward. In February 1968 the new 30-bed 
Shrine Hospital opened, and from that time until July 
1972 my observations were made in this hospital. 


DESCRIPTION OF THE UNIT 


& 

Children one day old to 16 years old are admitted to 
the unit for acute and reconstructive treatment of their 
burns. The unit occupies one floor of the four-floor hospi- 
tal and consists of two mirror-image wards of 15 beds 
each. At certain times all patients in reconstructive treat- 
ment have been housed in one ward and all acute patients 
in the other; at other times patients have been intermixed. 

Each ward has a central nursing station that is sur- 
rounded by a semicircle of glassed-in rooms: two four- 
bed rooms, one four-bed intensive care unit (ICU), and 
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three one-bed rooms. The ICU has its own nursing per- 
sonnel, who are separate from those on the rest of the 
ward. The outer sides of the patients’ rooms face a sur- 
rounding glass-enclosed walkway-visiting area. All peo- 
ple entering the ward change from street clothes to blue 
hospital uniforms. Children whose wounds have closed 
can leave the unit for physical and recreational therapy. 

The ward’s visiting rules are that only those parents 
whose child is in critical condition, usually in the ICU, 
may visit within the ward. All other parents must visit 
from the enclosed walkway. Visiting hours are from 
11:30 a.m. to 1 p.m. and from 5 to 6 p.m. 

The patients’ burns are treated surgically by either an 
open or closed method. In the open method, patients re- 
ceive their topical medication in the unit without seda- 
tion. In the closed method their dressings are changed in 
the operating room, with the patient under sedation. 

The medical staff consists of a full-time chief surgeon, 
an assistant chief surgeon, and several part-time staff sur- 
geons who work in the operating room one day a week 
and make rounds. Consultants in pediatrics, radiology, 
cardiology, dermatology, psychiatry, and other medical 
specialties are called in when needed. Surgical residents 
rotate every month or two. 


THE NEED FOR CLASSIFICATION 


Initially, classification of the emotional responses of 
these children was an impossible task for me, given the 
paucity of classification schemes available, the unique 
problems of burned children, and my qualms about label- 
ing children inappropriately. The difficulties involved in 
any classification of childhood disorders are well known 
(1, 2). The special problems of burned children com- 
pound these difficulties. These children are away from 
home and under great stress. Without speaking with 
members of their families we cannot readily assess what 
psychological strengths or limitations the children bring 
to the situation. Their injuries and the type of medical- 
surgical treatment they receive further limit the psychia- 
trist’s usual means of assessment. 

Many children enter with some degree of acute brain 
syndrome; they are bedridden and often have little ability 
to speak as a result of both the degree of stress they are 
under and the physical restrictions enforced by the appa- 
ratus of their treatment. 

Tubes of all sorts—nasogastric, intravenous, urinary, 
and central venous catheters—occupy their bodies. They 
are either covered with huge surgical dressings, some- 
times leaving only their eyes visible, or are uncovered, 
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FIGURE | 

Condition of a Patient Five Years of Age at Admission on 162nd Day 
After Burn (60-Percent Total Body Burn: 60-Percent 

Full-Thickhness Burn) 





with their burned bodies evident and disturbing to all 
concerned with their care. Figures | and 2 illustrate the 
kinds of conditions we encounter. 

These photographs may help one appreciate the fact 
that the energies of these children are invested in minute- 
to-minute survival and that no energy is left for partici- 
pating in a psychiatric interview. Only careful, detailed, 
and lengthy observations of their behavior, symptoms, 
reactions, and interactions with others can provide the 
data needed for a diagnostic assessment and classifica- 
tion of their emotional responses. Even this assessment is 
merely descriptive, telling little of what is taking place 
within the child. In addition, the staff of our burn unit, ex- 
cept for the child psychiatrist, are not trained to make 
even these necessary observations. 

To identify the normal and pathological responses 
shown by these children, to communicate with others re- 
garding these responses, and to begin research on meth- 
ods for preventing serious psychological complications, 
classification is a must. The classification scheme pro- 
posed here is based on the data I collected over a five- 
year period in the Cincinnati Unit of the Shrine Burns 
Institute, but the scheme is designed for use in other 
types of hospitals as well. 


A PROPOSED SCHEME FOR CLASSIFICATION 


Appendix | outlines the classification scheme I have 
devised. It should be kept in mind that the scheme is still 
in its infancy stage and needs further development. As the 
appendix shows, there are three categories of data of clin- 
ical importance that can be assessed and coded: child-re- 
lated, burn-related, and environment-related. A fourth 
area, history, is important but could not be easily as- 
sessed in this population. Subgroups under the child-re- 
lated category include diagnosis of primary mental dis- 
order, patient’s age and sex, and the mental mechanism 
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used by the patient. The burn-related category includes 
the subgroups of percentage of total body burn, number 
of days since the burn, and percentage of full-thickness 
burn.’ Under the environment-related category the sub- 
groups are parents’ absence or presence and whether or 
not the parent is hopeful, the part of the unit in which the 
patient is housed, and the basis for the evaluation (e.g., 
ward observations only or ward observations plus other 
evaluations). 

The items within this scheme are coded from 0 to 9. 
With the exception of the basis-for-the-evaluation sub- 
group (III-C), the lower numbers indicate a better prog- 
nosis. In the exception (basis-for-the-evaluation), the 
lower numbers indicate a more thorough evaluation. 

The data needed to classify all but two categories can 
be obtained from surgical or nursing notes. For the two 
exceptions, primary mental disorders (I-A) and mental 
mechanisms (I-C), more thorough psychiatric observa- 
tion is required by someone trained and experienced in 
understanding the emotional development and stress re- 
sponses of children. 


Child-Related Category 


The group of primary mental disorders listed under 
this category is taken from the report by the Group for 
the Advancement of Psychiatry (GAP) Committee on 
Child Psychiatry on the classification of children’s men- 
tal disorders (1). Despite its limitation of not being an in- 
ternational classification, the categories in this report 
meet our needs better than do the other commonly used 
classifications. Only the major mental disorder categories 
of the GAP classification are used since the purpose of 
the initial collection and coding of data in our scheme 
was to identify broad categories. In addition, our current 
method of assessment does not permit a more refined 
diagnosis. Our experience indicates that most children 
will reveal either a healthy response or a reactive dis- 
order. Many children we see have an organic brain syn- 
drome as a result of cerebral edema. We have also seen 
children with developmental deviations, a few with neu- 
rotic disorders, and an occasional child with a psychotic 
behavioral response. Psychophysiologic disorders we 
have seen include hypertension, ulcers, and seizuré-like 
phenomena. A few of the burned children we have treated 
have been mentally retarded. 

The age and sex subgroup (I-B) is divided so as to ap- 
proximate the psychosexual and psychosocial stages of 
childhood. The older children are given a lower number 
because in my experience the prognosis for their recovery 
is better than it is for the younger children. 

The items in the mental mechanisms subgroup (I-C) 


` Percentages of total body burn and full-thickness burn are determined 
by a simplified method of estimating the amount of body surface that is 
burned —*“‘the rule of nines” of Pulaski and Tennison. Each arm repre- 
sents nine percent; each leg, 18 percent; the anterior trunk, 18 percent; 
the posterior trunk, 18 percent; the head and neck, nine percent; and the 
perineal region, one percent. Full-thickness burn, according to Man- 
teuffel and Berkich (3), “involves the destruction of all epithelial ele- 
ments and is characterized by a dry, pearly-white or charred anesthetic 
surface” (p. 4). 


FIGURE 2 

Condition of a Patient Eight Years of Age at Admission on Fourth Day 
After Burn (38-Percent Total Body Burn; 38- Percent 

Full-Thickness Burn) 





were derived from personal observations of burned chil- 
dren. These mechanisms proved to be important in a 
child’s response to a severe stress and they are listed in 
the order of their apparent prognostic importance. The 
items coded 0 through 3 served adaptive functions; the re- 
mainder were present during maladaption. In fact, the 
maladaption seemed to underlie these latter mechanisms. 
This category is the least understood and most undevel- 
oped part of the scheme. The question marks reflect my 
uncertainty regarding the role of these mechanisms. | 
would like to elaborate somewhat on this. 

The mechanism of protest refers to general com- 
plaints—yelling out and fighting during dressing changes 
and during less stressful times as well. One girl was de- 
scribed as being “too mean to die.” She survived burns, 
hypertension, and a bleeding duodenal ulcer and its surgi- 
cal correction. Her protest never ceased. Its highly adapt- 
ive function was striking. 

Identification with the aggressor (i.e., a nurse) was of- 
ten observed in our four-year-old boys and was consid- 
ered an age- and sex-related response. These children 
adopted a pattern of identification with the nurses’ roles 
and often instructed them on how they should perform 
the dressing changes. If the nursing personnel continued 
their duties while accepting the patient’s conversation, 
events proceeded well. If the nurses rejected the mecha- 
nism by getting into a battle with the child, then his be- 
havior became maladaptive rather than adaptive. 

Withdrawal can be divided into two types—adaptive 
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and maladaptive. I refer to the former as conservation- 
withdrawal and to the latter as depression-withdrawal. In 
my initial work with children, before I learned to differ- 
entiate these two types of withdrawal, I thought children 
should be encouraged to face their situation and not with- 
draw. My earlier therapeutic views on the importance of 
correct timing and careful assessment of ego capability: 
were somehow subdued in the consultative setting by 
overstated generalizations regarding the need for the 
patient to deal with his affects and to face reality. How- 
ever, I learned that when I attempted to interfere with 
adaptive withdrawal the patient regressed and withdrew 
further. Here benevolent neglect was indicated. Yet there 
were Other patients who withdrew, protested little, and 
eventually died, and for these patients interceding in their 
withdrawal seemed vital. Evidently the adaptive group 
felt helpless and withdrew to conserve energy in order to 
live, whereas the maladaptive group felt hopeless and 
withdrew to die. 

A clinical case involving conservation-withdrawal was 
that of an eight-year-old girl with 41-percent total body 
burns who had lost five siblings in the fire. She would fre- 
quently cover her head in order to withdraw and would 
resist any interference on my part with this withdrawal; 
yet when her parents came she could show a quick re- 
sponse. 

In contrast, a five-year-old girl with 70-percent total 
body burns manifested depression-withdrawal. She never 
protested and seldom talked. Her mother never came to 
visit her. This girl simply lingered on until she died. She 
did not resist my interference with her withdrawal, at 
least not with active protest; she simply did not respond. 

Many children who adapt well use a dual mechanism 
that involves denial— which Geleerd (4) has called denial 
in the service of the need to survive—and splitting of the 
ego. For example, a 13-year-old boy with 39-percent total 
body burns who lost three siblings in the fire said one day 
while lying flat on his back in the intensive care unit, 
“Hey, nurse, give me my pants and I'll take that trash out 
for you.” His partial denial of the burn was shown by an 
ego split—offering to do what he might do at home (_.e., 
taking the trash out) yet partially acknowledging the hos- 
pital setting, if not the injury, by his prefatory “Hey, 
nurse.” The same mechanisms can be observed in the 
dreams of these children and seem to indicate a positive 
prognosis. My hunch is that these mechanisms allow the 
child to conserve his energy in the service of survival. 
When these mechanisms were apparently unavailable to 
the child, we have seen depression-withdrawal, hopeless 
despair, and death. 


Burn-Related Category 


There is little question that the degree of total body 
burn, the degree of full-thickness burn, and the number of 
days since the burn need to be considered in an assess- 
ment of a burned child’s emotional status. An earlier 
study (5) reported on 152 children who were admitted to 
the hospital and discharged over a 22-month period. Of 
these, 108 were burned on less than 40 percent of their to- 
tal body surface. Two of them died. One was a two-year- 
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old girl who died on her 98th postburn day from hepatitis 
of unknown etiology. The other was a five-year-old girl 
who had survived her acute course in the intensive care 
unit and was to start walking when she threw a temper 
tantrum and choked to death on a pill. This occurred on 
her 90th postburn day. Her two-year-old brother had 
‘died in the fire and the family’s tragedy had appeared in 
newspapers across the country. At visiting times her 
mother would comment on the money or gift someone 
had sent to the family even before saying hello. The 
mother frequently talked of replacing the dead brother 
with another baby. The message being transmitted to this 
patient was that illness and death had more value than 
life. It should be noted that this patient’s death occurred 
as she was on the way to recovery. 

Of the 44 patients in the earlier study who were burned 
over more than 40 percent of their total body surface, 27 
lived and 17 died. Fourteen of the 27 who lived showed 
some degree of hypertension; of the 17 who died, two 
were hypertensive and four others had episodes of high 
blood pressure. 

Emotional symptomatology varies during the course 
of the children’s illness and recovery. The postburn day 
of the assessment therefore needs to be included in the 
profile. Seven of the 14 survivors who had hypertension 
developed it during postburn days 16 to 48. In 14 of the 
children who died, the death occurred between postburn 
day 16 and 48. We therefore know that our nonsurvivors 
lived long enough to develop hypertension but did not. 

In general, children’s emotional symptoms disappear 
or change when they move out of the intensive care unit. 
Whether this is directly related to the atmosphere of the 
ICU or to the improved stage of recovery that allows the 
child to leave this unit remains an unanswered question. 


Environment-Related Category 


In listing types of treatment units (III-B) I have tried 
to include those that might be found in different kinds of 
hospitals. 

The importance of including a category on the pres- 
ence or absence of a parent (III-A) is illustrated by the 
following vignette. Several months ago one of the nurse 
supervisors called to tell me that a girl with 88-percent to- 
tal body burns who had been progressing satisfactorily 
had just been told by her father that her mother had died 
in the fire. We had previously had two cases in which a 
downhill course, and finally death, had followed the 
patient’s learning that his parent of the same sex had died 
in the fire. When I entered the intensive care unit to talk 
to this patient I saw that her father was standing very 
close to her, actively involved (hopeful); he was holding a 
walkie-talkie while the patient talked to some relatives 
outside the unit. With such a hopeful father at her side | 
sensed that she would survive and did not need my inter- 
ference; I left without talking to her. Sometime later I 
overheard the surgical residents marveling about what a 
remarkable girl this was. 

The last subgroup, basis for evaluation (III-C), refers 
to the type of information available to the person who as- 
sesses the patient. The child psychiatrist might fill out the 
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profile sheet at the time of consultation, including eval- 
uations by, e.g., the patient’s nurse or teacher, and noting 
which evaluations were included in the assessment made. 
This category permits the diagnostician to feel freer in 
applying an emotional label and allows the interpreter of 
the label to evaluate the degree of subjectivity used in the 
evaluation. 


DISCUSSION 


Baldwin (6) has stated, “The type and method of 
classification depend upon the uses to which the classifi- 
cation will be put.“ This scheme was designed to facili- 
tate the collection of basic data about burned children 
that will help to identify patterns of response that are re- 
lated to the children themselves, the injury, and the thera- 
peutic environment. These data can then be used to fur- 
ther communication, research, and efforts at prevention. 
The data can also provide the statistics necessary for fund 
raising and the information needed for program plan- 
ning. To classify burned children without using such a 
scheme will yield distorted statistics since some cases 
may be mislabeled and others may be missed. 

In their report on classification the GAP Committee 
on Child Psychiatry (1) stated, “It is hoped that the 
classification as offered will make possible the collection 
of data on a descriptive-dynamic level of a more uniform, 
universal, and useful nature leading to the crystallization 
and reformulation of scientific constructs that can ulti- 
mately permit a more ideal classification” (p. 209). 

This is the purpose of the scheme offered here. Some 
important advantages of this scheme are its multi- 
dimensional view, its multidisciplinary evaluation, its de- 
velopmental or dynamic approach, its relative accuracy 
(depending upon the basis for the evaluation), its poten- 
tial for spotting further environmental stresses, and its 
potential for being computerized. However, the scheme 
has certain drawbacks. It lacks the descriptive language 
that would bring the individual case to life, the variability 
in assessors is not currently taken into account, and the 
quality of the staff-patient and parent-patient interaction 
is assessed with intuitive, ill-defined parameters. 

Gleser (7) has recommended separating the age and 
sex grouping and the parents-present-and-hopeful group- 
ing to facilitate computerization. She has also suggested 
adding a category to specify the assessor in addition to 
the type of assessment used. These alterations are fea- 
sible within the scheme. 

Fish has stated, “The crux of the persistent problems 
of diagnosis in children lies in how to account for critical 
deviations in development within the standard nomencla- 
ture.” She further stated that some problems of diagnos- 
ing are inherent in the nature of childhood itself: “*Chil- 
dren’s disorders are seen while personality is still 
developing; the manifestations of disorder are more un- 
differentiated than in adults and the clinical picture 
changes markedly with the child’s age” (2, p. 393). Add 
to these problems normally found when diagnosing chil- 
dren the problems caused by the trauma of being severely 


burned, being hospitalized and separated from familiar 
faces and loved ones, and having less than an adequate 
psychiatric evaluation and the difficulties of diagnosing 
burned children become apparent. 

Recognizing these difficulties I searched for a way to 
make the most of what we had. The scheme I have pro- 
posed allows all those who work with the children to 
make daily, weekly, or monthly assessments. The profile 
data assessment sheet (as outlined in appendix 1) pro- 
vides the necessary data, and appropriate categories can 
be circled by the assessor. This would involve a minimum 
of time—an important advantage of the scheme. Several 
assessors could evaluate the patient on the same day, thus 
yielding data on interrater reliability in the three areas in- 
volving personal judgment (groups I-A, I-C, and III-A). 

Another positive feature of the scheme is that in most 
categories the items are arranged in an order that gives 
some prognostic assessment. In general the lower num- 
bers indicate a better potential for recovery. An example 
of the coding might be: 171-382-194. This could describe, 
for example, a 20-month-old girl with a reactive disorder 
manifested by food refusal, a 39-percent total body burn 
and 28-percent full-thickness burn, on the 15th postburn 
day in the intensive care unit, acute, with mother present 
and hopeful. The higher middle numbers in each category 
indicate that this is a younger child who is early in the 
course of her illness and who is housed in the ICU. 

By collecting data and grouping patterns of response, 
we can begin to find the norms for children undergoing 
such a major stress. Those who deviate from these norms 
can then be identified for more thorough observation. 
Perhaps then we will come closer to knowing who re- 
quires psychiatric care and how limited psychiatric time 
may best be utilized. This is not to say that the children 
who fall within the norms should be ignored; the psychi- 
atric attention they may need could be obtained later on 
an Outpatient basis within their own communities. 


APPENDIX | 
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The monumental task of classification in child psychia- 
try is reflected by the following statement of the GAP 
Committee on Child Psychiatry: 


In reviewing past classifications of children’s disorders, the 
Committee was struck with the variety of approaches by ca- 
pable people, struggling, as we have struggled, with the prob- 
lems of scientific philosophy and conceptualization.... The 
complexities and fluidities of professional thought in this 
field have offered understandable frustrations to all those 
courageous persons who have put forth classification of 
childhood disorders reflecting their individual points of view. 
Each has made some contribution to the mosaic of under- 
standing and systemization (1, p. 177). 


I hope the psychiatric classification system for burned 
children that has been presented here will also contribute 
to this important and difficult task. 
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Proposed Psychiatric Classification Scheme for Assessing Burned Children 


I. Child-Related Category 
A. Primary Mental Disorder 


0 Healthy response 0 0-9 

| Reactive disorder | 10-19 
2 Developmental deviations 2 20-29 
3 Psychoneurotic disorder 2 30-39 
4 Personality disorder 4 40-49 
5 Psychotic disorder > 50-59 
6 Psychophysiologic disorder 6 60-69 
7 Brain syndrome 7 70-79 
8 Mental retardation 8 80-89 
9 Other (to be specified) 9 90-99 


B. Age and Sex B. Postburn Day 
0 


12-16 years—male 0 


II. Burn-Related Category 
A. Total Body Burn (in Percentages) 


Other (to be specified) 0 


III. Environment-Related Category 


A. Parents 

Both present—hopeful 
Mother present—hopeful 
Father present—hopeful 
Both absent 

Mother absent 

Father absent 

Both present—not hopeful 
Mother present—not hopeful 
Father present—not hopeful 
Other (to be specified) 
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B. Where Hospitalized 
Open room—reconstructive 
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I. Child-Related Category 
B. Age and Sex 
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If. Burn-Related Category 
B. Postburn Day 


l 12-16 years— female l 80-89 days 
2 6—11 years—male 2 70-79 days 
3 6-11 years—female 3 60 69 days 
+ 3-5 years— male 4 50-59 days 
5 3-5 years female 5 40-49 days 
6 18-35 months—male 6 30-39 days 
7 18 35 months —female ; 20-29 days 
8 0- 17 months — male 8 10-19 days 
9 0-17 months — female 9 0-9 days 
. Mental Mechanism C. Full-Thickness Burn (in Percentages) 
0 Protest 0 0-9 
| Identification with the aggressor | 10-19 
2 Conservation-withdrawal 2 20-29 
3 Disavowal (?) 3 30-39 
a. Denial in the service of the 
need to survive 
b. Splitting of the ego 

4 Depression-withdrawal 4 40-49 
5 Despair (hopelessness) 5 50-59 
6 Death (?) 6 60-69 
7 Other (to be specified) 7 70-79 

8 80-89 

9 90-99 


IH. Environment-Related Category 


B. Where Hospitalized 

Closed room— reconstructive 
Open ward— reconstructive 
Closed ward— reconstructive 
Open room —acute 

Closed room—acute 

Open ward—acute 

Closed ward—acute 

Intensive care unit— reconstructive 
Intensive care unit—acute 
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C. Basis for the Evaluation* 
0 #1.2.3.4,5.6 


l #1,2,3,4,5 

2 # 1,2,3,4 

3 #1,2,3 

4 #1.2 

5 #1 and #3 

6 #1 and #4 

J #1 and #6 

8 # | 

9 Other (to be specified) 
* (#1 = ward observation, #2 = psychi- 
atric evaluation, #3 = social history, 
#4 = educational evaluation, #5 = 
dietary evaluation, #6 = psycho- 


logical evaluation) 


A Program of Crisis Intervention in the Emergency Medical Setting 


BY L.D. HANKOFF, M.D.. MARIE T. 


The general hospital emergency room provides an ex- 
cellent opportunity for the conduct of crisis intervention 
toward a goal of primary psychiatric prevention. The au- 
thors describe the development of a collaborative pro- 
gram involving psychiatric staff as consultants and emer- 
gency room nurses as crisis intervention counselors. 
Patients were readily located and engaged, nurses effec- 
tively conducted counseling, and families often reported 
benefit from their contact with the nurses. 





THIS IS A REPORT of a program of crisis intervention that 
was developed in a general hospital emergency service. 
Individuals experiencing a psychological crisis may be 
encountered in a wide variety of community care-giver 
settings. The present program mobilized the emergency 
service nurse as a counselor to the individual in crisis who 
is encountered during the course of general hospital 
emergency service care. 

The development of programs for primary psychiatric 
prevention, such as crisis intervention, faces particular 
challenges. The leap from theory to practice is often a 
formidable one. 

As is the case with preventive medicine generally and 
primary prevention specifically, the background theory 
and the proposal for a program of prevention are devised 
by specialists in one field and require implementation by 
line workers in another field. For example, understand- 
ing the epidemiology and bacteriology of an infectious 
disease becomes the basis for action by public health 
workers and educators. Similarly, the theory of the psy- 
cholęgical crisis has become the basis for crisis inter- 
vention techniques to be carried out by community care 
givers who have the opportunity to see individuals early 
in the course of a crisis (1). 

The word “‘crisis” is used here in the specific sense of a 
stunning event that disrupts an individual’s normal func- 
tioning and produces a transitional phase in which he is 
unable to effectively cope with the new situation (1-3). In 
the psychological crisis, by definition we are dealing with 
individuals at the point of impact who have not yet devel- 
oped frank psychopathology and are not formally labeled 
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psychiatric patients. By the same token, such individuals 
are not likely to be encountered in a designated psychiat- 
ric treatment setting early in the course of their crisis. 
Crisis intervention, then, is a specific form of primary 
psychiatric prevention, i.e., reduction in incidence of 
mental disorder, utilizing the technique of resolution of 
life crises by interpersonal means (1, 2, 4). 

The development of a program of crisis intervention 
therefore requires the involvement of the specific care 
giver, his acquisition of knowledge, skill, and motivation 
in relation to crisis intervention, and the concentration of 
patients to allow for economical program delivery. Per- 
haps most important of all, however, is the preliminary 
step of locating the significant checkpoints or portals of 
entry into the system of care for the individual in crisis. 
In relation to this aspect it is worth emphasizing that 
most programs of crisis intervention that operate within 
the framework of mental health are one or more steps re- 
moved from the actual initial contact of the patient with 
the care-giving system. For example, if the mother of a 
premature infant is in a state of crisis, she has usually had 
a hospitalization for the delivery, contacts with a variety 
of professionals in the hospital, follow-up postnatal clinic 
contacts, and eventually a referral to or consultation with 
a mental health service. Indeed, the involvement of the 
mental health worker may come after a considerable 
time lapse and after the state of crisis has been super- 
seded by a frankly psychopathological condition. 


THE GENERAL HOSPITAL EMERGENCY DEPARTMENT 


From the point of view of logistics and economy of ef- 
fort, the busy emergency room of an urban general hospi- 
tal is an ideal site for the development of crisis inter- 
vention programs. Large numbers of individuals 
suffering physical and psychological trauma are concen- 
trated at this point, a variety of care givers is readily 
available, an orientation to immediate assistance exists, 
and record keeping is ordinarily quite good. The present 
program of crisis intervention developed in such a setting 
is being reported because we feel that it was a relatively 
successful effort and because, as Caplan and Grunebaum 
stated in their assessment of primary prevention pro- 
grams, what is known is often not used” (5). 

While the general hospital emergency room is an ideal 
checkpoint for a program in crisis intervention, there are 
also a number of negative factors at work that hinder 
such program development. Among these factors are the 
following: 

|. The attitude of the emergency room staff is gener- 
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ally one of an orientation toward action of an overt kind 
in response to definable medical emergencies. 

2. Patients must move rapidly through the emergency 
room to make way for the next incoming emergency. 

3. Direct follow-up is generally very restricted by the 
emergency room staff proper. 

4. The emphasis on rapid assessment is facilitated by 
the emergency nature of the more demanding cases en- 
countered, so that a more exploratory history required in 
relation to personal difficulties necessitates a marked 
change of pace. 

5. The use of the emergency room by the urban 
dweller for nonurgent conditions, as a means of avoiding 
wailing lines in clinics or as a replacement for the dis- 
appearing family physician, has been associated with a 
glutting of the emergency room and a need to separate 
the emergent conditions from the more casual kinds of 
medical problems. In relation to this burgeoning use of 
the emergency room for nonurgent conditions, busy staff 
sometimes tend to regard frank psychological problems 
as nonemergent conditions (6) and perfunctorily refer the 
patients to a mental health facility. 

6. Relatives of patients in the emergency room may be 
regarded as an added burden; they may hinder treatment 
by taking up the staffs time with questions or nonessen- 
tial demands. 


THE CRISIS INTERVENTION PROGRAM 


The present program took shape in the form of crisis 
intervention counseling delivered by emergency room 
nurses. The nurses were alerted to crisis intervention op- 
portunities in order to single out patients and relatives in 
need of such counseling, explore the key issues, develop a 
relationship with the individual, make follow-up appoint- 
ments, and arrange for disposition or follow-up depend- 
ing on the requirements of the particular case. 

Nurses on all shifts were involved in the program. A 
logbook with initial as well as follow-up entries was 
maintained, with each nurse entering the notes on her 
particular case. This was necessary, obviously, because 
the emergency room chart does not provide for the 
recording of these data. 

The individual staff nurse received assistance and con- 
sultation in the management of her individual cases in a 
number of ways. The supervisory nursing personnel re- 
viewed cases and logbook entries and were in constant 
contact with the staff nurses. The psychiatric staff who 
handled emergency room requests for patient consulta- 
tion reviewed the logbook as well and discussed the cases 
on an informal basis with the nurse counselors. In addi- 
tion, a formal mental health consultation arrangement 
around crisis intervention was established, with the psy- 
chiatrist providing consultation to the nurses on a group 
basis at a monthly one-hour conference. 

Here individual cases were presented by the nurses, 
and both practical and theoretical topics were discussed. 
For example, a major focus of discussion was the nurse’s 
handling of relatives’ emotional reactions, such as the 
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common expressions of guilt by bereaved relatives. How 
might the nurse respond to such expressions in order to 
further the goal of crisis resolution? Another area of dis- 
cussion was the team relationship of nurse and physician 
in dealing with relatives. While responsibility for inform- 
ing the bereaved relative was formally the physician’s, the 
key functions often fell to the nurse. She usually had the 
tasks of comforting the relative, responding to factual 
questions regarding the illness and death, and explaining 
the procedure in the disposition of the body. The confer- 
ences served to clarify the nurse’s role and to bolster her 
initiative in the role of crisis counselor. Recommended 
reading and other study materials were passed on at these 
meetings. Attendance at the meetings varied greatly, in- 
volving anywhere from two to eight nurses, sometimes 
with representatives from all three shifts. 


OBSERVATIONS 


In assessing Our program we were primarily interested 
in determining the feasibility and economy of effort of 
the undertaking. We were aware that our program would 
not provide data for a rigorous proof of the effectiveness 
of crisis intervention as a form of psychiatric prevention, 
so we limited ourselves to observations and global judg- 
ments on: |) the descriptive features of our clinical expe- 
rience and 2) the operational features of the program. 

A review was conducted of 40 cases with adequate data 
involving patients seen in the first nine months of the pro- 
gram. The most typical crisis situation encountered by 
the nurse counselor was that related to an adult in middle 
or late life who was stricken in the community and 
brought to the emergency room either dead or in ex- 
tremis (27 cases or 67.5 percent). Contact was made with 
the patient’s relatives, and counseling and follow-up were 
conducted. This was a readily definable category of psy- 
chological trauma; emergency room staff, including 
both nurses and physicians, had experienced difficulties in 
handling relatives in such cases in the past. Thus the tech- 
nique of crisis counseling was readily grasped and applied 
by the staff. Help was extended to a relative seen at the 
time of the incident in the emergency room as well as to 
other relatives who might have been involved or were 
known to be experiencing difficulty in relation to the loss. 
For example, the husband of a woman who died of a 
myocardial infarction mentioned that one of his sons had 
had problems with school and was having especially great 
difficulties now that he had lost his mother. The emer- 
gency room nurse explored the matter during her contin- 
uing contacts with the father and arranged for referral 
and treatment of the boy in the psychiatric clinic. 

Five of the 40 cases reviewed involved fatal automobile 
accidents. Of these, two involved schoolchildren, and the 
counseling efforts were directed toward the parents. One 
of the automobile accident cases was significant as a fail- 
ure of our efforts. A 14-year-old-girl, the passenger, was 
killed when the automobile driven by her 17-year-old 
boyfriend was involved in a head-on collision. The boy 
was not injured. Efforts were made to establish rapport 


with the boyfriend at the time of emergency room contact 
and later through follow-up phone calls but neither inter- 
est nor anxiety was evoked in the youth. During the same 
nine-month period covered by the 40 cases reviewed. 
many more serious automobile accident cases were seen 
in the emergency room, but no successful counseling rela- 
tionship was established with survivors or other key indi- 
viduals. This was not due to a lack of awareness on the 
part of the staff but rather to the practical problems en- 
countered. Surviving drivers suspected of intoxication. 
for example, may have already been in the custody of the 
police and thus largely unavailable for interviews. 


The remaining eight cases presented a wide variety of 


individuals in crisis; the only feature in common was their 
ostensible need for the medical services of the emergency 
room. The emergency room contact was sometimes the 
sole opportunity for intervention. For example, a 57- 
year-old man with an acute myocardial infarction was 
admitted to the hospital from the emergency room. In the 
emergency room his wife had blurted out that she would 
commit suicide if he died. Acting on this cue, the emer- 
gency room nurse took the initiative in exploring the 
wife’s feelings and met with her several more times there- 
after when she came to visit her husband in the hospital. 
The case was discussed at the monthly conference, and it 
was concluded that definitive psychiatric treatment was 
indicated for this chronically depressed woman. At a sub- 
sequent interview the psychiatrist joined in and even- 
tually replaced the nurse in a continuing treatment rela- 
tionship with the woman. 

The patient’s benefits from nurse counseling were im- 
mediately apparent in most cases. The relatives were 
comforted and given time to ask questions and to ponder 
the situation. At follow-up contacts the issue of coping 
with the loss or with the new situation created by the 
crisis was aired. The relative was supported in his efforts 
to cope and to plan meaningfully. Emotional expression 
in relation to the traumatic event was generally encour- 
aged. The nurse usually made a follow-up telephone call 
about a month after the last scheduled contact. The rela- 
tives were quite open in their expressions of gratitude, 
and bereaved families often sent formal thank-you notes 
to the nurses for expressions of sympathy. Family mem- 
bers openly commented on the nurses’ helpfulness and on 
how much relief they had obtained from their brief con- 
tacts with the nurse counselors. 


CASE REPORT 


A two-month-old foster-care infant died suddenly at home 
after a febrile illness of a few days. She had been placed with her 
foster parents just two weeks earlier, The couple, working-class 
people in their 50s, had had a great deal of experience with fos- 
ter children, having cared for 17 over a period of many years. 
The foster parents were seen in the emergency room by the 
nurse and the pediatrics resident. The wife felt extremely guilty 
and distraught and tearfully asked if her neglect had caused the 
death. The husband was calmer and matter-of-fact. He ex- 
pressed criticism of his wife for agreeing to provide foster care 
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for children who were so young and who came to them in an 
unhealthy state. 

While the couple had had many experiences with illnesses in 
their other foster children, the death of this baby was an over- 
whelming shock to the foster mother. The nurse and resident 
spent a good deal of time discussing crib death and the possi- 
bilities in this case. The body was sent to the medical examiner, 
and the couple were told how to obtain the autopsy report. A 
few days later the nurse phoned the home and spoke at length 
with the wife. She was feeling much better, was composed, and 
appreciated the attention she had received in the hospital. 

Since the conversation in the emergency room, the couple 
had obtained some background information on the dead infant 
that they had apparently not had before. They learned from the 
foster-care agency that the baby’s real parents were both drug 
addicts who had surrendered the baby at birth. The infant had 
been premature and was not well when placed with the foster 
parents. The wife was relieved by this additional information, 
and the nurse supported her in her conclusion that these pre- 
existing factors were the main cause of the infant’s death. Be- 
cause of the experience, the wife said, she did not want any 
more foster children. The nurse took a neutral position on this 
issue, leaving it open for further consideration. 

About two weeks later the wife appeared in the emergency 
room, ostensibly seeking medical attention for her 22-year-old 
daughter, who was suffering from an upper respiratory infec- 
tion. The nurse spoke with the wife, who now appeared in good 
spirits. The wife had decided not to give up her foster-mother 
role entirely but to be more cautious, accepting only older chil- 
dren and insisting that they be healthy at the time of placement. 
The daughter’s complaint was not urgent, and she was directed 
to the medical clinic that day. 


DISCUSSION 


Among the 40 cases, a total of five patients required re- 
ferral for definitive psychiatric treatment. This decision 
was usually reached after the nurse had conducted several 
interviews with the individual and discussed the case with 
the psychiatrist. It was concluded that psychopathology 
existed to a degree requiring more intensive care, and the 
nurse was then faced with the task of accomplishing a 
successful referral to the psychiatric clinic. Our success in 
achieving these referrals was one of the additional bene- 
fits of the program. It is a well-known fact that ordinar- 
ily, referrals to clinics (particularly to the psychiatric 
clinic from the emergency room) have a low degree of 
success (7, 8). 

In the case of the patient seen in the crisis intervention 
program, the nurse had established a relationship of trust 
with the individual, and the referral could be made in this 
atmosphere of understanding. In addition, the flexibility 
of the program facilitated a dual contact by the psychia- 
trist and the emergency room nurse. Thus a smooth tran- 
sition into psychiatric treatment was accomplished. If the 
patient faltered or did not want to return to the psychia- 
trist, he was able to return to the emergency room nurse 
or to be followed up by her through telephone or letter 
so that a further effort at arranging treatment could be 
conducted. 

Referral so arranged by the emergency room nurse 
was almost always successful (with four out of five 
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patients moving into treatment). While our series of 
patients is admittedly small, the contrast with the experi- 
ence of others is striking. For example, in one study of 
patients who had attempted suicide and were seen in a 
general hospital emergency room, only nine percent of 
the patients referred to the psychiatric clinic kept their 
appointments (8). 

While the major goal of our program was primary pre- 
vention, it is apparent that much of the activity shaded 
into secondary prevention and at times clearly served 
that goal. For example, the fact that five out of 40 
patients (12.5 percent) received psychiatric referral sug- 
gests that frank psychopathology was frequently encoun- 
tered by the nurses and its early treatment (secondary 
prevention) facilitated. The patients referred for direct 
psychiatric care were usually family members who had 
had a psychiatric disorder prior to the critical event that, 
brought them to the hospital emergency room. The en- 
counter with the emergency room staff was then used to 
motivate the individual for continued definitive psychiat- 
ric care. 

Of the relatively large number of nurses to whom this 
program was exposed, only a small number became ac- 
tively involved. It was clear that a personal choice was at 
work. Nurses either became enthusiastically and in- 
stantly involved or never became involved in the manage- 
ment of individuals undergoing a personal crisis. 


An important question was that of the practicality of 
the program and the ability of the nursing staff to find the 
time for crisis intervention. This proved not to be a prob- 
lem. In our setting two or three new patients per week 
were offered crisis intervention. These were then fol- 
lowed up, typically by one or two additional brief inter- 
views, One or two telephone calls, and occasionally a let- 
ter. The staff found itself able to manage the project with 
no difficulty. 
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An Evaluation of Evaluations 


BY S. MOUCHLY SMALL, M.D.. AND PETER F. REGAN, M.D. 


Physicians will be subject to periodic reexamination in 
the course of their professional careers. There is an ur- 
gent need to determine correlations between test results 
on examinations now being used and the actual com- 
petence of physicians in their clinical practice situations. 
The authors review several facets of the present status of 
testing: the internal reliability of tests, their content, and 
various testing methodologies. Data in all of these areas 
illustrate the difficulties involved in testing clinical com- 
petence and emphasize the need for research and action. 





A “CREDIBILITY SURPLUS” surrounds educational testing 
in medicine. This is due in part to the fact that tests are 
built into the fabric of our “meritocracy,” and in part to 
their aura of scientific precision. Practitioners of medi- 
cine are naturally inclined to give credence to tests. They 
have encountered tests at every step in their progress: 
however brutal the tests may have seemed at the time, 
they were the means of obtaining the credentials neces- 
sary for each person’s current professional activity. 

But tests have weaknesses, too. Although they may be 
a good measurement of knowledge, they are on very 
shaky ground when they attempt to assay clinical skill 
and judgment. Yet it is into this very area that they are 
now rapidly moving. Social pressures for consumer pro- 
tection are calling for periodic relicensure and recertifica- 
tion; it seems inevitable that some form of testing for 
clinical competence will become a recurrent part of our 
professional lives. 

The effects of this trend can be profound. The impact 
of testing on education and practice, already potent, 
could become even greater (1). And the potential impact 
on individuals is incalculable: These recurrent tests will 
have the capacity to remove credentials previously at- 
tained. 

The current and potential importance of testing justi- 
fies careful examination by informed professionals — ex- 
amination that will reveal a need for much research on 
the issue of assaying clinical competence and for consid- 
erable caution in adoption of testing approaches. It is 
hoped that this brief review of testing will stimulate such 
an examination. 
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THE DEVELOPMENT OF TESTING PROCEDURES 
WITHIN MEDICINE 


At first view, the status of testing in the United States 
seems extremely diverse: Tests are administered by medi- 
cal schools, by the National Board of Medical Exam- 
iners, by 50 state licensing boards, by more than 20 spe- 
cialty and subspecialty boards, and by more than a dozen 
specialty societies. 

In point of fact, however, this deceptive diversity 
masks considerable homogeneity. Despite the wide range 
of sponsorship, testing procedures have followed in the 
wake of medical education and practice — from wide vari- 
ations in the pre-Flexner period, to undergraduate stan- 
dardization in the 1920s and 1930s, to specialty standard- 
ization in the 1930s, 1940s, and 1950s. Currently, the 
National Board of Medical Examiners not only prepares 
its Own tests but provides them for 48 of the 50 state 
boards, for many of the specialty boards, and for 13 pro- 
fessional associations for use as self-assessment tests. 

But the late 1960s and early 1970s have found medical 
education and practice moving away from uniformity 
into a richness of diversity that has caused educational 
leaders to attempt a redefinition of basic content (2). In 
the 1950s there were nationally accepted givens: the basic 
science and the clinical years, introductory and clinical 
courses in psychiatry, and uniform residencies in every 
specialty. These comfortable, familiar sequences have 
been swept away. We still find bench marks, but they are 
not at the basic level of “what every medical student 
must know.” Instead, they are at the other end of the 
formal educational sequence, embodied in the standards 
of clinical competence erected by the specialty and sub- 
specialty boards. 

It is precisely at this point that we find the nub of the 
testing problem. The tests lag behind the educational and 
practice goals. They are best equipped to test fundamen- 
tal and universally required knowledge and are at their 
weakest in testing clinical knowledge and skill. This can 
best be seen by examining three facets of current testing 
within medicine: internal integrity, content, and meth- 
odology. 


Internal Integrity of Examinations 


On the score of reliability and validity in measuring the 
extent of a subject’s knowledge, present testing proce- 
dures are highly effective (3,4). This effectiveness has 
come about as a result of increasing sophistication in two 
areas: 

|. Test construction. Once the area of knowledge to be 
tested is decided upon, great care is taken to couch ques- 
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tions and answers in a neutral fashion. In a multiple- 
choice question, for example, both correct and incorrect 
answers must be similar in style, length, and phrasing. 

2. Statistical analysis. Every attempt is made to en- 
sure that every question on a test will help to distinguish 
among levels of knowledge. A “good” question will be 
answered correctly by 70 to 85 percent of examinees (for 
a P value of 70 to 85'). Ideally, it will be answered cor- 
rectly by superior examinees and incorrectly by inferior 
examinees (for a biserial coefficient [r] of better than 
.20) (3). 

These developments are best suited to testing knowl- 
edge, and especially so by multiple-choice examinations. 
They rest on the assumption that examinees with exten- 
sive knowledge almost certainly have the knowledge to 
answer “easier” questions. On matters of clinical skill 
and competence, however, the ground is less secure: Does 
the examinee who understands genetic coding hear a 
heart murmur? 


Content of Examinations 


Currently, the content of examinations follows the 
chronology of medical education. Part | of the National 
Board’s examination focuses almost exclusively on 
knowledge, while specialty and subspecialty exam- 
inations seek to test both knowledge and clinical com- 
petence. At every level efforts are made to ensure that the 
content will have general relevance and importance to 
clinical practice. In the National Board test-construction 
method this goal is pursued by obtaining the advice and 
agreement of recognized authorities on what questions 
should be asked and what responses are desirable. 

As previously indicated, a difficulty arises from the fact 
that testing reliability and validity diminish as the test 
moves from knowledge toward clinical competence. This 
difficulty, however, is compounded by the artificiality of 
the testing situation. However good or bad the internal 
reliability of clinical testing may be, there currently is no 
proof that results are predictive of a subject’s real clinical 
competence under the stresses and ambiguities of actual 
clinical practice. Any reliance on tests of clinical com- 
petence must therefore be doubly guarded. 


Methodology of Examinations 


It is the rare practitioner who has not run the gamut of 
ordinary testing methodologies: oral, essay, true-false, 
and multiple-choice tests. The first two are notoriously 
low in reliability, and they’ become less effective (and 
more expensive and time-consuming) as the number of 
examinees increases. The latter two are more objective 
and hence more reliable and valid, but they are poorly 
geared to measure clinical competence. 

Attempts to develop better instruments to assay clini- 
cal competence have focused on several approaches: 

|. Patient-management problem (PMP) exam- 
inations (5, 6). Such tests typically begin with the presen- 


| ? 39 
P =the percentage of examinees who “pass” (answer correctly) each 


item (question). 
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tation of a brief clinical history, physical examination, 
and routine laboratory tests, which are representative of 
diagnostic and management problems thought to be im- 
portant or signal in nature. The examinee is required to 
select courses of actions by erasing plastic overlays in the 
spaces adjoining the course or courses that he considers 
most appropriate. His action may disclose useful infor- 
mation or may merely disclose that his selection is noted. 
Armed with this new information, the examinee proceeds 
to more detailed clinical problems about the same 
patient. This PMP technique is frequently called “pro- 
grammed testing” because of its similarity to pro- 
grammed instruction; an alternative PMP technique is 
known as a “branching technique” (7). 

2. Peer review. Espoused because it allows actual clini- 
cal effectiveness to be evaluated by clinicians, this tech- 
nique currently suffers from practical uncertainties such 
as variation in definition of levels of competence and 
breadth of fields to be evaluated, logistic difficulties of 
scale if it were used on a national basis, and great difh- 
culty in proving reliability and validity. It is, however, 
unambiguously focused on the presumed concern of all 
tests in medicine: the quality of care actually provided to 
real patients. 

3. Effectiveness review. This technique seems best 
suited to testing systems rather than individuals, since it 
involves establishing criteria for the proper management 
of specific problems and then uses hospital records or 
other large-scale data sources to determine the extent to 
which those criteria have been met. It does not give assur- 
ance of the clinical effectiveness of individuals within the 
system or of the system’s effectiveness in areas not moni- 
tored. It may, however, become sufficiently refined to 
grapple with these problems. 

4. Simulation techniques. Many modifications of the 
PMP methodology use simulated clinical examples. The 
simulation varies in its approximation to real-life situ- 
ations, extending from film clips of actual patients or of 
actors, through various audiovisual presentations, to on- 
line interactions with computers (8). Such techniques are 
hampered by questions of large development costs and by 
the complexity of the analytic work necessary to provide 
widely applicable results (although the use of computers 
seems better able to avoid these problems). 


*“TESTMANSHIP 


No review of testing can afford to overlook test- 
manship. If the perfect test to determine clinical effec- 
tiveness should ever be devised, it will nonetheless be an 
artifact. It may be capable of reliable and valid determi- 
nations for a large group of examinees, but it will inevita- 
bly be subject to inaccuracies about individuals. Some ex- 
aminees will underscore and some will overscore, 
depending on their individual skills in testmanship itself. 

How does testmanship operate? Consider the clues 
that inevitably creep into the most sophisticated and ex- 
haustively studied type of test, the multiple-choice test: 

|. Universals. Rarely is anything in medicine univer- 


sal; answers tending toward the “always” or “never” po- 
sition are apt to be incorrect. 

2. Length. It usually requires more words to include 
all the qualifications essential to a correct answer; the 
longest answer is apt to be the correct one. 

3. Bias. Subspecialty questions are usually constructed 
by subspecialists who are enthusiastic about their fields: 
the most positive answer is apt to be the correct one. 

The good testman will consciously or unconsciously be 
guided by clues like these and will also take full advan- 
tage of the odds (which tend to favor educated guesses). 
Similar clues are present, and are even harder to control. 
in testing techniques of a less controlled nature, such as 
the PMP. 

Underlying all of these subtle clues, of course, lies the 
social and intellectual substrate of the testing procedure 
itself. Tests are usually constructed by people from a 
given cultural and intellectual background on the as- 
sumption that they will be taken by people from the same 
background. The odds are strongly against an adequate 
determination of the clinical competence of a poor test- 
man who also happens to have been trained abroad. 


DISCUSSION 


From the foregoing it must be clear that we believe 
that the contemporary edifice of testing within medicine 
rests on a shaky foundation. The closer one comes to 
dealing with issues of clinical management and treat- 
ment, the less secure the findings of examinations be- 
come. At every level of validity and reliability, moreover, 
the relationship between testing and the subject’s actual 
clinical ability is a tenuous one. 

These caveats should not be interpreted as either an in- 
dictment of present testing techniques or as Opposition to 
the use of testing as a means of determining clinical com- 
petence. On the contrary, the future should bring as many 
improvements in testing as the last several decades have 
brought. In addition, even the present status of testing 
provides certain prima facie benefits, such as the stimu- 


lation of a desire to learn, some degree of clarification of 


basic requirements, and some general assurance of a de- 
gree of clinical effectiveness. 

What is of far more concern to us is the issue of direc- 
tion and a systematic approach to the questions raised by 
testing. Too often, debates about testing are conducted 
by experts within the field of testing, who are seeking to 
refine and strengthen the structure within which they 
work. This is a laudable pursuit, but it is high time that 
the members of the medical profession (who are and who 
will be the subject of proliferating tests) come to recog- 
nize the stake that they have in this matter. 

Specifically, strenuous efforts must be made to place 
the structure of testing (good as it is, better as it may be) 
on a firm foundation, one based on clear correlations 
with clinical ability. The ways in which this should be 
done are manifest: Actual studies of the clinical effec- 
tiveness of physicians in a variety of situations should be 
correlated with their scores in various tests of different 
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kinds. It is entirely feasible, for example, to have a team 
of testing experts and practicing clinicians study the re- 
sults of the American Psychiatric Association’s second 
Psychiatric Knowledge and Skills Self-Assessment Pro- 
gram (PKSAP-II). Such a team could establish initial 
correlations between clinical competence and test results 
by conducting confidential evaluations of the clinical 
competence of volunteer psychiatrists with high scores 
and with low scores. At a cost far lower than the cost of 
the test itself, guidelines for future developments could 
emerge. 

But there is also a need to develop a more rational and 
comprehensive sequence of examinations: one that uses a 
variety of testing techniques as the focus of content 
progresses and one that is geared to lifelong learning by a 
delineation of “permanent” and “time-bound” elements 
of knowledge (9). The signal efforts of the American 
Board of Orthopedic Surgery (10) point the way to this 
end, and the time would appear ripe for specialty groups 
and the National Board of Medical Examiners to jointly 
embark on a similar but more broadly based enterprise. 


SUMMARY 


A review of the present status of examinations within 
the profession of medicine in the United States indicates 
that the field now possesses considerable internal reli- 
ability and validity, which need continued enhancement 
in the area of clinical management and treatment. An ur- 
gent need exists for the determination of correlations be- 
tween these internally secure test results and the actual 
competence of physicians in their clinical practice situ- 
ations. 

Viewed from a system-wide perspective, the current 
pattern of examinations is unorganized, with an unclear 
relationship to an (admittedly uncertain) educational 
process. 

A course to correct these difficulties would appear to 
include two components. On the one hand, it would in- 
volve strenuous efforts to establish correlations between 
the results of tests (such as the American Psychiatric As- 
sociation’s PKSAP-II) and clinical ability. On the other 
hand, it would involve cooperative efforts aimed at creat- 
ing a more orderly sequence of tests by means of inter- 
action by the many groups now generating tests (most of 
which are technically produced by the National Board of 
Medical Examiners). 

Of even more importance than these feasible steps is 
the issue of professional awareness on the part of the 
membership of the American Psychiatric Association 
and other organizations. In the absence of such under- 
standing, organizations may well not undertake the 
necessary actions, and the individual members may soon 
find themselves trapped: They may be subjected to in- 
appropriate testing techniques given in a disorganized 
fashion and perhaps judged in the light of an inferred 
(but unproven) belief that test results have a relationship 
to clinical effectiveness. 
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DISCUSSION 


James S. Eaton, JR., M.D. (Washington, D.C.)— In this “Age 
of Accountability” Drs. Small and Regan’s paper is most time- 
ly. It is an attempt to make us all more aware of the impor- 
tance of forthcoming professional examinations, evaluations, 
and recertifications. They have reviewed the subject well, and I 
can find little in the paper with which I disagree. To the extent 
that I do take issue with the authors, it is only in matters of em- 
phasis. My remarks, therefore, will be primarily an elaboration 
of some of the issues involved. 

One of the most troublesome aspects of this whole problem ts 
an inadequate recognition by the profession of the implications 
of a poorly designed evaluation system and its potentially far- 
reaching effects. For many of us, I’m afraid, evaluations are an 
odious chore. Further, we feel that we are being intruded upon 

-that our freedom is being abridged. A process of peer review 
or evaluation appears to fly in the face of our country’s heritage 
of rugged individualism and our profession’s history of auton- 
omy of practice. But America is quickly coming of age in a 
variety of ways and so is our profession, 

Perhaps now we~as a profession are becoming mature 
enough and psychologically sophisticated enough to realize that 
in order to preserve larger freedoms we must accept minor con- 
trols and constraints, with perhaps even the expectation, if not 
the promise, of an improved quality of practice. 

The danger, of course, comes in not knowing how rigid or se- 
vere these constraints should be or will be and how far-reaching 
their effects might be. (Certification and credentialing are not 
only forms of quality control, they can also be used as a form of 
manipulation in the marketplace.) 

Another significant issue is the inability of present evaluation 
mechanisms to accurately measure the process of clinical judg- 
ment, skills, and habit patterns of clinical care. These are much 
more “soft” and much less assessable than are the “hard” 
pieces of factual information. But given even a better method 
for measuring the former, how much weight should be given to 
each test behavior? Which is more important, one’s “training” 
or one’s “education’”? 
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A good example of the vast difference between the meanings 
of these two words was given recently by former Attorney Gen- 
eral Elliot Richardson. He had just been nominated to head a 
third separate department of government within a period of 
only four months. A reporter asked him, “How do you know 
these days who you are when you wake up in the morning?” 
Richardson replied, “Its easy-—only the subject matter 
changes.” Training? No. Education! And how can this be mea- 
sured in a way that will test more than just subject matter? 

I do feel that Drs. Small and Regan’s paper does not assign 
enough importance to peer review or to peer evaluation. (Of 
course, it should be realized that these are different from one 
another in both character and intent.) There is understandably a 
natural reluctance of physicians to evaluate each other for ei- 
ther intraprofessional or extraprofessional purposes. Perhaps it 
is worse for us in medicine because of tradition and our height- 
ened appreciation of human error. 

Regardless of this, however, peer evaluation and review re- 
main the best methods for assessing general clinical competence 
for any extended period of time. But this is true only when such 
a peer evaluation is conducted among a large number of physi- 
cians in one delivery system in such a manner that pressures of 
competition and other personal biases are minimized. Such a 
system clearly deserves a trial. After all, attorneys have lived 
with their Martindale-Hubbell ratings’ for a number of years, 
and they seem to have survived, albeit with such an imperfect 
method of peer evaluation. 

Newly legislated Professional Standard Review Organiza- 
tions are really peer review mechanisms, and any future na- 
tional health insurance system will rely heavily on such proce- 
dures as a way to ensure that both the insurance carrier and the 
patient are getting their money's worth. Patient and prac- 
titioner profiles will probably be drawn up, and to some extent 
they will attempt to reflect the quality of care given. 

If we are going to engage so heavily in peer review and eval- 
uation, should we not be using these methods more with under- 
graduate medical students? Peer audits are already being con- 
ducted in schools, using the problem-oriented record, and they 
are being used in a way that promotes continued learning. 

A seasoned practitioner who elegantly blends the soft and 
hard types of knowledge with a set of attitudes and habits keyed 
to his own personality and experiences would never score as 
high on an artificial test as he would on peer evaluation. But 
would the full recognition of his abilities really be necessary? Or 
are we concerned only with setting minimal standards of com- 
petence? And, if only minimal standards, will the American 
public and eventually the profession be satisfied with only 
these minimal standards? After all, for years the M.D. degree 
was a generally accepted lifetime minimum legal standard of 
competence for a variety of medical practices, including highly 
specialized surgical procedures. In short, where will this eval- 
uation route lead us? 

The issue of patient confidentiality with peer review methods 
is a sticky one, especially in small communities, and it should at 
least be mentioned as a problem yet to be solved. Another difti- 
cult question is whether the close monitoring of a psychiatrist's 
generally very personal work would do violence to the humaniz- 
ing nature of the work. Both issues need extensive study. 

Drs. Small and Regan see that the major problem with tests 
is that they frequently lag behind educational and practice 


‘For over 100 years Martindale-Hubbell, Inc., has published a direc- 
tory of attorneys (1). It includes biographical data and ratings as to 
legal ability and general recommendations that embrace faithful adher- 
ence to ethical standards, professional reliability, and diligence. The 
ratings are based upon confidential evaluations given by peers. 


goals. But it seems to me that there are equally knotty issues in- 
volved in the reverse. The primary goal of an evaluation is to 
measure a type of competence that presumably was expected to 
be there in the first place, before the test. Nevertheless, by virtue 
of the power of the evaluation instrument and the power of its 
consequences, a very real possibility —if not danger—is that the 
test will wind up directing and reshaping that which it is at- 
tempting to measure. And the tail wags the dog. 

But is there now an alternative? Do we have a commonly 
agreed-upon set of standards for the clinical practice of psychia- 
try? I think not. And it is hard to examine broadly, both geo- 
graphically and philosophically speaking, when we cannot agree 
what clinical competence is. 

I was pleased that the authors took note of the need to study 
the effect of the environment in which exams are given, for the 
phenomenon of state-dependent learning is an important con- 
sideration in designing tests. 

Choice of examination type and method seems to be worthy 
of mention. Just as different people learn better in different 
ways, so people vary in their ability to report their learning. 
Should there then be a choice afforded the examinee as to the 
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type of evaluation instrument used for him, i.e., objective exam, 
patient-management problem, peer review, etc? Further, should 
those psychiatrists who limit their practice to community con- 
sultation or psychoanalysis be expected to take the same exam- 
ination as general or hospital psychiatrists? I think so, but there 
are many who would disagree. 

Finally, the authors call for a rational and comprehensive se- 
quence of examinations geared to lifelong learning. This is well 
and good, but it seems to me that such a sequence of exams 
could only follow a rational and comprehensive system of edu- 
cation that would, from the first, develop in the student a sense 
of responsibility and the desire to be a continued self-educator. 
Such an integrated system of education is presently lacking, es- 
pecially in the health and mental health sciences. 

Our job is cut out for us in many ways! 
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Treatment Patterns in Prepaid Psychiatric Care 


BY OTTO H. SPOERL, M.D. 


The author describes the evolution and current function- 
ing of a mental health service in an HMO that serves 
more than 175,000 members in the Seattle metropolitan 
area. A cohort of 159 patients was followed for 18 
months to investigate referral patterns, categories of 
presenting problems, diagnostic impressions, treatment 
modalities, and patterns of utilization. The advantages 
and problems of the prepayment system vis-a-vis psychi- 
atric care are discussed. 





THE RAPIDLY INCREASING cost of health care has led 
health planners in many countries to look for delivery 
systems that are designed to emphasize prevention and 
early treatment and to provide comprehensive services at 
a reasonable cost to the consumer. For these reasons, the 
so-called health maintenance organizations (HMOs) 
have recently received a great deal of attention in the 
United States and elsewhere. They are seen as models for 
larger, perhaps nationwide health care delivery systems 
in the future, in spite of the fact that at present they serve 
only a small percentage of the population. 

Most of these programs initially restricted the condi- 
tions covered but have usually broadened their coverage 
as time has gone on. For a variety of reasons, psychiatric 
care was often excluded. Changing attitudes toward men- 
tal illness, a changing public image of mental health pro- 
fessionals and what they do, and the increasing psycho- 
logical sophistication of consumers have been some of 
the factors that have made possible the successful push 
for inclusion of mental health services in HMO-type 
plans. Some pioneer projects such as the psychiatric in- 
surance project jointly undertaken by Group Health In- 
surance, Inc., of New York City, the National Associa- 
tion for Mental Health, and the American Psychiatric 
Association in 1962 paved the way by establishing that a 
limited ambulatory psychiatric benefit was economically 
feasible (1). 

Since that time there have been a number of reports 
describing various systems of prepaid and other in- 
surance coverage for psychiatric care. In November 1969 
the American Journal of Psychiatry devoted a special 
section to insurance coverage of mental disorders, and 
more recently Reed, Myers, and Scheidemandel reviewed 
all the available data in this area in a comprehensive 
fashion (2). 


Dr. Spoerl is Staff Psychiatrist, Group Health Medical Center, 200 ISth 
Ave. East, Seattle, Wash. 98102, and Clinical Assistant Professor of 
Psychiatry, University of Washington, Seattle, Wash. 
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What is the impact of a comprehensive prepaid health 
care system on psychiatric patients and on mental health 
professionals working within such a system? Is it possible 
to discern characteristic patterns of treatment? In order 
to provide a definitive answer to these questions it would 
be necessary to compare treatment patterns in matched 
populations under different delivery systems, a task that 
transcends the scope of this paper. But even without such 
matching, an analysis of treatment patterns under a pre- 
paid system reveals interesting trends and offers clues to 
probable future patterns of mental health care in similar 
systems. 


DEVELOPMENT OF THE MENTAL HEALTH SERVICE AT 
GROUP HEALTH COOPERATIVE 


Group Health Cooperative of Puget Sound is a non- 
profit hospital-based health maintenance organization 
now serving more than 175,000 subscribers in the greater 
metropolitan area of Seattle, Wash. It is private and 
largely controlled by its consumer members. Although 
Group Health was founded in 1946, the mental health 
service did not begin operating until 1966. It grew out of 
broadly based interests shared by subscribers and psy- 
chologically attuned members of the staff. From the be- 
ginning the service has been guided by a mental health 
committee, which has included representation from sub- 
scribers who were elected as members of the board in 
addition to representatives from the mental health service 
staff. the medical staff, and the cooperative’s administra- 
tion. A number of key decisions made early in the history 
of the service have had a lasting effect on its operatign: 

|. In line with the growing body of knowledge in the 
area of crisis intervention, the major focus of the service 
has been on early attention to life crises and other aspects 
of preventive psychiatry, such as marital counseling and 
family therapy. Easy access to the service for all sub- 
scribers has been facilitated by the fact that the sub- 
scribers voted to provide prepaid coverage for the first 
ten services per person per year in all contracts as of Jan- 
uary 1970; subsequent services are subject to a charge of 
$5 each. 

2. From its outset the service has consistently sought 
to act as a facilitator and an extension of the services of- 
fered by family physicians and other providers of pri- 
mary medical care. Accordingly, much time and effort 
have gone into a variety of forms of consultation and ed- 
ucation, both within Group Health and in the wider com- 
munity. 

3. To a much greater extent than in many mental 


health clinics there has been integration of members of 
the three major mental health professions (psychiatry, 
clinical psychology, and psychiatric social work) into the 
functional role of “mental health therapist.” This has 
been made possible by a largely democratic, horizontally 
Oriented administrative structure that has fostered inde- 
pendent functioning by the therapist while at the same 
time creating a collegial atmosphere conducive to the 
kind of informal consultation seldom found in other 
practice settings. 

4. In spite of the fact that Group Health has widely de- 
centralized most of its facilities, the mental health service 
has thus far remained centralized in one location in order 
to facilitate an integrated, coordinated, and economical 
operation and to develop a coherent philosophy of treat- 
ment among professionals with widely differing back- 
grounds and orientations. However, partial decentral- 
ization (in the form of two or three mental health clinics 
each relating to a cluster of surrounding primary care 
centers) will occur during the next few years. 

5. Although about one-fourth of the subscribers now 
have limited coverage for psychiatric hospitalization, the 
mental health service has thus far not developed its own 
Inpatient or day treatment facilities. Emphasis has been 
placed instead on minimizing the need for hospitalization 
by preventive measures, easy access to outpatient treat- 
ment, careful consideration of all possible alternatives to 
hospitalization, and follow-up of those few members who 
have had to be hospitalized outside of Group Health. 


CURRENT TREATMENT PATTERNS 


Currently more than half of the patients asking to be 
seen are self-referred. Patients first discuss their problem 
with one of two intake nurses who screen emergent cases 
for immediate attention by the therapist on emergency 
duty or—for those who can wait—schedule an intake ap- 
pointment with the mental health service therapist at the 
earliest available time. The treatment plan is usually de- 
termined by the therapist at the time of the intake eval- 
uatign and may include individual therapy, family ther- 
apy, psychological testing, pharmacotherapy, group 
therapy, or a combination of these modalities. 

Currently the service is offering closed therapy groups 
for adolescents, parents of adolescents, marital couples, 
single adults, and middle-aged women as well as relaxa- 
tion training groups on a regular schedule. In addition, 
from time to time various therapists arrange groups with 
a specific composition or for a specific purpose. The fact 
that all of these groups are time-limited (lasting from a 
few weeks to four months) reflects the general awareness 
that resources are limited and helps in setting practical, 
attainable treatment goals. The only group that has been 
designed to continue indefinitely is an open-enrollment 
Supportive group meeting once a week that patients with 
periodic decompensations can use intermittently —a form 
of treatment allowing a large number of patients to be 
maintained on medication and support at small expense 
of professional time. Another device that has increased 
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TABLE | 
Demographic Characteristics of 159 Patients Initially Seen 
During February 1970 








Patients Overall Group Health 
Membership 

Characteristic N Percent (Percent) 
Sex 

Male 57 35.0 47.1 

Female 102 65.0 52.9 
Age 

Under 5 vears 0 0.0 8.5 

5-12 9 5.7 15.4 

13-20 22 13.8 15.7 

21-29 45 28.3 15.4 

30-39 40 25.2 11.6 

40-49 24 15.1 11.0 

50-59 14 8.8 11.4 

60 and over 5 3.4 11.0 
Marital status 

Single 56 35 

Married 90) S8 

Separated 4 3 

Divorced 4 3 

Widowed l l 

Unknown 4 : 
Education 

Grade school 14 13 

High school 56 54 

College 35 33 

Unknown 54 . 
Estimated social class** 

| 5 3 

II 48 30 

IH 67 42 

IV 37 24 

V 2 | 


ee ee 
*The number “unknown” were omitted in calculating the percentages. 


** According to the Hollingshead-Redlich scale (4). 


the productivity of many therapists is scheduling patients 
for short appointments (20 or 30 minutes) when appro- 
priate. 

During 1972 the mental health service was staffed by 
five psychiatrists, three clinical psychologists, and ten 
psychiatric social workers as well as supporting staff. 
During that year 6,780 patients were seen for a total of 
24,228 visits, with a mean number of 3.6 visits per 
patient. Looking at the entire spectrum of utilization, one 
can observe that 2,648 patients had only one visit to the 
service, whereas at the other end of the spectrum 37 
patients were seen 25 times or more during the year. Ex- 
pressed in a different way, 50 percent of the services ren- 
dered were used by 16 percent of the patients. Of all the 
services provided, 17 percent consisted of diagnosis and 
evaluation, 39 percent of individual treatment, 21 percent 
of family therapy, 19 percent of group therapy, and 3 per- 
cent of psychological testing (3). 


LONGITUDINAL FOLLOW-UP STUDY 


In order to elucidate patterns of treatment and trace 


AmJ Psychiatry 131:1, January 1974 57 


PREPAID PSYCHIATRIC CARE 


TABLE 2 any type of formal counseling. This fact, along with the 
Intake Observations of 159 Patients Initially Seen During very high percentage of patients diagnosed as suffering 
REGED 1220 from acute crisis situations, marital maladjustments, or 
situational adjustment reactions (table 2) supports the 











Observation N Percent impression that prepaid mental health coverage within an 
BORE HMO will lead its members to seek professional help 
» Source of Referral i 
Group Health physician g0 50 early. In regard to referral patterns, it has been the 
Self 5] 32 clinic’s experience that over the years the percentage of 
Relative or friend 19 12 self-referrals has gradually increased to the point where 
Other (agency. schooletc.) ? 6 currently more than half of all patients come to the clinic 
Previous counseling . ý ee 3 i l 
Sais : 99 65 on their own. As a group, physician-referred patients 
Group Health mental health service 7 4 tend to be more somatically oriented, while self-referred 
Other 47 31 patients show a higher degree of psychological-mind- 
Unknown 6 s edness and motivation for change. 
Presenting problem as described by patient 
Personal 60 FTI 
Family 59 37.1 
School 14 8.8 TREATMENT PATTERNS DURING |8-MONTH 
Alcohol or drug 6 3.7 FOLLOW-UP 
Legal 6 3.7 
hy sici 5 3. . . 
on 4 $ The generally low number of services per patient (3.6 
Other 5 3 | visits per patient per year) has remained remarkably 
Diagnostic impression recorded by therapist stable over many years in spite of expansion, staff 
Acute crisis situation (including changes, and the introduction of new treatment modali- 
exacerbation of chronic crisis) 46 29 
Neurosis 23 14 
Marital maladjustment 2\ 13 
Personality disorder 20 13 
No diagnosis 19 }2 TARLE 3 
= mle Se P oye s y Treatment Patterns During 18-Month Follow-Up of 159 Patients 
Functional psyenosis j Initially Seen During February 1970 
Psychophysiologic reaction 6 4 
Organic brain syndrome Z | 
Other 2 | Treatment Variables N Percent 








* The number “unknown” were omitted in calculating the percentages. Professional background of therapist 


Social worker 87 55.0 

Psychiatrist 58 36.0 

Clinical psychologist 14 9.0 

Treatment modality* 
the longitudinal course taken by patients through their Individual psychotherapy 127 79.8 
contacts with the mental health service, a cohort of 159 Taen isan - wae 
at. à Pharmacotherapy 24 15.1 
successive intake cases was followed through study of the Group therapy 6 100 
patients? medical charts and mental health service Psychological testing 16 10.0 
records for a period of 18 months following their first Hypnotherapy 2 1.2 
contact with the service. The cohort represented all Number of visits i. 
patients initially seen on the service during the month of : , A oye 
February 1970, the second month after prepaid mental = 34 214 
health coverage had been extended to all Group Health 7 10 19 12.2 
subscribers. These 159 patients formed the study popu- II 15 15 9.4 
lation. The results of the follow-up are contained in tables + À 4 
l, 2, and 3. More than 30 3 Is 
Although a comparison of the age and sex distribution Diiration of treatment in weeks 
of the overall Group Health membership with the popu- 0- 2 45 28.3 
lation of the two counties where most of the members re- > 2 25 15.7 
side showed only very slight differences in distributions, i 5 n er 
when patients in the study group were compared with the 37 i T 76 
overall membership on age and sex we found a higher uti- More than 52 17 10.7 
lization of the mental health service by women (see table Mode of termination 
1). The study group also had a relatively large percentage Mutual agreement 735 47.1 
of patients in the higher social classes and with high edu- ha A at end of study i oa 
cational attainment. Transferred outside of Group Health . 10 6.3 
It is noteworthy that for two-thirds of the patients, the 

intake appointment represented their first exposure to *A number of patients were seen in more than one type of treatment. 


Ai 
oo 
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ties. More than anything else, this probably reflects the 
general orientation of the clinic toward crisis intervention 
and short-term therapy. A surprising finding in this con- 
text was that a substantial number of patients maintained 
treatment contact with their therapists over a fairly long 
period of time although they were seen only infrequently. 
In many cases, such an obviously economical treatment 
pattern was made possible only by close cooperation be- 
tween the family physician and the mental health thera- 
pist. This kind of sharing of patient care appears to be 
easier to achieve in a closed system of moderate size such 
as Group Health than in an open system. 

An unexpected finding was the high percentage of 
patients who stopped using the mental health service in 
spite of the fact that further contact was suggested and 
expected by the therapist. Although a close scrutiny of 
subsequent entries in the medical chart revealed that in 
quite a few of these cases the reason for dropping out was 
the fact that the crisis had somehow been resolved, the 
finding still points to an apparent weakness in the serv- 
ice’s present system of follow-up; it suggests that a short- 
term treatment service with a high rate of patient turn- 
over probably needs to develop special methods of fol- 
low-up for dropouts. On the other hand, one might argue 
that a high dropout rate and a relative lack of special ef- 
forts by the staff to prevent dropping out may be seen as 
logical weak spots to be expected in a prepaid health care 
system, just as one might predict a certain tendency to- 
ward overtreatment, overhospitalization, and excessive 
use of diagnostic tests under the fee-for-service system. 


GENERAL OBSERVATIONS 


Although the statistics presented in these pages docu- 
ment many aspects of the operation of the service, there 
are attitudes and expectations on the part of both pro- 
viders and consumers of care in a prepaid group health 
cooperative that cannot be measured easily. Yet in our 
Opinion these play a very important role in the function- 
ing of the service and deeply affect the therapist-patient 
relationship. 

Both partners in the therapeutic interaction are part of 


OTTO H. SPOERL 


a voluntary cooperative system of taking care of certain 
medical and personal needs. Many therapists who have 
come from different systems of practice to Group Health 
have commented on the high level of awareness of be- 
longing to this system that is apparent among patients. 
They sense the patients’ willingness to carry a share of 
the responsibility for seeing that the system works. This 
attitude, although hard to measure objectively, manifests 
itself in a number of ways: volunteers carry out important 
functions, and members participate in regular meetings 
and contribute significantly to committee work and other 
activities. Another indicator of this attitude is a consist- 
ently low rate of appointment cancellations and ‘‘no- 
shows.” In individual treatment the combined rate of 
cancellations and no-shows is only about ten percent, in 
spite of very rapid patient turnover. In group treatment 
attendance is also generally excellent and attrition very 
low. 

From their experience with their very busy family doc- 
tors, the patients appear to be aware that appointment 
time is at a premium; there is practically universal ac- 
ceptance of half-hour appointments after the initial inter- 
view or of appointments spaced more than the customary 
one week apart. Often patients will initiate termination 
with statements such as: “I guess I can manage on my 
own now—I know there are others who may need your 
help more than I do right now.” All these factors appear 
to prepare the ground for the quick development of a 
therapeutic alliance and to facilitate an efficient as well as 
effective working relationship toward mutually accept- 
able goals. 
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Meditation and Marijuana 


BY MOHAMMED SHAFII, M.D., RICHARD LAVELY., 


Using a questionnaire survey, the authors sought to dis- 
cover the effect of meditation on their subjects’ use of 
marijuana. While only 15 percent of a nonmeditating 
control group had decreased or stopped their use of mari- 
juana during the preceding three months, among the 
meditators proportions ranging from half to three-quar- 
ters (depending on the length of time since their initia- 
tion) had decreased or stopped their use during the first 
three months after initiation into meditation. The au- 
thors found that the longer a person had practiced medi- 
tation, the more likely it was that he had decreased or 
stopped his use of marijuana. 





MORE THAN 3,000 years ago, Zarathustra (Zoroaster), 
the Persian prophet, asked how man can attain joy anda 
peaceful mind. This same question troubles us today. 
More than ever, man is searching for chemical and psy- 
chological methods to calm his anxieties, bring him inter- 
nal peace and harmony, and allow him to experience 
higher levels of consciousness (1,2). The 1972 Gallup 
Opinion Index, for instance, showed “a dramatic in- 
crease... over the last five years in student use of mari- 
juara” (3, p. 16): 51 percent of college students reported 
that they had tried marijuana, compared with five per- 
cent in Gallup’s 1967 survey. A significant increase in the 
use of hallucinogens, barbiturates, and amphetamines 
was also reported. 

Is there any alternative to drug abuse? Benson and 
Wallace’s study of 1,862 subjects showed that “following 
the start of the practice of TM (transcendental medi- 


tation) there was a marked decrease in the number of 


drug abusers in all categories” (4, p. 371). In the six- 
month period before they started meditation, 80 percent 


of the subjects had used marijuana. After six months of 


practicing meditation, 37 percent continued to use mari- 
juana. After 21 months of TM, only 12 percent continued 


Dr. Shafii is Assistant Professor of Psychiatry, Children’s Psychiatric 
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to do so. Comparable changes occurred in the use of hal- 
lucinogens, barbiturates, amphetamines, and narcotics. 

A person who is interested in practicing transcendental 
meditation (TM) attends four or five sessions to learn the 
techniques taught by Maharishi Mahesh Yogi (5, 6). He 
is asked to abstain from the use of any nonprescribed 
drugs, including marijuana, for two weeks before his ini- 
tiation. He is encouraged to sit quietly and practice TM 
for 15 to 20 minutes twice a day. 

If the results of Benson and Wallace’s study could be 
duplicated in similar studies that showed greater care for 
the research design and methodology, we might find that 
meditation could be an alternative to or a substitute for 
drug abuse. 

Although the size of the sample in Benson and Wal- 
lace’s study was impressive, the sample was not represen- 
tative of the population of meditators. Theirs was a very 
select group of extremely dedicated and highly motivated 
meditators who were attending a month-long workshop 
in order to become TM trainers. Also, the questionnaires 
were distributed at a time when the subjects were in daily 
contact with one another, and this might have distorted 
individual responses. Their study did not have a matched 
control group of nonmeditators for statistical com- 
parison. 

In reviewing the original questionnaire Benson and 
Wallace used, we found that several items were phrased 
in a way that might influence the subject’s response in fa- 
vor of the researchers’ expectation that following TM a 
decrease or discontinuation of drug use would occur. Any 
communication to the subject of the researchers’ ex- 
pectations, even by the most subtle means, is enough to 
produce artifactual results (7). 

Benson and Wallace’s method of reporting the ‘data 
was confusing. In this type of study it is essential to sepa- 
rate and differentiate the subgroups initially, e.g., accord- 
ing to the number of months the subjects had been medi- 
tating. Failure to differentiate the subgroups can result in 
the shifting of subjects from one subgroup to another, 
which would distort the data and make statistical com- 
parisons meaningless. 


METHOD 


We prepared a questionnaire designed to find out how 
long and how often our subjects had been meditating and 
whether they had used marijuana, hashish, nonprescribed 
drugs, alcohol, and cigarettes during the period that ex- 
tended from one year before the time they started TM to 
three years or more after. In designing the questionnaire, 


we drew on material from clinical contacts with patients 
in psychotherapy who were also meditators and who had 
a history of drug and marijuana use (8,9) and on mate- 
rial from field interviews with meditators who had a his- 
tory of drug and marijuana use but who were not in psy- 
chotherapy. In this paper, we are reporting the effect of 
TM on the use of marijuana and hashish. Reports of the 
effect of meditation on the use of alcohol, cigarettes, and 
nonprescribed drugs will be published later. 

To avoid individual interpretations, we asked our sub- 
jects to indicate whether they used drugs: never, three 
times a month or less, once to six times a week, or once a 
day or more. The time periods were divided into 12 to 
seven months and six to 0 months before the start of 
meditation, and 0 to three months, four to six months, 
seven to 12 months, 13 to 24 months, and 25 to 36 
months after the start of meditation. We also asked 
about the current drug-taking habits of those who had 
meditated for more than three years. A similar ques- 
tionnaire was designed for the control group to deter- 
mine their pattern of marijuana and drug use during the 
last four years. 


The Student International Meditation Society had 
records of 525 persons in the Ann Arbor and Ypsilanti 
area who had been initiated into TM under its auspices 
from the time of its inception until June 1972. We made 
every possible effort to reach these initiates by phone; we 
were able to contact 187. Those we were not able to reach 
had apparently moved (which is not uncommon in our 
highly mobile university community) or were away for 
summer vacation. 

A meditator, according to our definition, was a person 
who had been involved in the practice of TM for a period 
of at least one month at the time of our contact with him. 
Thirty percent or 57 of the 187 initiates stated that they 
had stopped meditating: these were, according to our def- 
inition, nonmeditators and could not be included in our 
sample. Out of the sample of 130 meditators, only four 
refused to participate in the study (a participation rate of 
97 percent). The rate of return of the questionnaires was 
100 percent. 


It is possible that, since we were not able to contact 338 
of the TM initiates and also since 30 percent of the poten- 
tial subjects whom we contacted were no longer medi- 
tating and therefore not included in our study, our sample 
might not be totally representative of all TM initiates. 


A method of getting matched control subjects that is 
similar to the one described by Detre and Wyshak (10) 
was used. This method requires that the experimental 
subject recruit his own matched control. “The choice of a 
match who is a friend or neighbor would tie in with the 
concept of comparability on subtle personality traits or 
‘mode of life,” and possibly general background including 
such things as race, social class, ethnicity and reli- 
gion” (10, p. 84). Using this approach, 90 control subjects 
were found for the 126 meditators. 

Ninety-eight percent of the meditators and 99 percent 
of the controls were white. The meditators were almost 
evenly matched in sex distribution; in the control group, 
the number of women was slightly higher. Seventy-six 
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TABLE 1 
Number of Meditators and Nonmeditators Reporting Use of Marijuana 





Meditation 


Experience Number of | Number Reporting 
Group (Months) Subjects Use of Marijuana 
Meditators 
| l-3 16 13 
I] 46 24 14 
IT] 7-12 27 16 
IV 13.24 28 21 
V 25-36 17 13 
Nonmeditators 90 46 


percent of the meditators and 77 percent of the controls 
were under age 30. Approximately 25 percent of both 
groups had a professional degree and 41 percent of the 
meditators and 46 percent of the controls were under- 
graduate or graduate students; more than two-thirds of 
both the meditators and controls were therefore already 
professionals or working toward a degree. Approxi- 
mately 50 percent of both groups were Protestant, 20 per- 
cent were Catholic, and 15 percent were Jewish. 

Both the meditators and the control subjects were 
asked to indicate whether they were users or nonusers of 
marijuana and hashish during the four preceding years: 
112 of the meditators and all of the 90 nonmeditating 
controls responded to this question. Sixty-nine percent 
(77 subjects) of the experimental group indicated that 
they were users of marijuana before their initiation to 
TM. Fifty-one percent (46 subjects) of the control group 
indicated that they were users of marijuana. This finding 
matches exactly the Gallup survey in fall 1971 that found 
that 5I percent of college students had used marijuana. 
Because of problems in the method of data collection, 
comparisons between meditators and nonmeditators 
were possible only for the six months before the comple- 
tion of the questionnaire by the nonmeditators. 

We divided the meditators into five subgroups accord- 
ing to the length of time they had been practicing TM: 
subgroup I, one to three months; subgroup II, four to six 
months; subgroup III, seven to 12 months; subgroup IV, 
13 to 24 months; and subgroup V, 25 to 36 months or 
longer (see table 1). We felt that those who had practiced 
TM for a longer period of time might be different from 
those who had practiced only a short time. This division 
helped us to look at the patterns of marijuana use for 
each subgroup over time and prevented the shifting of 
subjects from one subgroup to another. 

In any survey research of drug use, it is important to 
assure confidentiality by obtaining immunity from sub- 
poena and other legal actions. It might be tempting for a 
law enforcement agency to ask for a subpoena from a 
federal or local court to obtain the researcher’s records or 
to demand his testimony in a legal proceeding regarding 
the names of people who might be involved in the illicit 
use of drugs. We received such protection through the 
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TABLE 2 


Number of Marijuana Users Who Decreased or Stopped Using Marijuana 


ee IIIa 








en Mioonatars Nonmeditator 

Time of Stopping or | I] II IV \ Controls 
Decreasing (N=13) (N=14) (N=16) (N=21) (N=13) (N=46) 
(Months) N N 7 N . n N N : 
() 3 6 46 S $7 9 56 18 86 10 77 7 l5 

Stopped* 3 23 8 57 7 44 12 57 9 69 T 5 
0 6 5 36 7 44 7 gI lI 85 1 24 

Stopped 4 28 4 23 13 62 10 77 10 22 
0 12 10 62 15 71 12 92 

Stopped 6 38 14 67 10 TI 
0 24 16 76 12 92 

Stopped 12 56 10 77 
0 36 12 92 

Stopped 10 TI 





* This category consists of those in the “decreased” category who actually stopped using marijuana. 


Michigan State Department of Health, Lansing, Mich., 
according to Michigan Act MCL-A 325-131. One may 
also request such protection under the federal law 
through the Drug Control Division of the Bureau of Nar- 
cotics and Dangerous Drugs, Department of Justice, 
Washington, D.C. 

The data that we collected were processed by the Uni- 
versity of Michigan IBM 360-67 computer system with 
MIDAS, a Statistical Research Laboratory program. 


BESUETS 


Our findings are shown in table 2. During the first three 
months of meditation, almost half (46 percent) of the 


subjects in subgroup I decreased or stopped their use of 


marijuana following initiation to TM; less than one-sixth 
(15 percent) of the controls did so during the three 
months before completion of the questionnaire (p < .05). 
More than half of the subjects in subgroups II and III 
stopped their use of marijuana in this period in contrast 
to the less than one-sixth of the controls who did so 
(p < .01). In subgroups IV and V more than three- 


fourths of the subjects decreased or stopped their use of 


marijuana in this period as opposed to less than one-sixth 
of the controls (p < .01). 

Why is there such a difference in the percentage of de- 
crease or discontinuation of marijuana use between sub- 
groups Í, II, and HHI on the one hand and subgroups IV 
and V on the other? There are two possibilities. First, we 
found from our telephone contact with those who had 
been initiated into TM that 30 percent had stopped medi- 
tating. It is fair to assume that in subgroups I, H, and IH 
we could expect the same rate of dropout, whereas in sub- 
groups IV and V we were dealing with people who had al- 
ready shown a continuing commitment to meditation; by 
the process of elimination those in subgroups IV and V 
tended to be the ones who had taken meditation more se- 
riously from the beginning and who apparently felt less 
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need to use marijuana following their initiation. Second, 
we should remember that those in subgroups IV and V 
were reporting their use of marijuana during a period one 
to three years past, as opposed to those in subgroup I, 
who were reporting recent events that were fresh in their 
minds. We can assume that subgroups IV and V had 
strong positive feelings about the experience of medi- 
tation and that this feeling could color their ability to re- 
member the events of one to three years earlier and 
could contribute to an exaggerated report of the decrease 
or discontinuation of their use of marijuana at the begin- 
ning of their TM experience. 

The mean frequency of marijuana and hashish use 
among the meditators before their initiation was 7.3 
times per month. The mean for the controls was 3.6. The 
meditators were therefore using twice as much marijuana 
as the nonmeditators before their initiation into TM 
(p < .O1). After having meditated for from one to 39 
months, the meditators’ mean frequency of use dropped 
to 2.8 times per month (p < .01). The control group’s 
mean frequency of use did not change. . 

There were 72 subjects who had practiced TM for 
more than six months (the longest time a subject reported 


TABLE 3 
Frequency of Marijuana Use by Subjects Practicing Meditation for 
More Than Six Months 


Use of Marijuana 


Time Period (Number of Times per Month) 


Before initiation to TM 
12-7 months 8.9 
6-0 months 8.5 
After initiation to TM 
1-3 months 2 
4-6 months 2.9 
7-12 months 2 


TABLE 4 


Frequency of Marijuana Use by Subjects Practicing Meditation for 
More Than One Year 





Use of Marijuana 
Time Period (Number of Times per Month) 
Before initiation to TM 
12~7 months 9.7 
6-0 months 9.1 
After initiation to TM 
1-3 months I 
4-6 months I 
7-12 months l 
13-24 months j 





meditating was 39 months). We compared the use of 
marijuana by these subjects during the year before their 
initiation to TM and the year after initiation. As shown 
in table 3, the mean frequency of marijuana use was 8.9 
and 8.5 times per month during the two six-month peri- 
ods before they began meditating. There was a dramatic 
decrease in their use of marijuana in the first three 
months following initiation that brought the mean down 
to 2.5 times per month (t test for paired observations, 
p < .01). 

We wondered whether meditators could continue to 
sustain the decrease in their use of marijuana over a 
longer period of time. Forty-five subjects had meditated 
for between 13 and 39 months. As shown in table 4, the 
mean frequency of marijuana use for this group was 9.7 
and 9.1 times per month during the two six-month peri- 
ods before their initiation. In the first three months fol- 
lowing initiation, this mean dropped to 1.6 times per 
month (p < .01), and in the second year (12 to 24 
months) following initiation the mean dropped to 1.3 
times per month. 


CONCLUSIONS 


In the last five years there has been a dramatic increase 
in the use of marijuana, hashish, hallucinogens, ampheta- 
mines, barbiturates, and narcotics among young people 
and in the community as a whole. It is now urgent and es- 
sential to find a psychological alternative or substitute for 
drug abuse. The practice of meditation, for instance, ap- 


pears to contribute significantly to freedom from the use _ 


of marijuana and hashish. 
In our study we found that almost half of those who 
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had practiced meditation for a period of one to three 
months decreased or stopped their use of marijuana. The 
longer a person had practiced meditation, the higher-was 
the probability that he would discontinue his use of mari- 
juana. Ninety-two percent of the meditators who had 
practiced TM for more than two years had significantly , 
decreased their use of marijuana and 77 percent had to- 
tally stopped. The mean frequency of marijuana use for 
the entire population of meditators before their initiation 
to TM was 7.3 times per month; the control group’s mean 
was 3.6. Following initiation to TM, the mean of the 
meditators dropped to 2.8 times per month whereas the 
control group’s mean stayed the same. Following the 
practice of transcendental meditation, therefore, there 
was a significant decrease and discontinuation of the use 
of marijuana. 

Although two of us had had some experience in the 
practice of meditation, none was involved in the practice 
of TM or had any connection with the Student Inter- 
national Meditation Society or its parent organization, 
the International Meditation Society. We feel it 1s essen- 
tial in the study of meditation for some members of the 
research team to have some personal experience in medi- 
tation so that the exploration of this subject will be made 
not only with experimental objectivity but also with ex- 
periential sensitivity (11). 
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Ellsworth House: A Community Alternative to Jail 


BY H. RICHARD LAMB, M.D., AND VICTOR GOERTZEL, PH.D. 


Ellsworth House is acommunity rehabilitation program 
for adult offenders. It offers an alternative to in- 
carceration within the regular jail and prison system. 
Residents of the house are able to engage in competitive 
employment in the community while participating in a 
therapeutic program at the house. In a controlled study 
of the effectiveness of the program, offenders already sen- 
tenced to the county jail for a term of four months or 
more were randomly assigned either to Ellsworth House 
or to a comparison group of offenders who remained in 
the jail system. Early results have been used to identify 
and correct problems in the program. Recidivism is now 
comparable for the two groups, but the Ellsworth House 
group has a higher rate of employment. 


THE ADVERSE EFFECTS of our jail and prison system are 
well known. Although penal reform within the existing 
institutions is being urged, it is becoming increasingly 
clear that a more promising approach would be to elimi- 
nate much of the prison system and instead treat the of- 
fender in the community (1-3). Such an approach has 
been shown to be feasible even for the adult offender who 
has already been convicted and sentenced to jail (4). 

One such alternative program is offered by Ellsworth 
House, a community rehabilitation center in downtown 
San Mateo, a city of 80,000 situated on the peninsula 
south of San Francisco. Ellsworth House was established 
as a joint project of the probation department and the re- 
habilitation service of San Mateo County. Ellsworth 
House provides an alternative to incarceration of the 
adult offender within the jail and prison system by plac- 
ing him instead in a small, unlocked, noninstitutional set- 
ting within the community. Its goal is to provide a milieu 
that is conducive to rehabilitation of the offender but that 
still maintains control over him. 


DESCRIPTION OF THE PROGRAM 


Selection of Participants 


Participants in this three-year experimental program 


Revised version of a paper read at the [26th annual meeting of the 
American Psychiatric Association, Honolulu, Hawaii, May 7-11, 1973. 
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are randomly selected (using a table of random numbers) 
from the population of offenders already sentenced to the 
San Mateo County jail for a term of four months or 
more. This method of selection ensures that the program 
will serve people who would otherwise be in the jail sys- 
tem (in this progressive county the jail system includes a 
rural honor camp and a work-furlough facility). Our in- 
tention at Ellsworth House is to reduce the jail popu- 
lation and not simply to enrich an offender’s probation. 
The method of selection we use also enables us to com- 
pare the results of our program with the outcomes for a 
group of offenders who remain in the jail system. No one 
is compelled to enter the program, and several men have 
refused and have opted instead to enter the honor camp 
or the work- furlough facility. 

The courts give the staff of Ellsworth House a daily list 
of all the men sentenced to jail, so that selection can be 
done on the day of sentencing. A request is then immedi- 
ately sent to the judge, asking him to modify the sentence 
of those men selected. The only offenders excluded from 
consideration for selection are those who are judged from 
experience to be severe escape risks, those who have a 
history of heavy involvement in the sale or use of narcot- 
ics, and those who pose a threat of uncontrollable physi- 
cal violence. This permits us to take men with a wide 
range of offenses (see table 1 for a description of the of- 
fenses of the men enrolled in our program). After deduct- 
ing time off for good behavior, work time, and credit for 
time served, the minimum sentence of four months gener- 
ally lasts about three months—which is, in our opinion, 
the minimum amount of time required for the program 
to have an impact upon a man. 


Program Staff 


6 

Ellsworth House has the capacity to house 20 men (age 
18 and over). The facility is close to shopping areas and 
one block from a bus station. The program director of 
Ellsworth House is a supervising probation officer who is 
on leave from the county probation department. The 
house counselors who work under him have at least two 
years of college education and relevant experience. One is 
an ex-offender; another worked as a probation officer on 
a temporary basis for nine months. The house maintains 
staff coverage 24 hours a day and seven days a week. 

In our opinion probation personnel offer a largely un- 
tapped resource in the movement for penal reform. A 
progressive probation department can combine a rehabil- 
itation orientation with a thorough knowledge of the 
criminal justice system and good working relationships 
with the court, the district attorney, the jail system, and 
the police. 

All offenders entering the program are assigned to a 


regular county probation officer, whose office is located 
in Ellsworth House. This officer’s role is an integral part 
of the program and he participates in regular staff meet- 
ings. An important goal of the project is to help the of- 
fender, at an early point in his involvement with the crim- 
inal justice system, to see his probation officer as a 
helping professional rather than simply as a person who 
keeps him under surveillance. 

- A vocational rehabilitation counselor from the county 
rehabilitation service is assigned to Ellsworth House ona 
part-time basis to provide vocational evaluation and 
counseling. Residents with a poor work history and poor 
working habits are referred to a vocational workshop or 
placed in one of the work situations especially developed 
by the rehabilitation service. . 


Creating a Therapeutic Milieu 


We avoid labeling residents as criminals or mental 
patients but, rather, help them to see themselves as peo- 
ple whose problems have led them to antisocial behavior 
and thus have brought them into conflict with the legal 
system. We expect the offender to use our program to 
work on his problems and to change his life-style. If he is 
unwilling to do this, he is first confronted with his atti- 
tude and behavior by his peers and the staff, and if there 
is still no change he may be returned to the jail system. 

When the program began only a few offenders were 
brought into the house so that they could be thoroughly 
exposed to this philosophy and could adopt what for 
them was a new value system. As the culture became es- 
tablished more offenders were brought into the house in 
small numbers until its capacity was reached. The staff is 
aware of the importance of continual reinforcement of 
this milieu, with its emphasis on discussing and clarifying 
problems in order to change life-styles. Established resi- 
dents influence newcomers in the same direction through 
peer pressure. 

The residents choose their own resident chairman, 
whose duties are to preside over the weekly resident-staff 
meeting, to prepare its agenda, and to be a member of the 
resident council. This elected body has four other mem- 
bers, who are chosen as representatives by the men. The 
resident council. makes decisions on many problems that 
arise in the house, and it also makes recommendations to 
the staff concerning the overall program. The idea for 
this council originated with the residents. 

Being on the resident council can be an eye-opening ex- 
perience for an offender. When they themselves have to 
deal with the antisocial behavior of their fellow residents, 
the men get some insight into what society, the criminal 
Justice system, and their families and fellow citizens expe- 
rience in trying to cope with people like themselves. The 
experience of being in a position of authority to discipline 
other residents helps them to develop a sense of responsi- 
bility for themselves and for others. 

At Ellsworth House a man has the opportunity to be- 
gin his rehabilitation while he is still under sentence. The 
program is designed around the therapeutic community 
concept and gives a significant share of the responsibility 
for decisions to the residents themselves. Group meetings 
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TABLE | 
Offenses of the Men Who Have Entered Ellsworth House (N = 92 )* 





Zz 


Offense 





Offenses associated with drugs 
Burglary 

Grand theft 

Offenses associated with alcohol 
Receiving stolen property 
Robbery 

Forgery and credit card forgery 
Auto theft 

Armed robbery 

Assault with a deadly weapon 
Manslaughter—voluntary 
Driving with a suspended license 
Failure to support 
Manslaughter—involuntary 

Sex offense 


wee ND 
OH OH 0 


me ee tee KO Le to Sf tA UH cH 


* This list includes only the offense that resulted in the index incarceration. Of 
the 92 offenses committed, 79 are considered felonies and 13 are considered 
misdemeanors. 


and individual counseling help a man to change his point 
of view and his behavior. Residents do the cooking, 
cleaning, and maintenance of the house. Visits and group 
activities with family and friends help prevent the man 
from becoming isolated from his family and community. 
All residents must participate in some constructive full- 
time activity—employment, college, or a training pro- 
gram. As they begin to accept increased responsibility in 
the house, they are permitted to leave for weekends with 
their families. The program matches increased privileges 
with increased responsibility. 


The Three Phases of the Program 


The program at Ellsworth House has three phases. On 
entering the house a man spends at least 30 days in phase 
I. During this period he may leave the house on weekdays 
for work, school, training, or a vocational workshop. At 
all other times he is restricted to the house, although he 
may receive visitors and make phone calls. He may, of 
course, leave the house to participate in an organized 
group activity. Following this 30-day period the man is 
evaluated for entry into phase II by the entire group of 
residents and staff. 

Phase II offers the resident more privileges, in return 
for which he is expected to assume increased responsi- 
bility. This does not mean responsibility just for house- 
keeping chores, since this would only perpetuate a game 
that the men are only too willing to play at the county 
jail—the game of getting privileges and time off for good 
behavior. To do only this much would mean that we were 
simply running a nice jail. 

Responsibility at the house means taking part in the 
evening groups, opening oneself up to the group, being 
willing to look at oneself and one’s problems objectively, 
and beginning to take steps to resolve these problems. 
The resident is also expected to take responsibility for his 
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fellow residents—to help them with problems inside the 
house and in the outside world. 

In this program we emphasize the whole man. What is 
the resident doing in the community to find and hold a 
job, to get along with his boss and his co-workers? What 
is he like when he returns to the house after work? What 
progress is he making toward resolving his family prob- 
lems, toward learning how to use his leisure time? How is 
the resident using the overall program of the house in all 
aspects of his life to change his pattern of behavior so 
that there will in fact be a change when he returns to the 
community? 

Upon entering phase II the resident is allowed 24-hour 
weekend passes and is permitted to go on short errands in 
the neighborhood. There is a constant emphasis by the 
staff that along with these privileges goes the expectation 
that the man will assume increased responsibility for 
himself, other residents, and the house in general. If after 
one month in phase II the man continues to make good 
progress, he is allowed 48-hour weekend passes. 

After a man has been in the house for as long a period 
of time as he would have spent in jail, he enters phase HI, 
which continues for the duration of his probation. In 
phase III he is released from having to live in Ellsworth 
House, but returns to the house to see his probation off- 
cer and to participate in social activities. He is expected 
to exert a positive influence on the men who are currently 
living in the house. 

Continuing involvement by the men with the program 
in phase III is crucial. As is true of psychiatric patients, 
many of these offenders are marginally functional people 
who have a limited ability to cope and who need support 
at times of crisis (5). Many of our men have had a life- 
long pattern of responding to crises by impulsively com- 
mitting antisocial acts; this provides a man with some im- 
mediate gratification and ensures that he will shortly 
thereafter be incarcerated, which removes him from the 
stressful situation. Although jail is a dehumanizing and 
unpleasant place, it is also a place where a man is taken 
care of and is not expected to cope with his outside re- 
sponsibilities. Our goal at Ellsworth House is to persuade 
the graduate of our program to turn to his probation offi- 
cer or the house staff for help before he commits a crime. 
If necessary a former resident may return to live in the 
house during a time of crisis. 


FOLLOW-UP OF ELLSWORTH HOUSE GRADUATES AND 
A COMPARISON GROUP 


Graduates of the Ellsworth House program are rated 
at six-month intervals after their release on a number of 
items: recidivism, employment, living situation, criminal 
or delinquent associates, drug abuse (including alcohol 
abuse), and difficulties encountered by the probation off- 
cer in contacting the probationer. A comparison group of 
ex-offenders released from the sheriffs honor camp or 
the work-furlough facility is similarly rated at six-month 
intervals. 

Thus far only 31 percent of the men sentenced to four 
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months or more in the county jail have had to be ex- 
cluded from our program because of the nature of their 
offense or their history of violence or escape. Approxi- 
mately half of those excluded were serious drug offend- 
ers—-confirmed heroin addicts or persons involved in sub- 
stantial sales of illegal drugs. A number of other men 
were eliminated because of various technical com- 
plications in the criminal justice system, such as a war- 
rant outstanding in a neighboring county. Since those 
mén with sentences of four months or more represent the 
more serious Offenders held in the county jail, the fact 
that we are able to accept two-thirds of these men into 
our community program is in our opinion significant. 

Approximately one-fourth of the men in the com- 
parison group entered the county jail’s work-furlough 
program, which has the capacity to take as many men 
from the jail as are judged to be suitable for the program. 
In this program offenders are employed in the commu- 
nity. Our figures thus far show that while they were in 
custody, the Ellsworth House group worked an average 
of more than four times as many days in paid employ- 
ment in the community as did the comparison group. Our 
experience shows that many more men are able to con- 
tinue their community employment and help support 
their families while in custody than has hitherto been 
thought possible, even in a progressive jail system with a 
model work-furlough program. 

Ellsworth House accepted its first residents on Novem- 
ber 15, 1971. As of September 30, 1973, 92 men had en- 
tered the program. The comparison group was com- 
posed of 98 men. 

At the present time only six-month and one-year fol- 
low-up statistics are available, although we plan to follow 
all men in both groups for at least two years after they 
have left our custody. As of September 30, 1973, 52 Ells- 
worth House men and 58 comparison group men had 
been in the community at least six months; 31 men from 
each group had been released for at least one year. The 
results of the two follow-up surveys were comparable for 
the two groups on the variables of living situation, crimi- 
nal or delinquent associates. abuse of alcohol or other 
drugs, and difficulty found by the probation officer in 
maintaining contact with the probationer. The important 
differences as of that date were in the areas of recidivism 
and employment. 


Recidivism can be measured by many methods, includ- 
ing such sophisticated scales as Moberg’s Recidivism 
Outcome Index (6). In this study, with its currently small 
sample, recidivism is defined simply as any offense that 
results in a jail sentence or revocation of probation. Table 
2 shows the recidivism rates for the two groups six 
months and one year following the men’s release. Recidi- 
vism was higher for the Ellsworth House group.than for 
the comparison group. However, follow-up figures gath- 
ered during the most recent six-month period (April 1- 
September 30, 1973) showed the same recidivism rate (15 
percent) for the two groups-—three recidivists out of 20 
men in the Ellsworth House group and four recidivists 
out of 26 men in the comparison group. Thus, the higher 
recidivism rate of the Ellsworth House group appears to 


TABLE 2 
Comparison of Recidivism Rates for Two Groups at 
Six Months and One Year 








Time of Total Recidivist 
Follow-Up Number Nonrecidivist N Percent 
Ellsworth House 
group 

Six months 52 38 14 21 

One year 31 20 1} 35 
Comparison group 

Six months 58 48 10 17 

One year 3] 22 9 29 





result from the policies (described below) that were in ef- 
fect in the earlier phases of the program. 

Table 3 shows the data on rates of employment for the 
two groups at six months and one year following release. 
In this area Ellsworth House men did considerably better 
than the comparison group men. : 


DISCUSSION 


When we began the Ellsworth House program we were 
not at all certain that for men with serious offenses an al- 
ternative to incarceration could survive in the midst of 
the community. But after two years we have survived, 
have gained considerable community support, and have 
demonstrated that it is possible to maintain, in a commu- 
nity setting, an alternative to incarceration for a group of 
men who have committed serious crimes. 

Early results, even those limited to a six-month follow- 
up of a small sample, have been essential for program 
evaluation. These results have pointed up both the posi- 
tive aspects of our program and the mistakes we have 
made. Our originally high recidivism rate led us to reex- 
amine our program and to make significant changes. The 


TABLE 3 


H. RICHARD LAMB AND VICTOR GOERTZEL 


men in our program generally have poor impulse control 
and often have weak ego strength; they need to be given a 
generous amount of support, crisis intervention treat- 
ment, and firm, consistent limits. Initially, supervision of 
phase III, probation for those who left the residential 
phase of our program, was done primarily on a group 
basis, whereas the men in the comparison group received 
close, one-to-one supervision from their probation off- 
cers. Furthermore, in our initial concern with setting up 
the program we involved the probation officer extensively 
in helping prepare the program, thereby reducing the 
amount cf time he could spend on follow-up of released 
offenders. These offenders clearly needed more support 
and structure, and we have now freed the probation offi- 
cer’s time to allow for intensive individual follow-up su- 
pervision. Toward the same end a second probation offi- 
cer has been added to the program. 

Still another problem, in retrospect, has been a hesi- 
tancy on the part of our rehabilitation-oriented staff to 
set adequate disciplinary limits on the offenders, both in 
the residential and postresidential phases of our program. 
The men themselves had been telling us, “Y ovre running 
the program too loose’’--an error all too easily made in a 
community rehabilitation program. Steps have been 
taken to remedy this laxness, including giving unan- 
nounced urinalyses to all residents of the house at ran- 
dom times and whenever there is any suspicion of drug 
use. All employment must be verified by the probation 
officer, who also makes unannounced visits later on to the 
ex-offender’s place of employment. There is now a 
stronger emphasis on the necessity for the staff and the 
residents io identify specific, time-limited goals for each 
resident to work toward, so that he does not simply drift 
through the program without being affected by it. Such 
goals may include vocational planning to increase job 
satisfacticn and work adjustment, the resolution of fam- 
ily problems, learning how to make satisfying use of lei- 
sure time. and finding new friends who do not have a 
delinquent orientation. 

Since these program changes have been put into effect 
there has been a marked drop in recidivism in the Ells- 


Comparison of Employment Rate for Two Groups at Six Months and One Year 


Type of Empleyment ` 


Time of Total Regular 
Follow-Up Number* N Percent 
Ellsworth House 
group 

Six months 44 2) 6l 

One year 26 18 69 
Comparison group 

Six months 47 21 45 

One year 21 15 56 


* Full-time students were not included in the comparison. 


Essentially 
Some None 
N Percent N Percent 
1] 25 6 14 
4 i5 4 15 
15 32 II 23 
4 15 8 30 
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worth House group. We feel that we have demonstrated 
once again the importance of designing new social pro- 
grams as controlled studies, so that honest and scien- 
tifically valid analyses can be made of the program’s ef- 
fectiveness and so that areas of strength and weakness 
can be identified. Ellsworth House has done well with re- 
gard to employment, both during and after the residential 
phase. Not only is employment in the community encour- 
aged during the period of incarceration, but efforts to- 
ward vocational rehabilitation are also made at this time. 

Ellsworth House demonstrates that serious offenders 
can serve their sentences in a community setting in which 
they can engage in competitive employment, keep in con- 
tact with their families and the community, and partici- 
pate in a therapeutic program. And this can be done with- 
Out increasing recidivism, even though we are competing 
with an excellent county correctional system that in- 
cludes a rural honor camp and a work-furlough facility, 
both of which programs are followed by sophisticated 
probation supervision. Furthermore, programs such as 
Ellsworth House can obviate the need to build new jail fa- 
cilities. Although we cannot demonstrate it conclusively 
at this point, we think this program may well be laying 
the foundation for the offenders’ long-range rehabilita- 
tion in terms of their overall adjustment to the commu- 
nity. 

The treatment methods used during the residential 
phase of Ellsworth House can best be described as a com- 
bination of behavior modification, vocational rehabilita- 
tion, and confrontation. Confrontation takes. the form of 
frank discussions of the mens’ problems and life-styles 
during group meetings in which both staff and residents 
actively participate. In addition, the residents of the 
house are divided into four small groups; if any man in 
one of these groups creates a problem, the entire group 
loses either half or all of its privileges for the next week. 
The peer pressure thus mobilized has played a major part 
in creating significant changes in some of the men. The 
behavior modification aspects of the program include the 
granting of such privileges as weekend passes to those 
who earn them by securing steady employment, by mak- 
ing a genuine attempt to change their life-styles and ways 
of relating to other people, and by performing chores and 
abiding by rules of the house. Behavior may be penalized 
as well as rewarded; a resident may be jailed for a week- 


end or a week when he has not responded to lesser sanc- 


tions. 
Despite our emphasis on Ellsworth House as a place to 
get help, the men still see the house as a jail. This is inevi- 
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table inasmuch as they are kept under control and have 
limited freedom of choice and action in their lives. The 
community in general and the house staff in particular 
tend not to see the house as a jail; they feel distressed 
when faced with the men’s perception of it as such. But 
the staff must accept and become comfortable with this 
reality. They must avoid becoming defensive and must 
iry not to paint a dishonest picture of the program to the 
men or defeat the behavior modification aspects of the 
program by showing ambivalence about setting limits 
and imposing appropriate penalties for ‘antisocial behav- 
ior. The staff instead should remind themselves and the 
men that although the constraints found in the house may 
make it seem like a jail, learning to live with these con- 
straints is good preparation for living in the commu- 
nity—where we must all live with some constraints. 
Many of the men in our program have come from 
delinquent families or from delinquent subcultures in 
which antisocial acting out is not discouraged or pun- 
ished but instead is admired. At Ellsworth House the 
man’s peer group and the staff do not band together and 
rescue the man who has acted out, as his family and 
friends may have done in the past. Antisocial acting out 
by house residents is penalized, so that it becomes clear 
that actions have consequences. The long and drawn-out 
process of the criminal justice system, with its attorneys, 
plea bargaining, and dead time in jail, reinforces the of- 
fender’s feeling that he is getting a bad deal and obscures 
the potential behavior modification aspects of a system of 
appropriate sanctions on criminal behavior. In Ellsworth 
House quick handling of incidents and the use of peers 
and staff to confront the offender can impart to him a 
new value system, one that he failed to learn in his youth. 
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An Epidemiological Study of Suicide and EDIR Suicide 


Among the Papago Indians 


BY REX D. CONRAD, M.A.. AND MARVIN W. KAHN, PH.D. 


An epidemiological study of suicide among the Papago 
Indians of the desert Southwest was conducted over a 
three-year period. Data gathered from several sources 
showed that this tribe’s suicide rate exceeded that for the 
nation but was not as high as rates reported for other 
tribes. Most of the suicide victims were young men who 
had problems with alcohol. Papagos who lived on 

the reservation were found to complete suicide less often 
than their urban counterparts. 


SUICIDE RATES among American Indians have been re- 
ported to be much higher than the average national rate 
of approximately 11 per 100,000. However, the rates for 
Indians vary from tribe to tribe. It has been pointed out 
that in many tribes the rate is five to ten times higher than 
the national average (1). Studies that are available on the 
suicide rates of several western tribes report that the 
Navaho (2, 3) and the Northwestern tribes (4) have rates 
near the national average, while those for other tribes are 
alarmingly high (5). Of the available studies on Indian 
suicide, however, some are based on time periods of less 
than a year, some use samples from small populations, 
and many have uneven research methodologies. 

The practical importance of determining the suicide 
rate for a given group lies in the implications of such in- 
formation for the best allocation of scarce mental health 
treatment resources. While most American Indian 
groups are economically impoverished—a condition gen- 
erally associated with a high rate of emotional problems 
(6)——-few epidemiological studies on the type and rate of 
mental health problems of Indians are available. Estab- 
lishing accurate suicide rates is one step in the direction 
of making such determinations. 

This study was done to determine the recent suicide 
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rate among the Papago Indian tribe. While there was a 
general impression that the Papago rates were not unduly_ 
high, the experience of the staff members of the devel- 
oping mental health service on the Papago reservation 
suggested that, given the existing conditions on the reser- 
vation, rates were in fact higher than suspected. Certainly 
on economic and sociological grounds, conditions asso- 
ciated with high suicide rates appeared to be present in 
the general Papago living situations. Several papers (1, 2, 
5, 7-10) point to factors consistent with a higher than av- 
erage suicide rate. The hypothesis of the study was that a 
suicide rate higher than the national average of 11 per 
100,000 would be found among the Papagos. 


METHOD 


Population 


All Papago Indians who were identified through the 
Indian Health Service and who were living on or off the 
Papago reservation were included. Of an approximate to- 
tal of 12,200 Papagos, 7,000 lived on the main reservation 
while most of the rest lived in urban areas, largely in Tuc- 
son to the east of the reservation, and some in a small 


- mining community to the west of the reservation. 


The Papago reservation covers a land area equal to the 
size of Connecticut. The largest population center is a vil- 
lage and its environs in which some 2,200 people live. 
This village has few resources and contains only three 
small grocery stores, two restaurants, the seat of tribal 
government, an office of the Bureau of Indian Affairs, 
and the Indian Health Service. A high percentage of the 
Papagos living elsewhere on the reservation can be found 
in small villages consisting of six to eight houses. These 
settlements are widely dispersed throughout the vast 
desert land area. The desert land is largely unproductive, 
although some cattle raising is done. The arid country 
does not lend itself to an agrarian economy and no other 
type of economy has developed. The unemployment rate 
among Papagos is estimated to be over 50 percent and 
various welfare and child support programs sustain many 
of the people. Federally supported agencies and the tribal 
government are the biggest employers on the reservation. 

Papagos are described by anthropologists as being gen- 
erally polite and noncompetitive. They rarely raise their 
voices and are critical of those who do so. They typically 
do not express overt aggression or hostility and will often 
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agree with what is being said although they later behave 
as if they had never concurred. Respect for authority and 
age still remain strong. Childhood is traditionally 
thought of as a time to enjoy life before the hardships of 
adulthood are encountered. Children are therefore per- 
mitted to engage in disruptive or annoying activities that 
would not be tolerated in other cultures. This early per- 
missive environment causes some difficulty when the Pa- 
pago ts adapting to the demands of school or a job. Con- 
comitant with the bleak economic and job picture on the 
reservation is an apparently substantial problem with al- 
coholism. 


Data Base 


The Public Health Service maintains records of all Pa- 
pagos who were living during the period of the study. The 
population for the period covered was 12,179. The in- 
cidence of suicide for this population from January 1969 
through December 1971 was obtained by two methods. 
First, those death certificates which indicated the cause of 
death were reviewed. The limitations of gathering suicide 
statistics solely from death certificates are known to re- 
sult in an underestimation of the suicide rate. Con- 
sequently, additional data on completed suicides and ba- 
sic data on attempted suicide were obtained by means of 
a 23-item questionnaire that was completed by public 
health nurses, Papago mental health technicians, Papago 
community health representatives, administrators in the 
tribal work-experience program, reservation school 
officials, and a social worker in a district health facil- 
ity. In addition, records of the reservation police were re- 
viewed. A further source of information on suicide and 
attempted suicide was the computerized medical records 
of the Public Health Service, which in theory contain 
complete data on all self-inflicted injuries brought to the 
attention of medical personnel. 

The data on completed suicides from the various 
sources appeared to be quite reliable. Suicides were re- 
ported from multiple sources in all but one case. In that 
case.a death certificate was the source of the report. As 
might be expected, there was much less reliability be- 
tween sources in the case of attempted suicide. Public 
- Health Service records reflected less than 25 percent of 
the total, while most of the attempted suicides were re- 
ported through the detailed questionnaires given to work- 
ers in the field. Despite the use of several sources to col- 
lect data on suicide and attempted suicide, it still 
appeared that at least some cases of probable suicide or 
attempts could not be verified sufficiently to be included 
in the study; no questionable cases were included. 


RESULTS 


The data revealed ten completed suicides among the 
surveyed population during the study period, January 1, 
1969, through December 31, 1971. This yields a rate of 
30 per 100,000 when computed on an annual basis and 
adjusted so that it is comparable to national statistics. 
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There were, however, no reported suicides for two years 
before this study. If those years are included, the rate for 
the period from 1967 through 1971 is 18 per 100,000. The 
total number of attempted suicides during the 1969-1971 
period was 34, or 3.4 times the rate of completed suicides. 

Of ten completed suicides, nine were carried out by 
men. In contrast, the suicide attempts were more often 
made by women. Twenty of the attempters were women 
and 14 were men. The attempters were also somewhat 
younger than the completers: their median age was 23.3, 
compared with the median age of 25.0 for the complet- 
ers, 

The method for the completed suicide group was either 
firearms or hanging in all cases but one. A drug overdose 
accounted for the remaining completed suicide. Those 
who attempted suicide chose methods that could gener- 
ally be predicted on the basis of the sex of the person in- 
volved. Fourteen of the 20 women used a small but not 
fatal overdose of drugs; only one man did so. Five men 
shot themselves, while only one woman attempted suicide 
with a gun. 

Alcohol was apparently involved in eight of the ten 
completed suicides. Eight of the completers were judged 
to have been heavy drinkers and seven were known to 
have been intoxicated at the time they killed themselves. 
The use of alcohol was prevalent but not as much as in 
the group of attempters. Fourteen of the 34 attempters 
were considered to have been heavy drinkers according 
to the questionnaire data. 


The place of residence of those who completed suicide 
is of some interest. Five of these people lived in urban 
areas immediately adjacent to the main reservation. 
Three more lived in a detached district of the reservation 
just outside a major city. Only two of the completers 
lived on the isolated main reservation. The place where 
the attempters lived was a different matter. Well over 
two-thirds of the suicide attempts were made by people 
who lived on the main reservation and over one-half of 
these were made by those from the largest of the villages 
on the reservation. This undoubtedly reflects a body of 
unreported data on those Papagos living off the reserva- 
tion that would not be brought to the attention of the res- 
ervation officials who completed the questionnaires» Fur- 
ther, these unreported data partially explain the low ratio 
of attempts to completed suicides (3.4 to 1). 


The Papago suicide rate is the fourth highest of the 
nine tribes for which data are available. With the ex- 
ception of the Navaho study (2), the time period consid- 
ered in this study is longer than that for any of the avail- 
able studies for which the time period is known. Since all 
but the Navaho study considered a period of one year or 
less, the suicide rate we obtained is probably a more 
stable index than that obtained in other studies. The Pa- 
pago rates do not approach the epidemic suicide rates 
found among the Blackfeet (5) or the Cheyenne (8). 
However, the Papago rates are considerably higher than 
those for the Navaho (2, 3) or the Northwest Indians (3). 

Table | shows the homicide and suicide rates for In- 
dians and blacks by age groups (11, 12). The black homi- 
cide rate exceeds the black suicide rate in all ages; a very 


TABLE | 
Age-Specific Suicide and Homicide* Rates for Native Americans 
and Black Americans (Incidents per 100,600 Population) 





Native Americans Black Americans 





Age 

(Years) Suicide Homicide Suicide Homicide 
10-14 -3 0 0 5 
15-19 17 9 2 18 
20-24 32 18 7 47 
25-34 29 47 8 6l 
35-44 22 38 7 51 
45-54 17 21 6 35 
55-64 15 20 5 18 
65-74 il 18 3 12 





* Refers to those committing homicide. 


wide difference in the incidence of the two forms of ag- 
gression is apparent throughout the young and middle 
adult years. This, however, is not the pattern for Indians. 
The Indian homicide and suicide rates approximate each 
other much more closely throughout the age groups, al- 
though homicide among Indians is more frequent in the 
middle-age years. Thus the hypothesis of suicide as a sub- 
stitute for externalized aggression is apparently not as 
valid for the Indian population as for the black popu- 
lation. 

Among the Papagos, poor quality of interpersonal 
relationships accounted for most of the immediate stress 
that preceded the self-destructive acts. Forty-one percent 
of those who attempted suicide were thought to have 
done so with the intent of changing an interpersonal 
relationship, while 25 percent were seeking revenge 
against a significant person in their lives. The most fre- 
quent precipitating factor for the attempters was a quar- 
rel with a spouse or relative; 40 percent of the completed 
suicides were judged to have been precipitated by such 
quarrels. 

A suicide pact among three young men led to the 
death of two. Although the reasons for the pact were 
never clear (the survivor was a retardate), the pact re- 
flects a rather pervasive and accepted preoccupation with 
self-destruction. 

Surprisingly, 60 percent of those completing suicide 
lived with their spouses while 33 percent of the attempt- 
ers were living with theirs. Ironically, 50 percent of those 
who killed themselves and 56 percent of the attempters 
had continued their education beyond high school. These 
educational levels are higher than one might expect from 
a random sample of this population. However, 60 percent 
of the deceased were unemployed but only 28 percent of 
the attempters were without a job. Forty percent of the 
attempters were students. A question on the location of 
the act revealed that 60 percent of the attempts and 50 
percent of the suicide completions were carried out in or 
near the home. Clearly, many of the self-destructive acts 
reviewed in this paper can be explained by events and per- 
sons in the immediate environment. 
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DISCUSSION 


An epidemiological study of suicide provides one mea- 
sure of the general mental health of a group of people. 
The suicide rate among the Papagos Is high and seems to 
be increasing. Attempts to prevent suicide will require an 
understanding of the etiology of Papago self-destruction. 

Sociological variables experienced subjectively by indi- 
viduals offer several clues to Papago suicide. As pre- 
viously noted, nine of ten suicide victims were men. The 
role of the contemporary Papago man is poorly defined, 
largely as a result of acculturation and its concomitant 
erosion of role definition. Anglo priests and ministers 
have usurped the role of spiritual leader, government 
physicians have replaced the medicine man in the so- 
ciety’s healer role, charity or welfare has supplanted the 
hunter’s role as a provider, and the Bureau of Indian Af- 
fairs governs the tribe both directly and indirectly. All 
these roles and related functions once belonged to the Pa- 
pago man. This loss of role definition is emphasized by 
the fact that eight of the ten suicides were committed by 
people living in or near urban areas. Speculation would 
lead to the hypothesis that these people were in a process 
of rapid acculturation. Out of respect for survivors, and 
in the interest of professional confidentiality, no attempt 
was made to ascertain the level of acculturation among 
the victims. An investigator asking questions of friends, 
relatives. and neighbors would have brought embarrass- 
ment to members of a tribe who have acted as subjects in 
countless academic exercises. 

With this impoverished role, the man often turns to al- 
cohol. It would seem that excessive drinking is a new 
function of the Papago man. Given that he is of low 
status and has attendant feelings of self-hate and lack of 
hope, that his fear of danger is inhibited by alcohol, and 
that he is under stress with significant others, a real dan- 
ger of self-destructive behavior has been created. 

From this research a high-risk profile can be discerned. 
Perhaps the most unambiguous fact is that eight/’of ten 
suicide victims were men between the ages of 20 and 29. 
Of these eight men, seven were known to have been heavy 
drinkers and at least six were known to have been in- 
toxicated at the time of their deaths. Further, that 40 per- 
cent of the suicide victims had recently quarreled with 
their spouses, 60 percent were unemployed, and 80 per- 
cent lived somewhere else than the main reservation sug- 
gests the possibility of a meaningful profile. 

If a prevention program were to use such a profile, 
false positive predictions would no doubt be frequent. 
However, it seems sensible to assume that any person 
who meets the criteria of such a profile should at least be 
offered the opportunity to see a Papago mental health 
technician. One would hope that some could accept the 
offer and the suicide rate could be reduced. 


REFERENCES 


I. Resnick HLP, Dizmang LH: Observations on suicidal behavior 
among American Indians. Am J Psychiatry 127:882-887, 1971 


Am J:Psychiatry 131:1, January 1974 71 


SUICIDE AMONG THE PAPAGO INDIANS 


Tz 


. Levy JE; Navaho suicide. Human Organization 24:308-318, 1967 
. Miller S: Navaho suicide attempts. Mental Health Office Reports. 


Washington, DC, US Department of the Interior, Bureau of Indian 
Affairs, Navaho Area Indian Health Service, 1969 


. Shore JH: Suicide among American [Indians of the Pacific North- 


west. Portland, Ore, Portland Area Indian Health Service, 1970 
(processed) 


. Pambrun A: Suicide among the Blackfeet Indians. Bulletin of Sui- 


cidology 7:42-44, 1970 


. Hollingshead AB, Redlich FC: Social Class and Mental Illness. 


New York, John Wiley & Sons, 1958 


. Devereux G: Mohave ethnopsychiatry and suicide: the psychiatric 


knowledge of the psychic disturbance of an Indian tribe, Bureau of 


American Ethnology Bulletin 175. Washington, DC, US Govern-. 
ment Printing Office, 1961 


. Curlee WV: Suicide and self-destructive behaviors on the Cheyenne 


River Reservation, Public Health Service Publication no 1904. 
Washington, DC, US Government Printing Office, 1969, pp 34-36 


. Dozier EP: Problem drinking among American Indians: the role of 


sociocultural deprivation. Q J Stud Alcohol 77:72-87, 1966 


. Lewis O: The culture of poverty. Sci Am 216:19-25, 1966 
. Vital Statistics of the United States, vol D, part A, 1965. Washing- 


ton, DC, US Department of Health, Education, and Welfare, Pub- 
lic Health Service, 1967 


. Ogden M, Spector MI, Hill CA Jr: Suicides and homicides among 


Indians. Public Health Reports 85:75-80, 1970 


Special Section on Women in Psychiatry Available 


ALTHOUGH the Journal has given up the practice of routinely making copies of its special sec- 
tions available, we are making an exception in the case of the special section in the October 
1973 issue titled “Women in Psychiatry and Medicine™ because of the widespread interest in 


this topic. 


The cost will be as follows: 1-10 copies, $1.25 each; 11-25 copies, $1.10 each; 26-50 
copies, $1.00 each; 51-100 copies, 90¢ each. Prices for larger quantities are available on 


request. 


` 


Address orders to Publications Services Divisicn, American Psychiatric Association, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. Please enclose payment with order: checks and 


money orders are acceptable but stamps are not. 


Am J Psychiatry 131:1, January 1974 


l 


EDITORIAL 





e? 


New Year’s Notes and Appreciation 


LAST YEAR, as we consigned our new volume and new format to the airways, we did so 
with a certain touch of temerity, for we did not know how the changes would be ac- 
cepted. As we explained at the time, the changes were made only after much thought 
and-soul-searching. Happily all seems to have gone well and the communications we 
have received about the new ventures have been favorable. In fact (and we say this 
softly), some of the letters were downright complimentary. When editors receive com- 
pliments they bask in them for a while—not to excess, mind you, for they know that 
very soon the brickbat basket will contain a few missives that will return them to real- 
ity. 
As to the format (including layout and typography), the Journal unexpectedly re- 
ceived honorable mention in a situation that pitted it against some slick color produc- 
tions. The judging body was the National Composition Association, a section of the 
Printing Industries of America. So that will carry us on for a while. ` 

As to the Journal’s content, we have received some evidence of approval for that 
too; as I write this a pleasant note has just come to hand that says: “I failed to say in 
my last letter, and I am happy to say it now, you should be very proud of the Journal. 
It is handsome and it always contains thought-provoking material. Please... keep up 
the good work.” 

This little billet-doux will encourage us for the nonce. 

The real purpose of this January communication, however, is not to brag but rather 
to thank all those colleagues who have helped to bring the Journal to its present posi- 
tion. The staff and the Editorial Board know that we have a distance to go, but they 
know also that much of our progress has depended and will depend on the willingness 
of a large number of colleagues to review and comment on books and manuscripts. 
This is what has ensured the Journal’s progress thus far, and we are sure it will con- 
tinue to aid in its future advances. We know that this labor is time-consuming and ac- 
tually at times an imposition, but rarely do we meet with objections or. refusals. This 
may be because the members called upon realize that this is their journal, and they 
are desirous of making it as useful and attractive as possible. Unfortunately, the only 
way in which we can repay these helpful individuals is to acknowledge our in- 
debtedness to them in the first issue of the new volume in the new year. The Editor and 
staff hereby convey to our reviewers and to all of the Journal’s readers our sincere 
thanks and our best wishes for health and happiness in the year ahead. 

The names of these colleagues and friends whom we have called upon for help in re- 
viewing manuscripts from November 1, 1972, to November 1, 1973, are listed below. 


Harry S. Abram, M.D. David P. Agle, M.D.” Elwyn J. Anthony, M.D. 
Marvin L. Adland, M.D. Richard J. Almond, M.D. Mildred Arrill, M.A., M.S.W. 
Gerald Adler, M.D. | William H. Anderson, M.D. Ransom J. Arthur, M.D. 


In this section the Editor samples varied opinions on topical problems. The opinions 
expressed herein are not necessarily those of the Editor, nor can they in any way be 
construed as marking the official policy of the Journal. 
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EDITORIAL 


We would like to leave with our readers the following thought for the year 1974: 


Live by old Ethicks and the classical Rules of Honesty. Put no new names or no- 
tions upon Authentic Virtues and Vices. Think not that Morality is Ambulatory; 
that Vices in one age are not Vices in another; or that Virtues, which are under the 
everlasting Seal of right Reason, may be Stamped by Opinion. And therefore, 
though vicious times invert the opinions of things, and set up new Ethicks against 
Virtue, yet hold thou unto old Morality (1). 


P REFERENCE 


1. Browne T: Christian morals, in The Religio Medici and Other Writings. By Browne T. New York, EP 
Dutton & Co, 1906 (reprinted 1934), p 238 


F.J.B. 
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The Changing Drug Scene: 1970-1972 


BY JOHN F. GREDEN, M.D., DONALD W. MORGAN, M.D., D.M.SC., AND SINAI I FRENKEL, PH.D. 


Using the same questionnaire, the authors surveyed drug 
use at a military installation in 1970, 1971, and 1972. 
Over the three years, the total percentage of respondents 
reporting previous drug use increased; the amount of use 
and number of current users also increased. For most 
drug types, the increases occurred between 1970 and 
1971;-heroin use, however, increased each year. The au- 
thors question the usefulness of specialized short-term 
drug treatment programs. 


BEGINNING IN 1970, a wave of publicity about drug use in 
the military swept across the United States. The drug 
problem was described in the mass media as being 
“alarming” and a “‘crisis’’ (1,2). The President of the 
United States categorized this drug use as a “‘national 
emergency” and “Public Enemy No. 1” (3). To combat 
this apparent problem, a massive program was launched 
by the Army (4, 5). This program emphasized the medi- 
cal aspects of drug use and encouraged persons using 
drugs to seek treatment. Primary consideration was di- 
rected toward establishing short-term treatment and re- 
habilitation programs. 

By early 1972, a perceptible shift in tone became no- 
ticeable. The sensational terminology characteristic of 
previous years had largely disappeared from mass media 
descriptions of military drug use. In fact, published re- 
ports suggested that tremendous progress was being 
made in curbing drug use among soldiers (6, 7). A “‘re- 
markable shift in attitudes” among’ enlisted men was 
credited for some of this apparent progress (8). Opti- 
mism was not universal, however. Some reports criti- 
cized military drug programs and claimed a serious 
problem still existed (9). Throughout this period, the 
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validity of any trends was difficult to assess. Few reports 
described long-term studies conducted by the same in- 
vestigators using consistent instruments and techniques. 

Since we had administered drug surveys to military 
personnel at the same installation for three consecutive 
years, we had a fortuitous opportunity to study drug-us- 
ing trends and to determine whether there really was a 
“changing drug scene” among military personnel. The 
first survey was conducted in 1970 at Fort Lee, Va., be- 
fore the development of widespread public concern (10). 
The second was conducted one year later, during the peak 
of interest (11). We conducted a third survey in July 1972 
to monitor any long-range trends in attitudes and pat- 
terns of drug use. 

Each survey primarily emphasized self-reported drug 
use, demography, social adjustment, and attitudes to- 
ward drugs and treatment. Specifically, comparisons 
were conducted among the three total samples and 
among drug-using subgroups within each sample with re- 
gard to these factors. In addition, “heavy”? drug users 
from the most recent survey were analyzed in greater de- 
tail to determine precise patterns of demography and so- 
cial adjustment. This paper reports our findings and com- 
parisons among the three samples. 


METHOD 


In the summer months of 1970, 1971, and 1972, we 
conducted written drug surveys among similar military 
populations at Fort Lee, Va. We made every effort to sur- 
vey each population in the same fashion. The same ques- 
tionnaire was used, except for minor revisions and addi- 
tions. Each survey was unannounced. No identifying 
information was required from respondents and anonym- 
ity was strongly emphasized. We underscored our medi- 
cal and research orientations in each introduction and re- 
quested, before each survey, that command personnel not 
be present in the area. Cooperation among respondents 
was generally excellent. Indeed, in 1972, two respondents 
sought out the investigators after completing their sur- 
veys and requested medical assistance for their “‘heroin 
problem.” In each year, not more than three people 
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refused to take the voluntary survey and fewer than one 
percent of the forms had to be discarded because of care- 
less completion. 

Fort Lee, home of the United States Army Quarter- 
master Training Center, is a military installation of ap- 
proximately 15,000 active-duty soldiers and 5,000 civilian 
dependents. The post is located in central Virginia, in 
proximity to several urban areas (Richmond, Petersburg, 
and Hopewell). 

The total populations surveyed in each of the three 
years were 747, 642, and 863, respectively. In each year, 
approximately 70 percent of the sample were “students” 
in training, 18 percent were support personnel, and 12 
percent were instructors in the Quartermaster School. 
The procedures for random selection of the populations, 
described previously (10, 11), remained identical for all 
three surveys. 

Self-reported drug use among the respondents was 
used as the basis for dividing each sample into seven sub- 
groups: |) nonusers, 2) stimulant users, 3) depressant 
users, 4) hallucinogen users, 5) marijuana users, 6) 
multiple drug users, and 7) heroin users. Because the 
numbers of stimulant users, depressant users, and hallu- 
cinogen users in each year’s sample were not statistically 
significant, these subgroups were not included in the 
Statistical analyses. The remaining total samples ana- 
lyzed for 1970, 1971, and 1972 were 697, 621, and 839, 
respectively. | 


RESULTS 


Chi-square analysis of the patterns of drug use among 
the total samples did show a change from 1970 to 1972 
(see table 1). The most notable shift was a significant de- 
crease in the percentage of nonusers among later samples 
(53 percent in 1970 versus 38 percent in 1971 and 1972; 
p< .001). The percentage of marijuana-only users 
remained relatively stable in all three surveys. Multiple 
drug users, in contrast, significantly increased from 1970 
to 1971 (p < .001) but subsequently decreased in the last 
survey. Heroin users represented the only subgroup that 
increased each year, jumping from seven to ten to 15 per- 
cent in the three successive samples (p < .001). Thus, 
from 1970 to 1971, there was a substantial increase in the 
percentage of respondents reporting any drug use. From 


TABLE |I 
Composition of Subgroups in Each Sample, in Percents 


1971 to 1972, the percentage of drug users remained at 62 
percent, but the “quality” of their use appeared to shift, 
with a higher percentage reporting the use of opiates. 

To further evaluate drug-using patterns, we considered 
the types of drugs used and the number of times used (see 
table 2). In comparison with 1970, multiple drug users in 
the two laier samples reported significantly greater use of 
marijuana and hallucinogens (as measured by reported 
use more than ten times; p < .05). This increase occurred 
between the first two surveys. The use of depressants 
among multiple drug users declined significantly in 1972, 
however (p < .05). Similarly, the use of depressants more 
than ten times also declined among heroin users in 1972 
ip < .05). Quantity of stimulant use remained essentially 
unchanged in all three samples. Thus, just as the per- 
centage of drug users increased sharply from 1970 to 
1971 and leveled off in 1972, the amount of drug use also 
increased between the first two surveys and leveled off in 
the third. 

Current drug use (within-the past week) was not eval- 
uated in 1970, but it increased significantly (p < .05) 
among all the drug-using subgroups from 1971 to 1972 
(marijuana users=six to 12 percent, multiple drug 
users=24 to 30 percent, and heroin users =39 to 59 per- 
cent). Numerically, 32 soldiers reported some type of 
illicit drug use on the day of the survey in 1972, com- 
pared with only eight in 1971. This change correlated 
with the increased number of heroin users in the 1972 
sample. 

On the surface, these findings tend to cloud the re- 
ports of progress in the prevention and control of drug 
use in military populations. When the total samples were 
demographically compared, however, it was apparent 
that the survey populations for 1971 and 1972 contained 
a significantly higher percentage of younger nonwhites 
from large cities. Since previous studies have documented 
a close relationship between these demographic factors 
and drug use(12-17), the four drug-using subgroups 
from all three samples were compared demographically 
to determine whether the composition of the subgroups 
had remained consistent. From 1970 to 1971, and from 
1971 to 1972, slight changes in the demography of the 
subgroup had occurred, but none was statistically sfgnif- 
icant. When the subgroups from the first sample were 
compared with their counterparts from the last survey 
(see table 3), a higher percentage in each subgroup was 
nonwhite and originated from large cities, but only two of 


1970 1971 1972 
Subgroup Pattern of Use (N=697) (N=621) (N=839) 
Nonusers No previous drug use 53 38 38 
Marijuana users Exclusive use of marijuana 20 23 22 
Multiple drug users Use of any combination of two or more drug types (marijuana, 20 29 25 
hallucinogens, stimulants, depressants), except heroin 
Heroin users Previous use of heroin, separately or in addition to other drug types ' Fi 10 15 
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Marijuana Users 


Multiple Drug Users Heroin Users 





1970 1971 1972 1970 1971 1972 1970 1971 1972 
Drug Type Used, (N=139) (N=140) (N=185) (N=139 (N=181) (N=209) (N=49) (N=62) (N=125) 
Marijuana 22 32 31 50 7I 71 74 79 75 
Hallucinogens 9 22 19 33 48 42 
Stimulants 25 29 29 52 53 49 
Depressants 2) 22 13 48 48 30 
Heroin 25 42 38 


these changes were statistically significant (a lower per- 
centage of whites was found among nonusers and a 
greater percentage of multiple drug users originated from 
large cities). Thus, although the total sample in the 1972 
survey contained significantly more individuals with 
“high-risk” demographic characteristics, the demo- 
graphic typology for each subgroup remained quite 
constant for all three years. Heroin users, just as in our 
previous studies (10,11), were more frequently non- 
white, unmarried, and from large urban areas and had 
a history of legal convictions. 

As illustrated in table 4, a close relationship existed be- 
tween subjective attitudes and reported drug use. For 
purposes of simplicity, the 1971 figures are not presented 
in tabular form, since they were generally intermediate 
between those of the 1970 and 1972 samples. For ex- 
ample, only about 15 percent of the nonusers favored le- 
galization of marijuana, but more than three-fourths of 
the heroin users supported such a change. There were 
also statistically significant differences among subgroups 
with regard to attitudes about the various alleged con- 
sequences of drug use, such as causing crime, emotional 
problems, chromosomal damage, or death. When drug- 
using subgroups from 1970 were compared with their 
counterparts from 1972, a significant increase was found 


TABLE 3 
Comparison of Demographic Characteristics Among Subgroups, in Percents 


Nonusers Marijuana Users 
1970 1972 1970 1972 
Characteristic (N=370) (N=320) (N=139) (N=185) 
Under age 20 26 3I 31 30 
White 79 64* 67 57 
Single, separated, 57 59 76 70 
or divorced 
Less than high school 13 12 18 Iz 
education 
Hometown population 29 36 38 47 
more than 100,000 
Previous legal 6 6 13 8 


convictions 


* Using chi-square analysis, p< .05. 


in the percentages of marijuana users and multiple drug 
users who favored the legalization of marijuana. Con- 
versely, a significantly lower percentage of multiple drug 
users in 1972 associated marijuana with crime and emo- 
tional problems. No other significant changes within sub- 
groups occurred regarding attitudes toward marijuana. 
With the exception of a different perspective among non- 
users about the likelihood that LSD would cause chro- 
mosomal damage, no significant changes were found in 
attitudes toward hallucinogens or heroin. In summary, 
marijuana was generally viewed more favorably in 1972, 
while attitudes toward hallucinogens and heroin gener- 
ally remained stable. . 

“Heavy” drug users were studied in greater detail -in 
the 1972 sample in an attempt to isolate any reported dif- 
ferences in social adjustment. When compared with non- 
users, a significantly higher percentage of multiple drug 
users and heroin users reported bad relationships with 
their fathers and difficulties in communicating with their 
parents. A higher percentage also indicated that they 
were separated or divorced. More than one-fourth re- 
ported previous conflicts with legal authorities because of 
alcohol abuse. Strikingly, among the total 1972 sample, 
31 respondents reported enlisting to avoid jail and 28 of 
these were heavy drug users. This history of adjustment 


Multiple Drug Users Heroin Users Totals 
1970 1972 1970 1972 1970 1972 

(N=139) (N=209) (N=49) (N=125) (N=697) (N=839) 

37 47 51 53 31 38* 

79 73 63 55 76 63* 

74 79 74 73 66 68 

20 23 42 31 17 17 

4] 56* 64 63 36 47* 

23 21 53 32 14 14 
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TABLE 4 
Comparison of Attitudes Among Subgroups, in Percents 





Nonusers 
1970 1972 

Attitude (N=370)  (N=320) 
Marijuana 

Causes crime 58 55 

Causes emotional problems 64 60 

Favor legalization 14 16 

Future use likely 7 6 
Hallucinogens 

Cause crime 73 79 

Cause emotional problems 89 87 

Cause chromosomal damage 88 78* 

Future use likely l l 
Heroin 

Causes crime 87 87 

Causes emotional problems 90 89 

Likely to cause death 12 72 

Future use likely 2 2 


* Using chi-square analysis, p<.05. 


difficulties not only existed in early life, but continued af- 
ter entering the military. Multiple drug users and heroin 
users more frequently reported difficulty communicating 
with their superiors, a feeling of being bored with the mil- 
itary, and not finding their jobs interesting. They more 
frequently indicated their intention to use drugs in the fu- 
ture and felt that treatment was of little value. A higher 
percentage of heavy drug users also reported administra- 
tive punishments and courts-martial since entering the 
Army. One major difference between the two “heavy” 
drug-using subgroups has previously been noted in the 
demographic description: in comparison with multiple 
drug users, heroin users were more frequently members 
of minority subgroups and were less educated. 


DISCUSSION 


A comparison of survey samples from 1970, 1971, and 
1972 at the same military installation revealed several 
shifts in reported patterns of drug use. Essentially, the 
percentage using drugs increased, the amount of use in- 
creased, and the current use of most drug types increased. 
It is important to note, however, that these increases oc- 
curred primarily between 1970 and 1971. There appeared 
to be a distinct stabilization in 1972 regarding the total 
percentage of users and the amount of use. Indeed, the 
percentage using depressants more than ten times ac- 
tually declined in 1972. Among the 1972 respondents, 
however, a higher percentage did report the previous use 
of opiates. 

When the samples were demographically compared, at 
least a partial understanding of these changes was pos- 
sible: the later populations contained significantly higher 
percentages of soldiers who were younger, nonwhite, and 
. from large cities. Each of these “high-risk” variables has 


80 ‘Am J Psychiatry 131:1, January 1974 


Marijuana Users Multiple Drug Users Heroin Users 
1970 1972 1970 1972 1970 1972 
(N=139)) (N=185) (N=139) (N=209) (N=49)  (N=125) 
29 21 23 12* 10 18 
35 27 25 14* 12 22 
52 74* 62 74* 74 86 
51 49 69 73° 82 80 
58 66 44 40 37 42 
83 83 65 64 5I 62 
74 76 67 59 49 60 
9 3 29 31 57 40 
86 85 85 86 78 71 
85 89 87 88 74 70 
73 69 67 70 61 54 
2 3 7 5 34 40 


been shown to be related,to the use of drugs, especially 
the use of heroin. Thus, the changes in reported drug use 
are at least partially due to a greater representation of in- 
dividuals with “high-risk” demographic characteristics in 
the 1971 and 1972 samples. A precise explanation for this 
shifting demography among samples was initially lack- 
ing. The changes could, of course, have been an artifact 
of our sample selection. However, recent data provide a 
more likely explanation, since, with the phasing out of the 
military draft, there are relatively more men who are 
younger, from minority groups, and from urban areas in 
the armed forces (18). These data further support the 
contention that patterns of drug use cannot be under- 
stood without close attention to the demography of re- 
spondents. Unfortunately, generalizing from one sample 
to another without consideration of demographic vari- 
ables is too frequently attempted. Such efforts are likely 
to be both confounding and misleading. 


To place the apparent changes we found in perspective, 
the fact that respondents originated from diverse areas of 
the country rather than one specific geographic area must 
be considered. Furthermore, the population at Fort Lee is 
very transient. It is unlikely, therefore, that a rigid drug- 
using subculture existed that could influence patterns in a 
manner comparable to that in many civilian localities. 


The attitude changes from 1970 to 1972 were puzzling. 
Marijuana was generally viewed more favorably, and 
there was little perceptible change in opinions about hal- 
lucinogens and heroin. This was true despite an intensive 
educational campaign to make drugs less appealing. As 
Klapper has suggested (19), it may be that mass commu- 
nication programs reinforce already held attitudes rather 
than converting them, because a person’s predisposition 
largely governs the way he uses mass media information. 
If attitudes have any predictive potential for behavior, 
the data from these surveys would suggest that marijuana 


use will become even more acceptable in the future. Al- 
though there have been occasional claims that hallucino- 
gens are “going out of favor,” neither the attitudes nor 
drug use reported in our surveys supported this. As noted, 
however, the use of depressants had decreased sub- 
stantially among the 1972 sample. Whether this was re- 
lated to a reduced drug supply or to a change in attitudes 
toward depressants could not be determined but, consid- 
ering the hazards of depressant use, the change is a 
gratifying one. Whether this pattern was strictly a local 
phenomenon or reflected national trends is also undeter- 
mined. 

Heroin users in all three samples were impressively 
characterized by their long-standing histories of social 
and psychological conflicts. When compared with non- 
users, a much higher percentage reported conflicts in ci- 
vilian life with parents, school officials, and legal authori- 
ties. Thetr marital and job histories were dramatically 
chaotic. A number had entered the military to avoid jail. 
Not surprisingly, these conflicts tended to continue in the 
military setting and were simply manifested differently 
(AWOLs, sick calls, courts-martial, administrative pun- 
ishments, boredom, job unhappiness, and inability to re- 
late with superiors). Although it is ironic, it would appear 
that many of these men actually entered the Army to es- 
cape authority conflicts (e.g., going to jail), but found 
themselves encountering more of the same in their new 
setting. “Heavy” drug use, whether in military or civilian 
life, must be seen in this total context, since for many in- 
dividuals it is just another chapter in a lifelong history of 
conflict and avoidance behavior. 

In 1970, the Army initiated a number of intensive 
short-term programs for rehabilitating drug users. Con- 
sidering the variety and chronicity of psychosocial con- 
flicts among the majority of “heavy” drug users, how- 
ever, it is questionable whether any short-term regimen 
can truly accomplish such a goal. Prevention of drug use 
through the alteration of predisposing social and family 
determinants would, of course, be an ideal solution. In 
the meantime, rather than displacing numerous drug 
users from the mainstream of daily life into short-term 
treatment programs that they resist and frequently sabo- 
tagé as another manifestation of their authority conflicts, 
it might be more valuable to support meaningful long- 
term interactions with stable authority figures. The suc- 
cessful resolution of such interpersonal relationships 
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would probably be more therapeutic in total perspective 
than interventions aimed specifically at drug use. If reha- 
bilitation is truly to be accomplished in a military setting, 
this may mean that a primary focus of attention should 
be, whenever possible, the promotion of successful long- 
term interaction with peers, job superiors, and military 
commanders in a “natural” setting, rather than brief 
therapy in an “artificial” environment. 
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Plasma Testosterone Levels in Heterosexual and Homosexual Men 


BY H. KEITH H. BRODIE, M.D., NANETTE GARTRELL, CHARLES DOERING, PH.D., AND THOMAS RHUE, PH.D. 


The levels of plasma testosterone of 19 young male ho- 
mosexuals {Kinsey group VI) were found to be signifi- 

cantly higher (p < .01) than those of 20 strictly hetero- 
sexual men matched for average age. 


BECAUSE HOMOSEXUALITY has traditionally been re- 
garded as a psychogenic variant of heterosexual ex- 
pression, it is only recently that investigations into the 
possible endocrinologic substrates of homosexuality have 
been carried out. Since these investigations require the 
use of sophisticated endocrine assays, the methodology 
and equipment for which have only recently become 
available, there have been few studies in this field. 

Recent studies have suggested that there are measur- 
able differences in testosterone levels between homosex- 
ual and heterosexual men. Urinary studies (1) and plas- 
ma studies (2) have revealed lower testosterone concen- 
trations in homosexual than in heterosexual men. A 
recent study of human plasma by Tourney and Hat- 
field (3) showed no statistical difference in concentra- 
tions of plasma testosterone between homosexual and 
heterosexual men. 


Because all previous studies of plasma testosterone in 


homosexual men have been based on single samples of 
plasma drawn in the morning, and because recent studies 
have indicated that levels of plasma testosterone fluctu- 
ate widely on a moment-by-moment basis, we undertook 
the present study in an attempt to more clearly define 
plasma testosterone levels in homosexual and hetero- 
sexual men through measurement over the course of a 
week. 


METHOD 


Nineteen male homosexuals were recruited from the 
gay community of Stanford University. Recognizing that 
patterns of sexual behavior can vary over time for a given 
individual, volunteers were classified as homosexual if 
their sexual practices had been exclusively with mem- 
bers of the same sex during the past year. These sub- 
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jects were all interviewed by one of us (T.R.) and were 
ascertained to be in the Kinsey group VI (exclusively 
homosexual) (4). Twenty heterosexual men who served 
as the control group were selected from a larger sample 
of men currently participating in a broad study of sex 
and endocrine function. The 20 control subjects were 
found on interview to be exclusively heterosexual, with 
no history of homosexual activity. The average age of 
the homosexual subjects was 26.0 years and that of the 
heterosexuals was 23.4 years; there was no statistical 
difference between them. 

All subjects reported for venipuncture at 8 a.m. every 
other day during the course of one week. Blood samples 
were drawn from the subjects by one of three technicians 
in such a way that all blood samples were obtained be- 
tween 8 a.m. and 9 a.m. Plasma was separated and stored 
at -20 C. Plasma testosterone was assayed using a modi- 
fication of the competitive protein-binding method of 
August and associates (5). This method involves extrac- 
tion of the plasma from the blood sample (0.2-0.4 ml.), 
purification by two thin-layer chromatograms in series, 
and displacement on a dilute sample of plasma taken 
from a woman in late pregnancy. Bound and free testos- 
terone were separated by ammonium sulfate precipi- 
tation. The recovery (determined individually for each 
sample) was 70 to 80 percent; the average accuracy for 
the samples over a range of 0.5-2.0 ng. was 114 percent 
without correction for a blank; the precision of duplicate 
determinations ranged from eight to 14 percent 
(coefficient of variation) for the individual subjects. 


RESULTS 


As shown in table 1, the mean plasma testosterone 
level for the heterosexual subjects, 604 + 178 ng./100 
ml., was significantly lower than the mean plasma 


TABLE I 


Comparison of Mean Plasma Testosterone Levels in 
Heterosexual and Homosexual Men 


Plasma Testosterone 


Mean = S.D. 
Group Number (ng./100 ml.) 
Heterosexual men 20 604 + 178 
Homosexual men 19 800 = 191 


testosterone level for the homosexual men, 800 + 191 
ng./100 ml. (using a two-tailed Student’s t test, t = 3.3, 
df = 36, p< .O1). 

The plasma testosterone levels of the heterosexual sub- 
jects ranged from 326 to 1124 ng./100 ml. over the week. 
The range for the homosexual subjects was approxi- 
mately the same (355 to 1091 ng./100 ml.). 


DISCUSSION 


These findings differ from those of Kolodny and asso- 
ciates (2), who found a significantly lower level of plasma 
testosterone in eight homosexuals classified in the Kinsey 
group VI than in 50 heterosexual volunteers. The princi- 
pal differences between our study and that of Kolodny’s 
group are: 1) we had a larger number of group VI homo- 
sexual men and 2) three plasma samples were collected 
per subject in our study while only one sample per subject 
was collected by Kolodny’s group. Our collection of 
three plasma samples per subject might also explain the 
difference between our findings and those of Tourney 
and Hatfield (3). In addition, Tourney and Hatfield 
lumped their Kinsey group V and group VI subjects 
together in calculating the mean plasma testosterone 
concentration. 

Our method of recruitment of heterosexual men dif- 
fered considerably from that of Loraine and asso- 
ciates (1), who used members of their own scientific and 
technical staff, none of whom admitted to homosexual in- 
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clination or activity; these subjects were found to have 
significantly higher levels of testosterone in their urine 
than three homosexual male subjects. Data obtained 
from studies on the urinary excretion of testosterone are 
difficult to interpret, primarily because only one to two 
percent of plasma testosterone is excreted in the urine (6). 
Most of the testosterone that circulates in the body is me- 
tabolized to androsterone and etiocholanolone. 

Further studies will be necessary to determine what ef- 
fects, if any, such variables as frequency of sexual activ- 
ity, hours of sleep per night, mood, or form of sexual ex- 
pression have on plasma testosterone levels in man. 
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Excessive Alcohol Use in Manic-Depressive Illness 


BY LOUIS H. REICH, M.D., ROBERT K. DAVIES, M.D., AND JONATHAN M. HIMMELHOCH, M.D. 


Of various factors the authors examined, only the exces- 
sive use of alcohol distinguished those manic patients 
with a history of hospitalization from those without one. 
Half of the hospitalized subjects had a history of an in- 
ordinate use of alcohol; this excessive use predominated 
during the manic phase, a fact that does not support 

the popular view that alcohol is used to counteract de- 
pression. Patients themselves frequently reported a delib- 
erate use of alcohol to decrease manic symptoms and a 
tendency to shun alcohol during the depressive phase. Al- 
cohol did not seem to alter the presenting symptoms of 
hospitalized manic patients, since irritability and the loss 
of impulse control were similar among the drinkers and 
nondrinkers. 


THE FACT that many hospitalized manic-depressive 
patients consume excessive amounts of alcohol during 
the manic phase of their illness raises. the question of 
whether this abuse of alcohol and its effect on pathologi- 
cal mood states might not increase the patient’s morbid- 
ity and lead to hospitalization. Since studies describing 
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the use of alcohol in the manic state are rare (1, 2), a ret- 
rospective review of manic-depressive patients with and 
without a history of hospitalization was undertaken to 
determine the incidence of excessive drinking, demon- 
strate the relationship of excessive alcohol use to the 
manic and depressive phases of the illness, and find out 
whether alcohol consumption influences the presenting 
symptoms of such patients. 


METHOD 


The study was conducted using the records from the 
psychiatric inpatient unit and the outpatient Lithium 
Clinic of the Yale-New Haven Hospital. Initially, the 
records of 65 patients treated for manic-depressive dis- 
ease were surveyed retrospectively. The entire sample 
suffered from bipolar affective illness, i.e., a disorder 
characterized by alternations between depression (distin- 
guished by dejected mood and retarded motor and men- 
tal activity) and mania (characterized by elation or irri- 
tability and accelerated motor and mental activity) (3-5). 
The characteristics of the patient sample are described in 
table 1. Forty patients had been hospitalized within the 
past four years, while 25, seen in the Lithium Clinic, had 
no history of psychiatric hospitalization. 

Since all patients receiving psychiatric treatment at 
Yale-New Haven Hospital are routinely given standard- 
ized questionnaires in order to elicit detailed histories, the 
authors extracted a variety of factors from these forms to 
ascertain whether certain features might differentiate the 
manic patient with a history of hospitalization from the 
manic patient without one. The following factors in the 
admission history were reviewed: 

1. Medical illness. This included a history of such dis- 
orders as nephritis, arthritis, arteriosclerotic heart dis- 
ease, cancer, asthma, hypertension, hyperthyroidism, 
parkinsonism, seizure disorders, poliomyelitis, and en- 
cephalitis. 

2. Central nervous system injury. This category in- 
cluded a history of one of the following: head trauma, 
loss of consciousness, and fever with delirium or con- 
vulsions. 

3. Impaired impulse control. This included a history of 


TABLE | 
Characteristics of the Patient Sample 


‘Subjects 


N 

Hospitalized 40 

In manic phase 26 

In depressed phase 14 

Never hospitalized 25 

Manic on initial clinical visit 13 
Euthymic or depressed on 

initial clinical visit 12 
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violent, destructive, markedly abusive, or threatening be- 
havior. 

4. Developmental difficulties. Included in this category 
were birth complications, delayed milestones, learning 
difficulties, awkwardness at games, hyperkinesis, enu- 
resis, feeding problems, and early phobias. 

5. Excessive alcohol use. Inordinate drinking was eval- 
uated according to the criteria described by Jellinek, Kel- 
ler, and Hayman (6-8): alcohol consumption that led to 
injury of the patient’s social or economic functioning or 
health was considered excessive. Those people who might 
drink frequently, but who only infrequently became in- 
toxicated without other sequelae, were considered moder- 
ate drinkers. The drinking habit was further evaluated as 
to whether it was chronic or episodic. Since information 
obtained about the use of alcohol is often vague, the pa- 
tients’ charts were sometimes considered imprecise, un- 
clear, or in need of confirmation as to the quality, inci- 
dence, or nature of alcohol use. In these cases, the 
patient and/or family members were recalled and inter- 
viewed. Slightly more than half (56 percent) of our total 
sample of 65 required this additional investigation. 


RESULTS 


Items 1 through 4 above appeared with equal fre- 
quency in both the hospitalized and never-hospitalized 
groups and failed to distinguish the two samples. 

As table 2 shows, excessive alcohol use did differ- 
entiate the hospitalized from the never-hospitalized 
group. For 13 of the 26 patients hospitalized for mania, a 
history of excessive drinking was obtained. Of these 13, 
all had increased their consumption of alcohol before ad- 
mission. Three were episodic drinkers who drank exces- 
sively only when manic, six were chronic drinkers who in- 
variably increased their consumption during the manic 
phase, two were chronic drinkers who reported no defi- 
nite relationship of increased drinking to mania or de- 
pression, and for two chronic drinkers no history could 
be obtained relating their drinking to the phases of their 
illness. 

Of the 25 patients with no history of psychiatric hospi- 
talization, none had used alcohol excessively. Four were 
moderate drinkers. In only one patient could drinking be 


Sex 


Percent Average 
Women Married Age 

19 65 44 
13 

6 
15 72 45 

F 

8 


TABLE 2 
Use of Alcohol by Manic-Depressive Subjects 
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Hospitalized Subjects 





Category Manic Phase Depressed Phase Never-Hospitalized Subjects 
(N =26) (N = 14) (N =25) 
Extent of drinking 
Excessive 13 7 0 
Chronic 10 2 
Periodic 3 5 
Moderate I | 4 
Occasional 8 6 14 
Abstinent 4 0 7 
Drinking on admission 13 4 
Increased use of alcohol 
Only when elated 9 4 
Only when depressed 0 | 


related to mood swing, and this was confined to a single 
episode while the patient was manic. 

The relationship of drinking to the depressive phase of 
manic-depressive illness was investigated by surveying 
records of 14 inpatients treated in the depressive phase. 
Seven of these 14 manic-depressive patients hospitalized 
while depressed were found to be excessive drinkers. Two 
of the seven drank chronically, even during the period up 
to the time of admission; one, however, claimed to ingest 
more alcohol when he was elated. Five of the seven epi- 
sodically imbibed to excess. Four drank primarily when 
elated and one when depressed. 

Finally, in order to assess the influence of excessive al- 
cohol use on the quality of manic behavior that led to 
hospitalization, the predominant manic characteristics 
that were noted on admission were evaluated on the 
basis of a routinely administered, scaled mental status 
examination (9, 10), and in addition the patient was 
categorized as being either elated-grandiose or hostile- 
suspicious (11). When the subjects who abused alcohol 
before admission were compared with those who did 
not, it was found that approximately 50 percent of each 
group® appeared with signs of elation-grandiosity and 
50 percent with hostility-suspiciousness. Among this 
sample of hospitalized manics, then, a history of exces- 
sive alcohol use did not seem to influence the character- 
istic symptoms of mania that were present on admis- 
sion; drinking did not seem to predispose to either 
elation or hostility. 


DISCUSSION 


Previous studies (12-15) have described a strong asso- 
ciation of manic-depressive illness with alcohol abuse but 
have not distinguished between the manic and depres- 
sive phases of the illness. Those reports which did de- 
scribe alcohol consumption during distinct phases of 
the illness presented diverse findings. While one 
study (16) found alcohol abuse nearly exclusively in the 


depressed phase, another (17) noted its absence, and a 
third one (1) reported that increased drinking occurred 
predominantly in the manic phase. 

The present findings confirm the strong association of 
alcohol abuse and manic-depressive illness and corrobo- 
rate Mayfield’s findings that excessive drinking pre- 
dominates in the manic phase. In the current sample all 
13 hospitalized manics with a drinking history had in- 
creased their consumption before admission for a manic 
episode, and of the seven patients with a history of drink- 
ing who were admitted while depressed, the majority pre- 
ferred alcohol when elated and more often drank dur- 
ing this phase. The finding that excessive drinking 
predominates in the manic phase opposes the common 
assumption that, due to its mood-elevating effect, alcohol 
is used to counteract depressive symptoms (18-21). In 
fact, the patients interviewed reported that they used al- 
cohol to counteraci symptoms of mania and that in a 
number of instances this use was deliberate and not 
merely, as some authors have stated, a concomitant of 
generalized euphoria and irresponsibility (21,22). At 
least 30 percent of the manic-depressive sample with 
histories of excessive drinking could specifically report 
medicating themselves with alcohol. One patient re- 
ported that when he was manic he needed a fifth of al- 
cohol at night in order to sleep; another used it to mod- 
erate her hyperactivity; and a number of the manic-de- 
pressive patients described shunning alcohol when 
depressed since it deepened their mood.’ 

In order to define the factors that might explain the 
heightened psychopathology suggested by hospital- 
ization, two groups of manic patients, one with and one 
without a history of psychiatric hospitalization for 
mania, were identified. A variety of factors that might ac- 
count for an increased morbidity in the hospitalized 
sample were then reviewed and it was found that alcohol 
consumption alone distinguished the two groups. Al- 


! Jt should be noted that the above findings pertain to bipolar (manic- 
depressive) patients only and probably do not pertain to the drinking 
patterns of unipolar depressed patients. 
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though it was hypothesized that the alcohol use might 
lead to hospitalization by enhancing a loss of impulse 
control in the manic state, the subsequent data did not 
tend to support this. In the hospitalized group both drink- 
ers and nondrinkers presented with a similar in- 
cidence of hostility, assaultiveness, and rule-breaking be- 
havior. Furthermore, patients themselves reported that 
they increased their drinking in the manic state in order 
to reduce manic symptoms, suggesting that an increased 
psychopathological state might precede an increase in al- 
cohol consumption. 

These findings confirm a relationship between mania 
and excessive alcohol consumption and offer some sup- 
port to the hypothesis that those patients with more pro- 
nounced pathology, requiring hospitalization, might re- 
sort to excessive drinking as their illness intensifies. The 
more severe the mania, therefore, the more likely it ts 
that the patient will imbibe, a result either of an attempt 
to medicate himself or possibly of poor judgment and im- 
pulsivity. In this view the excessive alcohol use is simply a 
sign of more severe mania. An alternate hypothesis, that 
inordinate drinking aggravates the morbidity of manics 
and increases the likelihood of hospitalization, is also 
possible. 
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Antiparkinsonian Agents and Depot Phenothiazine 


BY CHING-PIAO CHIEN, M.D., ALBERTO DIMASCIO, PH.D., AND JONATHAN O. COLE, M.D. 


To determine whether antiparkinsonian (AP) drugs 
should be regularly given prophylactically to all patients 
receiving depot antipsychotic drugs, the authors assigned 
41 psychotic patients receiving fluphenazine enanthate 

to one of three groups. The first received only enough 
AP medication to control the occurrence of acute 
extrapyramidal symptoms (EPS), the second received 
AP medication for five days after each injection of depot 
fluphenazine, and the third received the AP agent daily. 
There were no significant differences among the three 
groups in the number and intensity of EPS, although 
some subjects in the first group displayed gross EPS that 
were controlled. The authors conclude that the routine 
prophylactic use of AP drugs is questionable but that fur- 
ther research is necessary. 
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THE LEGITIMACY of the combined use of antipsychotic 
and antiparkinsonian agents for an extended period of 
time has been challenged and. scrutinized by several in- 
vestigators (1-8). These investigators, although relatively 
few in number, presented data demonstating that the in- 
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definite use of such drugs together is unwarranted. In the 
studies of DiMascio and colleagues (7, 8), for example, 
the abrupt withdrawal of antiparkinsonian agents (AP) 
from schizophrenic patients who had been receiving them 
together with an antipsychotic drug for more than three 
months resulted in a negligible occurrence of extra- 
pyramidal symptoms (EPS). Furthermore, DiMascio (9) 
contended that there exists no body of scientific evidence 
attesting to the value of the common use of antiparkinso- 
nian medications as prophylactic agents. DiMascio and 
his co-workers suggested that the drugs may be used 
most appropriately by waiting until the patient shows 
signs.of EPS and then administering the AP medication. 
The application of these points of view to all state mental 
hospitals in Massachusetts resulted in a decrease in the 
issuance of AP agents from 3.5 million tablets in 1969 to 
an estimated 1.5 million tablets in 1972 (10). 

While these reports focused mainly on the use of AP 
drugs in conjunction with oral antipsychotic medication, 
there is no study that specifically examines how AP medi- 
cation should be used with patients who are being main- 
tained with depot phenothiazine. Investigation in this 
area is particularly important because: 1) there is a 
steady increase in the use of depot phenothiazines in clin- 
ical practice; 2) these drugs are mainly used as main- 
tenance medication for chronic patients who are either 
hospitalized or in the community; and 3) a fear exists 
among clinicians that the injection of a depot phenothia- 
zine may cause unmanageable EPS that would persist 
until the drug is excreted from the body, a process that 
might take weeks. This fear often leads to the prophy- 
lactic use of AP medication with the belief that it is essen- 
tial to protect the patient from an industrial accident or 
from embarrassment in community life should an extra- 
pyramidal reaction to an antipsychotic drug suddenly oc- 
cur. A clinical investigation of the use of AP medication 
in conjunction with depot phenothiazine maintenance 
treatment was therefore considered important; con- 
sequently the present study was initiated. 


METHOD 
e 


Subjects 


Forty-one patients who were living in cooperative 
apartments monitored by the Community Residential 
Treatment Service of Boston State Hospital and who 
were taking fluphenazine enanthate immediately before 
the study were used. They were all diagnosed as having 
schizophrenia except for one patient with involutional 
psychosis, one with an affective disorder, and two with 
psychosis with mental retardation. They were 19 men and 
22 women with a mean age of 43. They had received flu- 
phenazine enanthate for a period ranging from five to 39 
months, with a mean of 17 months. The average dose of 
fluphenazine enanthate was 1.5 cc. given every 13.2 days. 
All of them had been taking AP medication daily. 


Procedure 


The forty-one patients were randomly assigned to one 
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of three AP medication schedule groups. Group | 
patients (N = 13) were to receive AP. medication just 
long enough to control acute EPS episodes when they 
occurred; group 2 patients (N = 13) were to receive the 


AP drug for five days following each fluphenazine ~ 


enanthate injection; and group 3 patients (N = 15) were 
to continue to receive the AP agent daily. 

All the patients continued to receive fluphenazine regu- 
larly at an interval decided upon by their own physicians. 
This interval ranged from ten to 21 days; the majority of 
the patients (28 out of 41) received fluphenazine enan- 
thate every 14 days. In fact, within the 12-week study pe- 
riod all but seven of the patients had six injections. 

AP medication was limited to 2 mg. of benztropine 
mesylate administered twice daily according to each 
group’s schedule. If EPS occurred that could not be con- 
trolled with this dose, | mg. of benztropine mesylate 
could be administered intramuscularly at the discretion 
of the physician. If any patient manifested uncontrollable 
EPS despite the intramuscular injection of benztropine 
mesylate, he or she could be dropped from the study, re- 
corded as an AP medication failure, and treated in what- 
ever way the physician thought necessary. 


Length of Study and Evaluation 


Each patient was carefully followed up for a 12-week 
period. The patients were evaluated each week with an es- 
pecially designed form on which the frequency and in- 
tensity of EPS were recorded (see appendix 1). The eval- 
uation of each patient was carried out by three observers 
to ensure that every episode of EPS was detected. The 
three observers were the hospital staff who visited the 
patients weekly at their community residences (coopera- 
tive apartments), the nurse who gave the fluphenazine 
enanthate injection, and a nonmedical observer-reporter 
(the residential landlord in each cooperative apartment in 
which a patient resided). The observer-reporter’s role was 
merely to note that a side effect was occurring and to re- 
port to the nurse in charge of the patients. These land- 
lords were not involved in the rating of the incidence or 
severity of the side effects but, rather, were trained as 
preliminary observers of each patient’s condition. If a 
patient was observed by the landlord to be manifesting 
EPS, a rating nurse would be called to visit the patient 
quickly in order to evaluate and record the side effects. 


TABLE 1 
Percent of Patients Manifesting Extrapyramidal Symptoms, 
by Each Injection 


Group l Group2 Group 3 

Symptom (N =13) (N= 13) (N= 15) x? 

Mask face 28.2 22.8 33.6 0.350 
Tremor 47.4 38.9 33.6 0.460 
Akinesia 44.0 17.4 24.4 3.050 
Rigidity of arms 20.5 17.4 14.4 0.530 
Akathisia 32.1 25.1 20.0 0.612 
Dystonia 12.8 23.7 33.6 1.494 
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TABLE 2 


Mean Score for Intensity of Extrapyramidal Symptoms, by Each Injection 





Group | | Group 2 Group 3 
Symptom Mean Range Mean Range Mean Range F Value 
Mask face 1.4 1-2 1.1 1-3 0.9 1-2 0.430 
Tremor 1.3 1-3 Fal 1-2 kl 1-2 0.182 
Akinesia 1.5 1-3 1.0 1-3 1.5 i-3 0.506 
Rigidity of arms 1.6 l-3 1.3 ]-2 i] 1-2 0.230 
Akathisia 1.3 }~3 1.2 1-2 0.8 0-3 0.053 
Dystonia 1.6 l-2 Ll 1-2 LS 1-3 0.415 


Before the study, a reliability test was made among the 
rating nurses. The reliability among them was higher 
than 90 percent in both total rating scores and in the 
number of symptoms detected. 


RESULTS 


Due to the varying intervals of fluphenazine enanthate 
administration, after 12 weeks of observation 34 out of 
41 patients (83 percent) had had six injections of flu- 
phenazine enanthate, five had had five injections, and two 
had had four injections. Over the 12-week period the cu- 
mulative incidence of side effects, grouping all EPS re- 
gardless of subtype, revealed that all but one of the 41 
patients experienced one or more occurrences of EPS 
with various degrees of intensity at some time in this pe- 
riod. Obviously, there was no statistically significant dif- 
ference among the three groups in the cumulative in- 
cidence of EPS over the 12-week period. The extremely 
high incidence of EPS among the three groups is not sur- 
prising for patients who are receiving a neuroleptic over 
an extended period with intense observation. Further- 
more, the severity of EPS among the three groups was 
analyzed by comparing the cumulative rating scores that 
were obtained by the weekly observation of any type of 
EPS manifested by the patient over the 12-week period. 
A subsequent analysis of variance revealed no significant 
difference among the three groups (F = 0.70) in this meas- 
ure of severity. 

We made a further breakdown of the data by each in- 
jection in relation to the incidence and intensity of EPS. 
The overall means of the incidence and intensity of EPS 


TABLE 3 
Comparison of Intensities of EPS Rating 


for single injections are presented in tables | and 2. The 
percentage of patients manifesting EPS after a single in- 
jection ranged from 12.8 to 47.4 percent. The frequency 
of occurrence of each symptom did not differ signifi- 
cantly among the three groups when subjected to chi- 
square analysis. Ratings of intensity of EPS also did not 
differ statistically among the three groups. after any single 
injection (see table 2). 

As one can see from the rating scale for reversible ex- 
trapyramidal symptoms (see appendix 1), the score for 
EPS ranged from “0” (no symptoms at all) to *3” (high- 
est intensity of symptoms). Any target symptom receiv- 
ing a “1” rating was often considered to be a subclinical 
manifestation that could be detected only by careful ex- 
amination of the patient’s behavior and/or verbal com- 
plaints. Those symptoms which received a “3” rating 
were usually obvious clinical manifestations that could be 
detected easily with little or no neurological examination. 
The symptoms rated ‘‘2” or *3” attracted immediate at- 
tention and required treatment. 

We made a breakdown analysis to focus only on those 
symptoms receiving severity ratings of “2” or “3” (see 
table 3). When the numbers of patients manifesting such 
symptoms were compared by group, there was no signifi- 
cant difference. However, when only the most severe 
symptoms (rating of “‘3’’) were examined there was a sig- 
nificant difference between the groups. Groyp |l 
patients—those receiving AP medication as needed— 
manifested EPS with the rating of “3” more frequently 
than the other two groups of patients. The difference be- 
tween these and group 2 patients—those who received the 
AP medication five days following each injection of depot 
fluphenazine—was significant at the .02 level; while the 
difference between group | and group 3 patients—those 


Group 1 Group 2 Group 3 
Intensity of EPS Number Percent Number Percent Number Percent 
Rated “2” or “3” 12 92.3 61.5 1] 73.3 
Rated “3” only 7 53.8 7.8 3 20.0 


88 Am J Psychiatry 131:1, January 1974 


who received AP medication daily—verged on signifi- 
cance (.10 > p > .05). 


DISCUSSION 


Obviously, reports on the incidence of EPS vary from 
one investigator to another depending on the measure- 
ment instruments they use and the closeness of their scru- 
tiny, although other variables, such as the sex or the age 
of the patient, the dose of the antipsychotic drug adminis- 
tered, and the route of administration, may also contrib- 
ute to the variation in EPS incidence. The results of this 
study clearly show that fluphenazine, a member of the pi- 
perizine family, is relatively potent in producing neuro- 
logical manifestations. 

It is noteworthy that depot fluphenazine given paren- 
terally over an extended period (five months or more) still 
produces EPS in a considerable number of patients. This 
finding contrasts with that of DiMascio (9), in whose 
study AP medication was used in conjunction with oral 
antipsychotic medication. He observed that if patients re- 
ceived oral antipsychotics and AP agents for longer than 
three months, the chance of the patients’ manifesting 
EPS was almost nil when the AP medication was with- 
drawn. Tolerance to the side effects of antipsychotics af- 
ter a three-month period apparently does not develop 
with parenteral depot phenothiazine. 

When the incidence of EPS was tabulated without re- 
gard to intensity, the three different treatment regimens 
were found not to differ. However, when the incidence of 
gross EPS only was considered (i.e., ratings of “marked 
severity”), the findings revealed some prophylactic effi- 
cacy of AP medication when given routinely either daily 
or for five days following each injection. The question of 
whether AP medication should be given prophylactically 
to patients receiving depot fluphenazine depends on the 
variables one takes into consideration. Our overall find- 
ings and the fact that we were successful in managing the 
group | patients tend not to support the routine use of 
preventive AP medication. However, it might be advis- 
able to employ AP medication for those patients who 
manifest gross EPS even once and who arouse concern 
for their safety and social functioning. 

An independent study by Mindham and associates (11) 
that is somewhat similar to ours is worthy of mention 
here. Their study was designed primarily to test the clini- 
cal efficacy of two AP drugs; placebo was the control sub- 
stance. In their design, amantadine, orphenadrine, and 
placebo were given prophylactically to patients receiving 
depot fluphenazine decanoate. They found no difference 
in the incidence of EPS among the three groups. Their 
placebo group could be considered comparable to our 
group |. Their results draw the same conclusion as ours 
when one looks only at the total scores and total fre- 
quency of EPS schedules by symptoms of varying in- 
tensities. More studies on the prophylactic efficacy of AP 
medication for patients specifically on depot phenothia- 
zines are needed. 

Throughout our study period none of the patients was 
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dropped because of uncontrollable EPS. The patients in 
group 1, who received AP medication as needed, were 
managed satisfactorily within a short period. Those 
patients who manifested EPS despite prophylactic intake 
of AP medication were also successfully managed by the 
additional administration of benztropine mesylate, al- 
though few patients required such treatment. The com- 
mon fear that depot phenothiazine may produce long- 
lasting uncontrollable EPS was not supported in this 
study or in a previous study done by two of us (12). 
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APPENDIX | 
Rating Scale for Reversible Extrapyramidal Symptoms 


PARKINSONIAN SYNDROME 


1. Facial expression 
0: normal 
I: slightly stiff facial expression 
2: stiff face so that it is difficult for patient to whistle or to 
wrinkle up forehead 
3: prominent mask-like facies 
2. Tremor 
0: none 
l: fine tremors that can be discontinued by voluntary move- 
ments 
2: moderately dominant tremors that cannot be stopped by 
voluntary movements 
3: persistent tremors 
3. Akinesia 
0: none 
1: decrease of spontaneous arm swings by walking, but 
width of gait remains normal 
2: disappearance of arm swings by walking; width of gait 
becomes smaller; and general posture is rigid 
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3: very slow and rigid gait 
4. Rigidity 

0: normal muscular tone 

l: hypertonus of muscles that is perceived by passive flex- 
ion of the wrist 

2: cogwheel phenomenon that is perceived by passive 
movement of forearm: extension of forearm remains 
easy for the examiner 

3: marked cogwheel phenomenon; extension of forearm is 
difficult 


AKATHISIA 


0: none 


patient says that he wants to move frequently 

patient says that it is impossible to stay in the same place 
3: patient cannot stay in the same place; hits the floor with 
legs 


AJ m 
t t s: 


DYSTONIA 


0: none 

I: patient feels that a part of his body (e.g., eyeball, neck, 
or extremities) is uncoordinated in balanced movement 

2: patient manifests impairment in balance coordination, 
yet can still control it 

3: patient manifests impairment in balance coordination 
and is unable to control it 


Through the Viewing Tube: Videocassette Psychiatry 


BY DAVID V. FORREST, M.D., JAMES H. RYAN, M.D., RICHARD GLAVIN. M.D., AND H. HOUSTON MERRITT, M.D. 


The authors, who have been exploring the potential of 
videotape presentations for psychiatric education, discuss 
the issues that have arisen since they began developing 
their ‘Electronic Textbook of Psychiatry.” They con- 
sider such questions as the adequacy of the television im- 
age in capturing emotion and transmitting information, 
the ideal length of the taped segment, and the flexibility 
and limits of the medium. They conclude that videotape 
presentation may (as have dream interpretation, psycho- 
metrics, linguistics, and other useful approaches to be- 
havior) contribute to our conception of mental disorders. 


INNOVATIONS IN COMMUNICATIONS, as in any technology, 
may shape our views of the human condition and its dis- 
orders directly or indirectly. The impact is direct if the in- 
novation becomes an instrument with which to redefine 
psychopathology and indirect if the innovation becomes 
useful as a model or metaphor for the processes under 
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study. The application of television technology to the 
teaching of psychiatry may have just such a double im- 
pact, now that a practical system of cassette duplication 
and distribution is available to facilitate the exchange of 
tapes. This paper will address this impact as we have ex- 
perienced it in preparing videocassettes to teach psycho- 
pathology. 

Since 1963 our department has explored videotape as a 
tool for psychiatric education (1, 2). In our project, “The 
Electronic Textbook of Psychiatry,” we have pursued the 
comprehensive goal of teaching psychopathology and the 
treatment of disorders with increasing sophistication by 
making use of the videotape medium and its rapidly 
growing technology. We now have the editing capability 
of two Ampex 7800 videotape machines and have most 
recently employed the new technology for the conversion- 
duplication of videotapes into videocassettes that may be 
used with a Sony playback machine and an ordinary 
monitor. The videocassette is a breakthrough tn conve- 
nience, portability, reliability, and durability; the play- 
back machine offers automatic threading with ease of 
starting, stopping, and skipping back and forth within a 
cassette. The new ease of duplication and use amounts to 
a qualitative change in the medium and its possibilities. 
We have established a network of medical schools as out- 
lets and future sources for videocassettes containing clini- 
cal material in psychopathology, psychiatric treatment, 
and clinical neurology. 

At present, we have prepared 12 tapes for cassette use. 
These include cassettes on psychiatric interviewing tech- 
niques, schizophrenia, schizophrenic language, depres- 
sion, bipolar manic-depressive illness, anxiety and symp- 


tom formation, and defense mechanisms.' More cas- 
settes are in preparation to augment the series we have 
already begun, to round out our concept of a video- 
cassette textbook, including treatment modalities, 
psychiatric pioneers, sexual disorders, neuroses (in con- 
junction with the Columbia Psychoanalytic Clinic), and 
relevant topics in neurological examination and diag- 
nosis. 


TRAINING THE CAMERA 


The medium of television itself is much more assertive 
than we had anticipated. The differences between a writ- 
ten textbook and a video “textbook” are more of trans- 
formation than translation. By merely training one’s 
cameras on the subjects in an interview, one immediately 
confronts theoretical issues. Should one depict the 
patient alone, in a full-screen view for the greatest visibil- 
ity of his psychopathology, as would be in keeping with 
descriptive, organic, and (to a certain extent) intrapsychic 
psychodynamic theories, or should one, in deference to 
the view taken from the interpersonal and communica- 
tions theories that the interview is a dyad with input from 
the psychiatrist, show both participants in a 50-50 split- 
screen presentation? One may note that only by training 
television cameras from slightly over the shoulders of 
each participant to view the other is it possible to watch 
both the psychiatrist and the patient while they are face 
to face, just as they see each other. In fact, with televi- 
sion, we can see them even more closely than they can see 
each other, for the zoom lens can trespass the personal 
space of an individual without creating the same dis- 
comfort that drawing up one’s chair that close might (3). 

In our work, we most often used the upper-left-hand 
quarter of the screen to show the psychiatrist’s head, 
leaving three-quarters of the screen for the patient’s head 
and shoulders; both were seen as if they were facing the 
television screen. This configuration, like any other, had 
its meanings; the psychiatrist’s visage, reduced in size, re- 
sided like a guardian angel (or Dutch uncle) over the 
patient’s right shoulder. This was to some extent a com- 
promise of reality, but somehow this compromise 
seemed right much of the time. 

With a console for viewing the image from each cam- 
era separately and for switching from one camera to an- 
Other, it was possible for a third camera to be used to 
view both participants together from the side. Also, from 
time to time the psychiatrist could be switched off for a 
panoramic full-screen view of the patient himself, includ- 
ing full body shots and cuts to the hands in the lap when 
body language was prominent. 

A sense of continuity and appropriateness in directing 
the cameras at an interview apparently does not require 
psychiatric training, The innate sensitivity of the video di- 
rector operating the console and his experience in film 


' A complete list of titles is available from the authors. 
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and video production apparently do affect the result. 
Whether psychiatrists would even be good at this, or 
would become too involved in the clinical material to give 
proper attention to the camerawork, has not been estab- 
lished by us. The only psychiatrist who ever ran our con- 
sole had been a prcfessional television broadcast engineer | 
at one time. 


THE VIDEO IMAGE AS A MODEL 


The question of the television presentation as a model, 
in the sense of a convenient reduction or sim- 
plification (4)—its adequacy as a source of information, 
its ability to channel attention to some but not all aspects 
of the case, and its possible limitation as a portrayer of 
affect—is implicitly raised as one moves from teaching 
with live patients to teaching with video machines. We all 
speak to our patients on the telephone; most of us make 
some decisions on the basis of that channel of informa- 
tion, although we are aware of its limitations and may 
have to listen for some time to glean an impression that 
might take seconds in the office. The telephone can con- 
vey 60,000 bits of information per second, whereas televi- 
sion can convey 90 million bits per second (5). The num- 
ber of bits that a human can receive per second by sight 
and hearing is unclear, but data from the microanalvsis 
of body language alone suggest that it is large, far beyond 
the thousand or so bits per second perceived from human 
speech (6-8). Von Neumann has estimated the brain’s ca- 
pacity for input at 14 x 10'° bits per second, multiplying 
the standard body receptor rate of 14 digital impressions 
per second by 10'° nerve cells (9). Television, with all its 
90 million bits impinging upon us each second, still enor- 
mously reduces the information that we might derive 
from a live interview, all considerations of communicat- 
ive redundancy aside. 

What is lost and what is magnified in importance? Ber- 
ger has compared the use of videotape in psychiatry to 
the introduction of the microscope in biology (10), but 
more proper analogies might be drawn between video- 
tape and the microtome, certain staining methods, fluo- 
rescent antibodies, or even taxidermy. The crucial ques- 
tion is whether television is adequate to enact and convey 
most of the discriminating variables that matter to us in 
psychiatry. The fact that consultation, supervision, and 
even courtroom presentations of mental status have been 
accomplished via television hookups (11-13) may not be 
sufficient evidence for the adequacy of the video medium; 
the ability of the professionals to flesh out the impression 
from experience, or to think they have, may play a part. 
Ryan and Budner found differences between live and 
video teachers involving greater identification with the 
teachers’ values (a probable goal of supervision) in the 
live situation, whereas students taught by television ac- 
quired information and skills more easily (2). For medi- 
cal students just beginning to encounter the complex and 
emotionally demanding domain of clinical psychiatry, we 
might have more stringent criteria of the adequacy of the 
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medium to convey our subject, particularly when the sub- 
ject is emotion. 

McLuhan’s insight that the “cool” low-resolution, 
low-information video image induces a high degree of in- 
volvement, if true, is not to say that emotions are accu- 
rately and adequately conveyed (14). Our impression is 
“that some quality or quantity of emotion is lost as we 
compare our subjective live interviewing experiences with 
our feelings about the replayed tapes. For example, anx- 
iety that appeared quite dramatic to the interviewer often 
seemed less so on tape. Psychomotor agitation such as 
one finds on the ward was especially difficult to preserve 
for taping, but this was partly because of the Heisenberg- 
like effect of the bright and pleasant studio and the atten- 
tion that seemed surprisingly reassuring to such patients. 
As a result we find ourselves now looking for more pro- 
nounced emotional states and exaggerated pathology, 
and juxtaposing segments before and after treatment 
when the changes have been dramatic. Yet the images 
have always had a life and drama of their own, whether 
or not they showed the emotional states we thought they 
would. Over and above the adequacy of our presentation 
of emotions remains the question of feeling empathy with 
a video image, which we believe may be less possible than 
in live contact. 


NEW WINE OR NEW BOTTLES? 


Somehow when one purports to label and show an ex- 
ample of a specific clinical entity on television, one has 
difficulty satisfying one’s desire for a “textbook” case. 
“Classical” psychopathology seems more elusive in tele- 
vision presentations than in live demonstration inter- 
views in which one of us asks a senior resident to “find 
me a hysterical character.” A new honesty prevails as 
the patient and his problems appear with clarity and 
sureness in tape segments that can be replayed at will. We 
have to start with the taped material, develop our narra- 
tive scripts, and revise them when they contradict the 
tapes. Some of our difficulty probably comes from the 
fact that our labels and categories of psychopathology, 
like all fixed descriptions of aspects of the human condi- 
tion, are more tentative, partial, and nonspecific than we 
usually like to think. If this is no news and no contribu- 
tion to description or nosology, then perhaps it will be 
interesting to see why it is difficult to demonstrate the 
conventional categories on television. By no means do 
we suggest a priority of the television viewpoint, but that 
it, like all other partial visions, may make its contribu- 
tion to our conceptualizations and lend its skews, much 
as such innovations as dream interpretation, participant 
observation, psychometrics, psychopharmacology, and 
psycholinguistics have done. The disagreements that are 
sure to arise within our network about the labeling and 
explication of the cassettes should be salutary. 

It is too early to know what this new viewpoint will 
promise. The impact of television in general is poorly un- 
derstood and needs elucidation (an APA task force has 
been established to study the psychiatric implications of 
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television). Does television induce an unusual or uncanny 
vigilance and demand a special attentiveness, resembling 
trance induction? Is viewing a passive, symbolically oral 
or feeding activity? (The rectangular screen with the 
rounded corners derived from the round vacuum picture 
tube is oddly reminiscent of a child’s early cornerless 
drawings of the rectangles in his world, and has even be- 
come less round as sets have matured.) How strongly 
habituating and satisfying is the act of watching televi- 
sion? Is there an overall mental set involved, so that we 
may perhaps delegate authority to the image more than 
we empathize with the person shown? Are there tele- 
viewing and scanning skills that commercial television 
has promoted, the more so in younger viewers exposed 
during their early stages of cognitive development and in 
the less erudite who watch television (15)? These are un- 
answered questions about television in general that per- 
tain a fortiori to televised communications in psychia- 
try. 


SPECIFIC DEMANDS AND INFLUENCES OF 
VIDEOCASSETTE TEACHING IN PSYCHIATRY 


On the basis of our attempts to present psychopathol- 
ogy on video cassettes, one may anticipate some of the 
influences and directions of interest that may develop. 

Video interest. As expert video directors and editors 
working closely with clinicians apply their imagination 
and capabilities to the subject, visual interest may emerge 
as an important criterion of classification in psychiatry. 
Those who recoil at this very suggestion must recall that 
we have hitherto been dependent on print-linked clini- 
cians who were also relatively expert writers (Freud is an 
example par excellence) to classify and describe what 
others have thought they have “‘seen.”? A study might be 
made of the linguistic effect of the transplantation of 
the psychoanalytic movement from a German-speaking 
center to an English-speaking center on the basis of the 
Whorf-Sapir hypothesis (that the medium of language is 
important [16, 17]). What might the effects be of the 
transformation of print-linked psychiatry into the elec- 
tronic medium? Anyone who has tried to write on clinical 
subjects involving case material is likely to admit that he 
has selected material for its conduciveness to good story- 
telling. Similarly, it is only fair to allow some distortion 
by selection for good picturemaking in the video medium. 
Just as a novel will have to be adapted to a screenplay 
and cinematic presentation, so also will psychopathology 
have to be considered for its video interest. Perhaps we 
shall discover that people’s lives are experienced with im- 
mediacy and with appearances and fragmentation more 
reminisceni of television than a novel in the first place. 

If psychiatrists do not physically make television tapes, 
they must collaborate closely with the audiovisual direc- 
tor. One can no more count on him to be transparent 
without guidance than one could entrust a nonpsychiatric 
writer to ghostwrite a case history from one’s process 
notes. Just as some psychiatrists become writers and edi- 
tors for the rest, some may become conversant in the tele- 


vision medium, as we have probably done already to 
some extent. So far the criterion of video interest has 
tended to make wordy, verbal patients with little self- 
dramatization and those with monotonously flattened or 
blunted affects and immobile facies seem less interesting 
to us. In attempting to present depression and chronic 
schizophrenia accurately we are torn between our wish to 
maintain the student’s interest and attention level and 
our wish to present long enough segments from inter- 
views with such patients to let the student experience how 
boring it may be to establish a relationship with them in 
treatment. We have also found ourselves at times choos- 
ing attractive and dramatic people regardless of their ver- 
bal or psychodynamic interest, which would really be tan- 
tamount to a greater interest in character armor and style 
than in a written case. Physical handsomeness or beauty 
is by no means psychologically insignificant (18), how- 
ever, and one cannot reject appearance as a classificatory 
principle just because one is fond of intelligence, verbal 
ability, affectivity, or convolution of psychodynamics. 


Audio interest and audibility. Just as people who are 
both blind and deaf would wish to have their hearing 
back before their sight (it is more lonely to be deaf), we 
would rather have our audio quality be first rate than our 
picture quality (although we strive for both). Although 
audio alone is not so interesting. audiotape recordings of 
videotape can be used for editing if one has fairly good vi- 
sual memory; video alone is so nonspecific that it limits 
one’s understanding of the patient to immediate observa- 
tions (although this impression should be studied with 
soundless interviews, as Chodoff has recommended for 
studying gestural language [12]). Fuzzy sounds and 
mumbled words are most disconcerting, anger viewers, 
and lead them to reject the teaching content. Inarticulate 
patients are not. usually shown unless their in- 
articulateness and voice quality are of particular signifi- 
cance to the purpose at hand (although communicative 
unclarity is always of significance, particularly in schizo- 
phrenogenesis, as demonstrated in family studies by 
Goldfarb and colleagues [19]). Inaudible replies must be 
restated by the interviewer, who must have a sense for ap- 
propriate conversation levels and be willing to speak 
mofe softly to match the voice of a patient with poor vol- 
ume so the microphones can be set accordingly. 


Time considerations. The length of the televised inter- 
view, like that of other interviews, will vary with the 
patient, the goals of the interview, and the interviewer’s 
success in obtaining what he needs. But video presenta- 
tions have their. own conditions, among them limitations 
of tape length (about one hour, but much shorter seg- 
ments are used in teaching) and the need to reduce extra- 
neous material for purposes of convenience in review and 
editing. If a patient can be kept on a subject until he has 
explored it sufficiently for our teaching purposes, this will 
be preferable to obtaining the material in fragments scat- 
tered through the tape and therefore made more difficult 
to retrieve and edit. On the other hand, the medium 
presents the option of the cameras being switched off and 
then intermittently reactivated in sampling a long seg- 
ment of patient behavior (as in taping an intoxication in 
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process). How long a teaching tape should be has to do 
with what the natural entities of psychopathology seem 
to be on television. We seem to come out with tapes 25- 
40 minutes long by splicing excerpts electronically from 
interviews 15-40 minutes long. 

Are all diagnoses made in the first three minutes of 
videotape (20)? Initially impressed with the almost in- 
stantaneous communication of emotion by small tape 
segments in such commercial programs as “Laugh In,” 
we have since become much more wary of short seg- 
ments. It is difficult to acquaint the viewer with a patient 
in less than five to ten minutes, even if only a specific as- 
pect is being shown. Shorter segments must be handled 
with great care as to what precedes and follows. The pic- 
ture and words are there, but viewers tell us their willing- 
ness to get involved is violated. Perhaps they do not wish 
to see people whisked on and off the screen with the jar- 
ring juxtapositions of TV commercials. Is a single case 
enough to demonstrate a point? Increasingly, journals 
don’t think so. If one presents three or more examples of 
an entity, with interspersed narration, will the viewer’s at- 
tention lag? Are new categories and approaches needed, 
emphasizing phenomenology (e.g., the thought disorder 
and social isolation of schizophrenia) or “information” 
channels (the meaning and form of schizophrenic lan- 
guage and the kinesics of affective disease, e.g.)? 

Subtleties and complexities. We have a running con- 
troversy among us as to the level of subtlety in teaching 
tapes that is desirable for optimum learning. Although no 
tape showing people is simple, we wish to present inter- 
esting, challenging issues and to realize the potential of 
our medium. We wonder if our most subtle productions 
might be surprisingly understandable to a wide audience,’ 
altering the high literacy-bound elitism of the psychiatrist 
to include those whose print skills are less and video skills 
are equal to or even greater than those of psychiatrists, 
who as a group watch television less (15). A television 
news program, in contrast to a newspaper, presents 
fewer stories in more condensed form. Our expectations 
of television seem to dictate that the narratives be brief, 
while the picture swarms with glosses on our words. 
These meta-communicative aspects can be taught, 
learned, and manipulated, but they are there. We know 
that theoretical subtlety and controversy can be pre- 
sented on television, as for example in a sophisticated 
recent educational TV program comparing the “‘big- 
bang” and steady-state theories of cosmic origin.’ But 
we must summarize and condense complex cases tersely 
in bridges between brief interview segments in real 
time, often sacrificing the rich pattern of living rela- 
tionships in favor of immediate or transactional aspects 
of affect, style, and language. The art historian 
Gombrich has argued that pictures are poor in 


? The question of a wider possible educational audience for videocas- 
sette psychiatric material is only speculative at present, since the use of 
the material has been carefully limited to mental health professionals 
rae people in allied training programs as is specified in our release 
orms. 


> “The Violent Universe: A Look at New Advances in Astronomy” was 
shown on September 11, 1972, on National Educational Television. 
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specificity although high in dramatic appeal (21). A 
picture is worth 1,000 words, but which 1,000 words? 
Though television has spoken words, these must be few 
compared to printed texts, and we are relatively more re- 
liant on the TV image. Just as dreams have trouble 
presenting the negation of something (“mention” some- 
thing by its appearance and it ts there), it is also difficult 
to present doubtful or tentative hypotheses and con- 
troversies fairly because the assertive and convincing pic- 
torial medium seems to make everything true (we have, 
incidentally, considered the idea of presenting dreams in 
video form). But the excitement that can arise from the 
comparison of several patients who are side by side doing 
similar things can lend impressive weight to a teaching 
narrative, and the narrator can insinuate himself right 
into an interview in the form of a voice-over, which a 
nonvideo teacher cannot. Until we know how teachers 
will wish to use our cassettes, we will prepare a spectrum 
of presentations, from those with highly directive and di- 
dactic narrative guidelines (which are suitable for use by 
the students alone with subsequent discussion with a 
teacher) to easier-to-make cassettes with minimal narra- 
tion presenting largely unlabeled segments of interest 
that invite the teacher to stop the machine and interject 
his own comments. 

Audiovisual “shape.” Finally, we might say that much 
remains to be explained about the video presentation of 
psychopathology. Something about the immediacy of the 
patient’s coping mechanisms, seen in action on the 
screen, is a compelling gestalt that gets us talking and 
comparing ourselves and our own defenses to those of 
our televised subjects. The patients seem more dignified 
on the video screen and many look less sick, so one is sur- 
prised by the evidence of illness in their words. Perhaps 
we are conditioned to delegate authority to the person on 
the screen but there is more to it than that. We do not 
claim that television does not lie or distort or that it is 
even more natural than life. But there is the impact of 
candor and credibility in well-televised psychopathology 
that simply has to be seen to be believed. 
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Research on Cerebral Electrotherapy (Electrosleep) : 


Some Suggestions 


BY BERNARD L. FRANKEL, M.D. 


The author discusses the methodological shortcomings of 
previous studies on cerebral electrotherapy (CET) and 
suggests various methodological and design procedures 
that need to be incorporated into future studies if the 
question of the therapeutic effectiveness and applicability 
of CET is to be conclusively settled. Among the proce- 
dures he recommends are double-blind methods of re- 
search and improved techniques of evaluation and 
follow-up. 


CEREBRAL ELECTROTHERAPY (CET or “electrosleep’’) is 
a relatively new somatic therapy characterized by the 
passage of a very low-amplitude, pulsating direct current 
through the cranium for 30 to 120 minutes while the 
patient is recumbent in a quiet, darkened room. The pro- 
cedure is repeated once a day for ten to 30 (or more) 
days. The patient usually feels a not unpleasant tingling, 
rhythmic sensation under the electrodes attached to his 
eyes and mastoids. This technique, which is based on 
Pavlovian principles, was developed by Gilyarowsky (1) 
in the Soviet Union more than 25 years ago. It was origi- 
nally designed to induce and enhance a state of natural 
sleep. It was theorized that the ensuing cortical inhibition 
(during sleep) was therapeutically protective, allowing for 
health-promoting neural recuperation in a disturbed ner- 
vous system. At the present time, however, it is generally 
believed that the occurrence of sleep during the CET ses- 
sion 4s not necessary for subsequent therapeutic effec- 
tiveness. 

The increasing interest in CET in the United States is 
reflected in the increasing number of electronics com- 
panies that are manufacturing and marketing CET de- 
vices. In their promotional literature some of these com- 
panies (e.g., Somatron, Inc., and Neuro Systems, Inc.) 
make implicit or explicit claims for the clinical effec- 
tiveness of CET by citing numerous published studies on 
its use, thus giving the impression that this new somatic 
therapy has been adequately researched and found to be 
effective for various psychiatric disorders. In view of the 
paucity of carefully done research studies on CET, how- 
ever, such an impression Is not warranted at this time. 

CET has been reported by Russian and other Euro- 
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pean investigators to be effective in treating such dis- 
orders as neuroses, psychoses, hypertension, asthma, pep- 
tic ulcers, migraine headaches, toxemia of pregnancy, 
and insomnia (1-3). The protocols that were reported in 
many of these studies, however, did not provide for ade- 
quate controls, follow-up data, or reliable criteria of 
diagnosis and improvement. 

In two recent studies in the United States, where CET 
is an issue of controversy, Rosenthal (4) and Feighner, 
Brown, and Olivier (5) found that psychiatric outpatients 
who received active rather than placebo CET showed sig- 
nificantly decreased levels of anxiety and depression, as 
well as improved sleep, after brief courses of CET (five 
sessions in Rosenthal’s study and ten sessions in Feigh- 
ner, Brown, and Olivier’s). Although Rosenthal did not 
provide follow-up data, Feighner, Brown, and Olivier 
noted that for most of their patients improvement was 
not sustained after one month. Both studies emphasized 
the need for further research studies before more defini- 
tive conclusions about the clinical effectiveness of CET 
could be drawn. In a study by Frankel, Buchbinder, and 
Snyder (6), it was found that neither of two courses of ac- 
tive CET (totaling 30 sessions) given at two frequencies 
(15 and 100 hz.) was helpful to chronic primary in- 
somniacs whose nocturnal sleep patterns were recorded 
by EEG in the sleep laboratory before and after the 
courses of treatment. The fact that some researchers on 
both sides of the Atlantic (7-9) have concluded that CET 
is a suggestive procedure in which an intracranial flow of 
current is not necessary (thus obviating the need for so- 
phisticated and expensive technology) adds to the con- 
tradictory picture of CET research that emerges in re- 
views of the literature (3, 9, 10). 


PROBLEMS OF DESIGN AND METHODOLOGY 


Let us look in more detail at some of the method- 
ological issues that have been consistently encountered, 
but not resolved, in CET research. A major one has been 
the role of psychological, conditioning, or suggestibility 
factors, i.¢., the placebo effect. By assuming that such 
factors played a minor role, Gilyarowsky (1) probably in- 
fluenced many of the subsequent investigators to adopt a 
similar attitude—one that was to be reflected time and 
again in data interpretation, technological innovations, 
and experimental designs. 

In designs that used placebo CET, the usual procedure 
was simply that the current was not turned on after con- 
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trol patients were connected to the machine; sometimes 
the CET current was turned on for only an instant. In no 
study did patients receiving placebo CET experience for 
more than this short moment (if at all) the rhythmic, mo- 
notonous sensory stimuli that are an integral part of the 
active CET patient’s subjective experience. Frankel, 
Buchbinder, and Snyder noted that their patients gener- 
ally had an expectation about what these “electrical 
treatments” should feel like (6). If the patients in the 
other studies had similar expectations, those who were re- 
ceiving placebo CET (and therefore not experiencing any 
current-related sensations) may well have wondered 
whether they were getting the “real treatment,” thus pos- 
sibly invalidating both the investigators’ assumption that 
the patients were blind to the design and their inter- 
pretation of the data. Furthermore, it is a reasonable pos- 
sibility that the rhythmic, monotonous sensory stimuli 
alone (without the flow of intracranial current) may have 
demonstrable clinical effects, since there have been stud- 
ies documenting the sleep-inducing potency of similar 
stimuli (11, 12). 


Two recent studies (13, 14) have dealt with this prob- 
lem of controls by administering the active CET in 
such a way that the patients did not feel the usual current- 
related sensory stimuli and were therefore, in this respect, 
quite similar to placebo CET patients. Hearst and asso- 
ciates (13), by using electrode paste and tight headbands 
to eliminate the active CET sensory stimuli, found that, 
when chronically ill psychiatric patients in active and pla- 
cebo treatment groups were compared after five 30-min- 
ute CET sessions, they did not significantly differ with re- 
gard to the relief of symptoms either on the final day of 
treatment or two weeks later. In Weiss’s study of ten in- 
somniacs being treated with CET (14), both placebo and 
active patients felt only a brief “adjustment tingle” when 
the current was initially turned on. The active CET 
patients, adapting quickly to the tingle, apparently felt no 
sensations at all during the remainder of the 15-minute 
session although the current continued to flow. They were 
in this respect comparable to the placebo CET patients, 
for whom the current had been turned off immediately af- 
ter the brief initial tingle. Although Weiss’s use of sever- 
al polygraphic sleep record parameters as the principal 
dependent variables was very similar to that in the study 
of Frankel, Buchbinder, and Snyder, his results were 
quite different; he found CET to be significantly effective 
in the treatment of chronic sleep-onset insomnia. It is 
difficult to reconcile the contradictory results of these 
two studies. 


These experimental designs, which call for neither the 
active nor placebo patients to feel any current-related 
stimuli, are an important step in the right direction. Such 
techniques, however, involve the possibility that the am- 
plitude levels of the current may be too low; they are 
therefore not as desirable as protocols that call for the 
stimuli to be felt by both active and placebo groups. Am- 
plitude levels that are set too low (like homeopathic doses 
of an effective experimental drug) could be an important 
confounding variable in studies that report no differences 
between active and placebo therapy groups. Such studies 
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might lead to the conclusion that CET was not effective 
when in fact it might have been effective had the ‘“‘dos- 
age’’ of current been higher. 

The patient’s response to the CET treatment could 
also be affected by the daily verbal and nonverbal com- 
munications he receives from the CET operator while the 
operator is adjusting the electrodes and current levels. 
The communications are undoubtedly influenced, at least 
in a subtle way, by the operator’s knowledge of whether 
he is administering active or placebo CET. He too, like 
the patient, should ideally be blind to whether or not the 
treatments are active--as was the case in Weiss’s 
study (14), which contains instructive details on how this 
was done. In addition to more effective “blind” tech- 
niques, studies should include explicitly defined criteria 
for pretreatment diagnostic evaluation and the eval- 
uation of treatment-related clinical response. This would 
be especially helpful to researchers and clinicians who 
want to use similar yardsticks of evaluation with similar 
diagnostic groupings of patients. Such investigations 
would be more readily comparable than most of those re- 
ported thus far. 


SUGGESTIONS FOR FUTURE STUDIES 


From a methodological point of view, therefore, the 
studies of CET that have been done so far leave much to 
be desired. Their results can be seen as providing a stimu- 
lus for more careful inquiries. Future investigations 
should employ the basic methodological principles that 
have been applied successfully in research on the clinical 
effectiveness of other somatic therapies. For example, 
double-blind methods could be used that would permit 
the subject receiving CET, the operator administering 
CET, and the researcher evaluating pretreatment vari- 
ables and posttreatment results to be truly “blind” to the 
mode of CET (active or placebo) given. This would re- 
quire a CET machine that enabled the patient to feel the 
current-related tingling sensations regardless of whether 
the pulsating current was flowing. Such a method would 
also require an intermediary operator, who would choose 
either the active or placebo mode of treatment with the 
flick of a switch, while the electrode- and current-adjust- 
ing operator, who would be interacting with the patient, 
would remain blind. The technical aspects of one such 
machine! were recently reported (15). There is also a 
need for more objective and clearly defined criteria of 
diagnostic evaluation and therapeutic response. A variety 
of psychophysiological and psychobiochemical factors 
(such as galvanic skin resistance, EEGs, pulse, blood 


‘pressure, blood and urinary corticosteroids) should be 


assessed, as well as various psychological factors, the 
latter through the use of such measures as standard psy- 
chometric tests, rating scales, and clinical interviews. All 
these measures would be employed again in the impor- 
tant follow-up evaluations that would be done at regular 
intervals. 


'Manufactured by the Jungbluth Corp., Media, Pa. 


The question of the clinical applicability of CET can be 
addressed more effectively when the issues of experimen- 
tal design and methodology are settled. It would seem ad- 
visable for the effectiveness of CET to be tested initially 
on patients with various chronic psychopathological con- 
ditions that may not have responded well to other thera- 
peutic regimens. Any clinical improvement would then be 
more likely to be causally related to the CET treatment 
than to coincidental spontaneous changes in the patients’ 
symptomatology. Among the chronic disorders for which 
there is reason to expect some response to CET, those 
whose clinical manifestations lend themselves to assess- 
ment by other, more reliable techniques will be useful for 
initial research efforts. Taking into account these consid- 
erations as well as the importance of repeating some of 
the better studies already reported, the researcher might 
well study CET’s effectiveness in treating such disorders 
as essential hypertension (a condition that Sergeev has 
treated successfully with CET [16]), chronic neurotic 
anxiety and/or depression, chronic psychosis, and 
chronic primary insomnia. 


Using any of these diagnostic categories (or other 
ones), a clinically and statistically meaningful sample of 
patients could be collected and divided into three reason- 
ably matched groups: 1) a group receiving high-frequency 
active CET (e.g., 100 hz.), 2) a group receiving /ow-fre- 
quency active CET (e.g., 15 hz.), and 3) a control group 
receiving placebo CET, with current-related sensory 
stimuli. Protocols with crossover designs could also be 
employed. Each treatment would last 45 to 60 minutes, 
and each patient would receive a total of 30 treatments, 
administered on a daily basis with one treatment each 
day. Electrodes would be placed over the patient’s eyes 
and mastoids. The pulse width would be 1.0 msec., the 
current bias would be zero, and the current would be ad- 
justed to the highest level compatible with subjective 
comfort (these figures were chosen as most likely to 
ensure that the duration and total number of treatment 
sessions would be sufficient for any effects of the CET to 
occur and to ensure thai the characteristics of the current 
would be fairly typical of those used in other studies). 


Ideally the patients in a study on CET should not be in- 
volved in any other type of treatment, either somatic or 
psychotherapeutic. Since this condition is unlikely to be 
met in practice, it would be important to control for any 
other ongoing treatments as variables. When appro- 
priate, one might also consider using as a second control 
group a sample of patients receiving a standard type of 
treatment known to be effective (as Straus, Elkind, and 
Bodian did in comparing the sleep-inducing potency of 
CET and phenobarbital [17]). This would allow the in- 
vestigator to compare the effectiveness of CET and the 
standard therapeutic regimen. Before the CET treatment 
is begun, patients should be carefully evaluated so that 
accurate and reliable baseline measures can be recorded. 
Similar evaluations would be repeated at frequent inter- 
vals—e.g., after ten, 20, and 30 CET treatments, as well 
as after one month, six months, and 12 months following 
the final session of treatment. 


There are other ways to investigate CET that would 
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yield more information about the physiological and bio- 
chemical mechanisms it involves. One such inquiry would 
focus on the patient’s responses during the active and pla- 
cebo CET sessions. In a study with monkeys receiving 
only active CET, Wilson and associates demonstrated 
impressive inhibition during treatment of the hyper- 
secretion of gastric acid that is associated with shock- 
avoidance behavior (18). In addition to the patients’ sub- 
jective reports of mental and physical experiences during 
treatment, such variables as pulse rate, blood pressure, 
respiratory rate, galvanic skin resistance, skin temper- 
ature, electrical activity of the brain and muscles, amount 
of freely circulating cortisol, and gastric acidity could be 
assessed continuously or at regular intervals during the 
treatment sessions (e.g., every five minutes for some of 
these measures) for the active and placebo treatment 
groups. It would be important to examine the relation- 
ships between the mental and physiological changes expe- 
rienced by the patient during treatment and any long- 
term therapeutic effects, since the mere presence of 
changes during treatment does not necessarily ensure 
long-term therapeutic effect. Another potentially infor- 
mative procedure, one that is based on the findings of 
Lippold and Redfearn (19), would be to investigate the 
clinical effects of the reversal of the flow of electrical cur- 
rent between the two pairs of CET electrodes. 


CONCLUSIONS 


The above outline of suggested protocols and proce- 
dures to be used in studies of CET is not meant to be ex- 
haustive. It has been presented here as a guide and as a 
stimulus in planning experimental protocols that will 
carefully investigate the effectiveness of this controversial 
form of treatment. 

The safety, simplicity, and inexpensiveness of CET are 
impressively desirable features. If careful and basic re- 
search on CET is not done, however, the likelihood is in- 
creased that after some initial enthusiasm about its al- 
most panacea-like potential, a reaction might occur and 
CET might be unjustifiably relegated to a position on or 
beyond the fringe of medical and psychiatric respectabil- 
ity. At present there is the unhappy spectacle of a group 
of electronics companies encouraging this initial enthusi- 
asm and competing to build increasingly sophisticated 
machines to be used for CET, while basing their claims 
for CET’s clinical effectiveness on studies that have not 
clearly differentiated between the rhythmic, relaxing, cur- 
rent-induced sensory stimuli or the power of suggestion 
and the actual effects of the flow of an electrical current 
through the patient’s cranium. If suggestion or sensory 
stimuli are indeed found to play a significant role in the 
clinical effects of CET, the need for sophisticated elec- 
tronics equipment may be obviated. Such equipment, 
however, is needed at this stage for the critical research 
studies that must be done to determine whether and how 
CET works. It is in meeting this need for high-quality 
CET research devices that the electronics companies 
could be very helpful. By responding to this need they 
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would encourage a potentially more fruitful approach to 
CET than that currently being stressed—an approach 
- that would make sense at the present from both a 
scientific and ethical point of view. 
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Psychiatric Inpatients: Who, Where, and Future 


BY LUCY D. OZARIN, M.D., AND CARE A. TAUBE 


Recent statistics show that an increasing number of 
people with psychiatric illness are being treated in com- 
munity settings rather than in hospitals. This shift in 
treatment locus requires a reexamination of program pri- 
orities, staff training and deployment, financial alloca- 
tions, and plans for construction of facilities. A wide 
range of community-based therapeutic, rehabilitative, 
and supportive services appears necessary; the need for 
additional programs to treat patients with alcohol prob- 
lems is particularly apparent. 


Read at the 126th annual meeting of the American Psychiatric Associa- 
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HISTORICALLY, INPATIENT CARE has been the most fre- 
quently used method of psychiatric treatment. A signifi- 
cant shift of locus is now under way. In 1955, inpatient 
care accounted for 77 percent of all psychiatric episodes. 
In 197] inpatient episodes had decreased to 42 percent of 
the total. (Patient care episodes are defined as the num- 
ber of residents in inpatient facilities at the beginning of 
the year or the number of persons on the rolls of non- 
inpatient facilities plus the total additions to these facili- 
ties during the year. Patient care episodes are thus a du- 
plicated count of the number of persons under care 
during the year.) 

Selected information’ is now available concerning the 
entire universe of patients with a primary psychiatric 


'The source of the data Suede in this paper is the Biometry Branch, Of- 
fice of Program Planning and Evaluation, National Institute of Mental 
Health. Most of the data quoted have appeared i in the Statistical Note 
Serizs published by NIMH. 

A 


diagnosis hospitalized in mental health facilities in the 
United States. The universe of facilities in which such 
persons are hospitalized includes public and private men- 
tal-hospitals, public and private genera} hospital psychi- 
atric inpatient units, Veterans Administration hospitals, 
and federally funded community mental health centers. 
(Psychiatric inpatient units in general hospitals account 
for approximately 60 percent of the total discharges with 
a primary psychiatric diagnosis from the general hospi- 
tals. The remainder, those discharged from the general 
medical and surgical services of general hospitals, are not 
covered in this paper.) The data, which describe certain 
characteristics of inpatients and relate these to various 
types of inpatient facilities, provide a basis for program 
planning. The findings suggest that a reexamination of 
mental health priorities and resource allocation may be 
timely. | 


THE LOCUS OF CARE 


Table I shows the distribution of patient care episodes 
by type of facility in the United States in 1971. 

In 1971, 4.2 million patient care episodes were re- 
corded; these did not include the care provided in offices 
of private mental health practitioners. Almost 1.8 million 
were inpatient episodes. Of the total inpatient episodes, 
psychiatric hospitals accounted for 58 percent, general 
hospitals for 31 percent, and federally funded community 
mental health centers for seven percent. 

Forty-two percent of all inpatient episodes in 1971 
(745,259 of 1,755,816 episodes) occurred in public mental 
hospitals; this includes the long-hospitalized population. 
Psychiatric inpatient services in general hospitals ac- 
counted for 542,642 episodes, or 31 percent of the total; 
private mental hospitals for 97,963 episodes, or six per- 
cent of the total, community mental health centers for 
130,088 episodes, or seven percent of the total; and Veter- 
ans Administration general and mental hospitals for 
176,800 episodes, or ten percent of the total. The median 
length of stay for admissions varied with the facility. In 
1971°in public mental hospitals it was 41 days; in private 
mental hospitals, 20 days; and in general hospital psychi- 
atric inpatient units, 11 days. 


THE PATIENTS 


Age Distribution 


Public mental hospitals had the largest proportion of 
elderly patients in their populations. Private mental hos- 
pitals and general hospitals were similar in the age distri- 
bution of persons served. Over 40 percent of the total in- 
patient episodes involving people under age 18 occurred 
in general hospitals, while private hospitals accounted for 
seven percent of all episodes in this age group. About six 
percent of the episodes for the 65-and-over age group oc- 
curred in private mental hospitals and 18 percent in gen- 
eral hospitals. 


BRIEF COMMUNICATIONS 


TABLE | 
Distributioa of Patient Episodes in 1971 


aaneen ata e ataa t 


Type of Facility Number Percent 
Inpatient episodes 1,755,816 41.9 
State and county mental hospitals 745,259 17.9 
Private mental hospitals 97,963 © 23 
Veterans Administration hospitals 176,800 4.2 
General hospital psychiatric services 542,642 12.9 
Residential treatment centers for emo- 
tionally disturbed children 28,637 0.7 
Community mental health centers 130,088 3.1 
Other multiservice fecilities 34,427 0.8 
Outpatient 2pisodes 2,316,754 = 55.3 
Community mental health centers 622,906 14.9 
Other oucpatient services 1,693 848 40.4 
Day care episodes 118,343 2.8 
Community mental health centers 43,653 1.0 
Other day care services . 74,690 1.8 
Total 4,190,913 . 
Sex 


More men than women—60 percent compared to 40 
percent—were admitted to public mental hospitals; the 
reverse was true in private mental hospitals, where 60 
percent of the admissions were women. Nongovernment 
general hospital psychiatric units admitted almost twice 
as many women as men, but in public nonfederal gen- 
eral hospital psychiatric units, men exceeded women by 
almost 50 percent. 


Education 


The level of education, either by itself or as a com- 
ponent of an index of socioeconomic status, has been 
shown to influence the rate of psychiatric admissions. 
State hospitals and federally funded mental health cen- 
ters show equal proportions of persons admitted with 
education below seventh-grade level. Two-thirds of the 
private mental hospital patients have completed high 
school, but only 47 percent of the community mental 
health center patients and 38 percent of public mental 
hospital admissions have done so. 


Race | 


Twenty-two percent of those admitted to public mental 
hospitals were nonwhite; nonwhites were less than five 


‘percent of admissions to private mental hospitals, 16 per- 


cent of admissions to general hospital psychiatric units, 
and 21 percent of admissions to community mental 
health centers. 


Diagnosis 


The three leading diagnoses for inpatient admissions to 
the various facilities were depressive reactions, schizo- 
phrenia, and alcohol disorders, although the frequency 
varied by type of facility. Alcohol disorder was the lead- 
ing diagnosis among men aged 35 to 64 in public mental 
hospitals, and depressive disorders were diagnosed more 
frequently in general and private mental hospitals. Schiz- 
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ophrenia was a leading diagnosis for those under age 24 
in all facilities. 


Readmission 


About half of all those admitted to public mental hos- 
pitals had previous admissions to these hospitals, 11 per- 
cent had received care in general hospitals, and three per- 
cent in private mental hospitals. Almost 40 percent 
reported no previous psychiatric care. Thirty-seven per- 
cent of private mental hospital admissions reported prior 
admissions to the same hospital, 12 percent had received 
care in general hospitals, and close to 30 percent had no 
previous psychiatric care. Private psychiatrists had 
treated a quarter of the patients before admission. In 
mental health centers, 51 percent of the patients reported 
no previous psychiatric care, 12 percent care in the same 
center, and 14 percent in public mental hospitals. 


Referral In 


Almost half of the private mental hospital patients ad- 
mitted had been referred by private psychiatrists, close to 
20 percent had been referred by other private physicians, 
and over 21 percent by self or friends. 

General hospital referrals differed according to 
whether the hospital was public or private. While about 
one quarter of all general hospital admissions had been 
referred by self, family, or friends, about 28 percent of 
the public general hospital admissions were referred by 
police and correction agencies; private general hospitals 
received only three and one-half percent from this 
source, Private psychiatrists and other physicians re- 
ferred 48 percent of the private general hospital patients, 
but the public general hospitals received only 14 percent 
of their patients from this source. In mental health cen- 
ters 37 percent of the patients were referred by self, 
family, or friends, 12 percent were referred by nonpsy- 
chiatric physicians, five percent came from public psy- 
chiatric hospitals, and 18 percent were referred by com- 
munity agencies and schools. 


Referral on Discharge 


Public and private facilities differ in their patterns of 
referral on discharge. In 1969 public mental hospitals 
made no referrals for 38 percent of patients discharged; 
31 percent were referred to outpatient psychiatric clinics, 
seven percent to mental health centers, and six percent to 
nursing homes. Private mental hospitals referred close to 
40 percent of discharged patients to private psychiatrists, 

24 percent to outpatient psychiatric services, and made 
no referrals for-a quarter of their discharges. 

About a quarter of the patients discharged from gen- 
eral hospitals received no referral elsewhere. Of the dis- 
. charges with referral, public general hospitals referred 30 
percent to mental hospitals (compared to five percent re- 
ferred to this source by nonprofit general hospitals). The 
latter referred 56 percent of their discharges to private 
psychiatrists and more than !1 percent to outpatient clin- 
ics, whereas the public general hospitals referred 11 per- 
cent of discharges to private psychiatrists and 21 percent 
to outpatient clinics. 


100 Am J Psychiatry 131:1, January 1974 


Mental health centers referred seven percent of dis- 
charged patients to public mental hospitals and three per- 
cent to other psychiatric or general hospitals; 30 percent 
were deemed not to need further mental health service. 


DISCUSSION 


The data bear out the impression that inpatient epi- 
sodes are decreasing as a part of total episodes. Out- 
patient episodes in 1971 accounted for 55 percent of total 
episodes; these did not include the large number of 
patients treated by psychiatrists and other mental health 
therapists in private offices. The relatively brief length of 
stay for patients admitted to hospitals and the large num- 
ber of readmissions strengthen the indication that the 
locus of treatment for the largest number of psychiatric 
patients today is the community; inpatient stays are brief 
episodes in the continuum of care. 

The presence of a large number of identified psychiat- 
ric patients in the community warrants an examination of 
the resources available to help sustain them and their 
families. Two of the three leading diagnoses, alcoholism 
and schizophrenia, are known to be long-term illnesses 
characterized by relapses. Research and demonstration 
studies have shown that a wide variety of ambulatory 
services are effective in helping mentally handicapped 
people maintain a level of function adequate to permit 
their residing in the community. Among these services 
are outpatient and follow-up care, partial hospitalization 
services, halfway houses, and other types of sheltered 
residential living, social clubs, sheltered workshops, and 
vocational rehabilitation and employment services. No 
less important are arrangements for social services and 
financial support (1-5). 

The 2,279 outpatient services admitted 1.3 million 
patients in 1971. But aside from these, only limited num- 
bers of community programs exist. While there were 989 
day treatment programs in 1971, they accounted for only 
75,545 admissions, or three percent of the total. There are 
relatively few halfway houses and other forms of shel- 
tered residences; questions have been raised about the 
supportive services available to the residents in some of 
these (6, 7). Arrangements for continuity of care are of- 
ten lacking for patients leaving inpatient care, especially 
if the patients are not followed by a private psychiatrist 
or other physician. 

Emphasis has been placed recently on moving the 
management of alcoholics from police and correctional 
agencies to medical and rehabilitative settings (8). The 
data bear out the large number of alcoholics entering 
and leaving hospitals. Mental health planners must take 
this into account in planning both inpatient and commu- 
nity programs. 

Accessibility to care, both in and out of hospitals, is 
another major consideration for mental health planners. 
In 1966, Congress stated: “The fulfillment of our na- 
tional purpose depends on promoting and assuring the 
highest level of health attainable for every person, in an 
environment which contributes positively to healthful in- 
dividual and family living...to assure comprehensive 


health services of high quality for every person. . .” (9). 

There seem to be significant differences in the popu- 
lation using public and those using private facilities. 
Patients who use public facilities generally have less edu- 
cation and presumably less financial capacity. Since dif- 
ferences exist between public and private care systems, 
both in physical facilities and in staffing ratios, imple- 
mentation of national policy would require either that fi- 
nancing schemes permit equal access to mental health re- 
sources for all people or that the care available in public 
facilities be made equal to that available in the private 
sector. (In 1970, there were 106 full-time equivalent pro- 
fessional staff members per -1,000 inpatient residents in 
public mental hospitals, 502 in private mental hospitals, 
and 420 in general hospitals.) 


CONCLUSIONS 


If the trend toward an increasing occurrence of psychi- 
atric episodes in community settings rather than bed fa- 
cilities continues, program planners must consider prior- 
ities and resource allocation, including manpower 
requirements and personnel training, in this light. Fewer 
inpatient beds appear to be needed, while more ambula- 
tory treatment resources and facilities are required. The 
large number of psychiatric patients living in commu- 
nities increases the need for a wide range of therapeutic, 
rehabilitative, and supportive services. Also, the large 
number of patients with alcohol problems requires the 
development of additional programs to serve them. 

Implementation of these services has a bearing on the 
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training of manpower and on construction programs. Re- 
examination of priorities may lead to rethinking the de- 
velopment and allocation of personnel and financial re- 
sources for inpatient and ambulatory services and the 
devising of mental health care financing schemes that 
permit equal access to all resources by all people. 
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IN MEMORIAM 


Henry Alexander Davidson 
1905-1973 


Dr. HENRY ALEXANDER DAVIDSON, Parliamentarian of the 
American Psychiatric Association and a former Associate Edi- 
tor of the American Journal of Psychiatry, died at his New Jer- 
sey home on August 23, 1973. Although he had been under 
treatment for a heart disorder, his death was unexpected. He 
was 68 years old. 

An author, editor, and medicolegal expert, Dr. Davidson was 
a dedicated and capable psychiatrist—a lover of his discipline, 
of medicine, of literature, and of the law. His last article, pub- 
lished in Medical Insight, decried the disappearance of the oath 
given to graduating medical students. He saw the oath as a sym- 
bolized crossing of the bridge into a sort of priesthood, for ina 
sense priesthood was part of our professional heritage. “It had 
style,” he said, and “it told the public we were sworn to solemn 
vows.” Then, with a prescience that seemed to foreshadow re- 
cent events, he added: “ ‘He wouldn’t let anyone know what I 
told him,’ we could hear the patient say, ‘because that would vi- 
olate his oath.’ ” 

A graduate of Jefferson Medical College in 1928, he interned 
in Beth Israel Hospital in Newark, N.J., was a resident physi- 
cian in the famous old Orthopedic Hospital and Infirmary for 
Nervous Diseases in Philadelphia, and received a master of sci- 
ence degree in neuropsychiatry from the University of Pennsyl- 
vania in 1931. For a decade he was in the private practice of 
psychiatry in Newark and then, following four years of military 
service (spent mostly in the South Pacific and later in the Sur- 
geon General’s office), he returned with the rank of Major, 
A.USS., in 1946. 

In that same year he became editor of the Journal of the 
Medical Society of New Jersey, filling that position with dis- 
tinction until his death. A diplomate of the American Board of 
Psychiatry and Neurology, he served in many official positions 
in the Veterans Administration, including that of chief of pro- 
gram planning in psychiatry and neurology in the central office 
in Washington, D.C., from 1950 to 1954. In 1949 he was elected 
president of the New Jersey Neuropsychiatric Association; in 
that same year he published his first book, A Short History of 
Chess. Meanwhile, he became Parliamentarian of the American 
Psychiatric Association. In 1952 the first edition of his book 
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Forensic Psychiatry was published and the die was cast; medi- 
colegal problems would be his field of expertise. 

In 1954 he accepted the position of assistant superintendent 
of the 3,000-bed Essex County Hospita: in Cedar Grove, N.J., 
and later served as its superintendent and medical director for 
12 years. In 1969 he left that hospital to do some private and 
consulting work. His colleagues honored him by electing him 
president of the Academy of Medicine of New Jersey (he had 
served earlier as president of the New Jersey Medico-Legal So- 
ciety). 

All the while, Dr. Davidson continued his interest in teaching 
and writing. He lectured on law and psychiatry at Columbia 
University’s College of Physicians and Surgeons and on legal 
medicine at the Medical College of Virginia. In 1956 he pub- 
lished Parliamentary Procedure and in 1957 a Handbook on 
Medical Writing. 

A recital of these varied accomplishments and distinctions 
does not quite complete the picture of the man. Possessor of a 
wry sense of humor, he entertained whilz he instructed, and for 
years contributed a cartoon and commentary under the title of 
Dr. Whatsisname to Mental Hospitals (ater renamed Hospital 
& Community Psychiatry). It served up homely wisdom and 
humorous comment upon the passing scene. 

On the surface he was laconic in his statements; yet they were 
wise, to the point, and delivered with a humorous twist. A man 
of great integrity, he was dedicated to any task he undertook. 
Usually he was the first one to arrive at meetings. When his 
opinion was asked one never knew what was coming, but one 
could be sure that it would be pertinent and delivered in an 
amusing fashion. 

A family man (he leaves a wife and two children), a loyal and 
capable co-worker, he could always be depended upon to do a 
good job. The Editors and the staff of the Journal join with the 
officers of the Association and his numerous friends, local and 
national, in paying tribute to the memory of our highly re- 
spected colleague. 


F.J.B. 


LETTERS TO THE EDITOR 





Overview Omissions 


SIR: “Social Psychiatry: An Overview” by Capt. Ransom J. 
Arthur, MC, USN (August 1973 issue) calls for amendation 
and criticism in at least three different respects. 

The first concerns a theoretically as well as clinically signifi- 
cant area of omission. IF, as stated, “social psychiatry includes 
the study of the impingement of social phenomena upon the 
genesis and manifestations of mental and physical illness .. .,”’ 
this overview fails to mention the basic social system, the fam- 
ily. There is something lacking in basic understanding of system 
relationships between the intrapersonal and the external if the 
crucial system in which “‘externalness”’ is learned and estab- 
lished and from which all future interactions between the person 
and the environment derive is ignored. It is not only the au- 
thor’s omission that I deplore, but the fact that the social psy- 
chiatry literature does not reflect the basic fact that everything 
social starts in and with the family. Capt. Arthur’s overview re- 
flected this lack in the literature quite accurately. 

However, this is not only a theoretical consideration, but a 
clinical one as well: the failure to view the family as the basic 
relevant-social system in any disease in psychiatry and in medi- 
cine generally has much to do with the current confusion in our 
“nonsystem™ of medical care. A system of services should con- 
sider all relevant subsystems its services affect: body systems, 
the person, the family, and the relevant communities. In the 
clinical or “applied” arm of social psychiatry, community psy- 
chiatry, the same problem of omission has beset us. We find, for 
example, many families overburdened by the presence of a 
drug-dementalized member in their midst; often these families 
have contributed significantly to the genesis of psychopathology 
in the first place. 

The second omission in the overview concerns community 
psychiatry, about which the overview presents a good deal of 
relevant material. The article neglects to recognize the fact that 
community psychiatry often operates in a medical vacuum. 
Community psychiatry cannot function where community med- 
icine is inadequate or even nonexistent. Social psychiatry must 
therefore concern itself with social medicine as well as consider 
- the establishment..of appropriate medical service networks, 
which would include psychiatric and mental health services. 

Like many other authors, Capt. Arthur misdiagnoses the 
many political problems and professional identity diffusion 
problems that have beset us in community mental health cen- 
ters. These problems are not so much political as they are de- 
mands for services we are unable and unequipped to deliver and 
for consumer participation in deciding community needs and 
priorities in both medical care and mental health facilities. 

My third criticism concerns the rather mindless acceptance 
of the Rosenhan study (1) as indicative of “professional failures 
at a basic human level of understanding in caring for sick 
patients in many environments.” This is an unacceptable inter- 
pretation of Rosenhan’s findings. The inhumanity of many in- 
Stitutional practices need not be demonstrated in this fashion. 
Many psychiatrists, certainly the majority, have labored long 
and hard to counteract these deplorable conditions. Rosenhan’s 
was a deplorable “experiment.” Any responsible physician 
working at the gate accepts major potentially serious and dan- 


gerous complaints at face value and undertakes the necessary 
diagnostic studies, allowing for a period of clinical observation. 
The fact that such studies and evaluation in psychiatry require 
weeks instead of days, and that many of our patients in under- 
staffed mental institutions are studied inadequately and very 
slowly, relying on what happens over time rather than on close 
professional scrutiny, is not necessarily the result of profes- 
sional failure. It is, rather, one of institutional practices condi- 
tioned as much by the minimal budgetary support these institu- 
tions receive from their communities as by professional 
deficiencies, if indeed there are any. We do not need such “ex- 
periments” to realize that our “‘diagnoses’’ are statements 
about behavioral and interactional typologies, which is also why 
all clinical psychiatry is partly “‘social.”’ 
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Dr. Arthur Replies 


Sir: I agree with Dr. Fleck that the family is indeed a basic 
social system. However, in the amount of space available for 
my article there were only so many topics that could be covered 
adequately. An overview of the family as a soctal system would 
require an exposition of monograph length. 

I also agree that community psychiatry should concern itself 
with social medicine and that community mental health centers 
are beset by problems relating to desired services that the cen- 
ters are unable to deliver. 

My statements about the problem of professional identity re- 
late to psychiatry in general and not merely to community psy- 
chiatry. I believe that the entire profession is in the midst of an 
identity crisis. But I am sanguine about its future resolution. I 
believe that psychiatry will emerge from this time of difficulties 
better equipped to help the emotionally ill than it has been in 
the past. 

I think it is a mistake to write off the Rosenhan study as sim- 
ply a vicious attack on harried and overworked institutional 
psychiatrists. This study’s numerous methodological flaws were 
forcefully pointed out in Science (1). However, in spite of its ob- 
vious defects, I regard the study as cautionary. No doubt, as Dr. 
Fleck points out, the results of the study were partially occa- 
sioned by the institutional necessities current in woefully under- 
supported hospitals, But this study should also make us ponder 
again the nature of our diagnostic processes and the quality of 
evidence used to substantiate a given diagnosis. 
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The Enigma in Schizophrenia 


Sır: Robert Cancro’s editorial “The Treatment of Schizo- 
phrenia: Illusion or Elusion?” (June 1973 issue) approaches but 
does not confront the basic enigma in schizophrenia. There can 
be no valid research on the syndrome of schizophrenia until this 
heterogeneous group of diseases and disorders has been theo- 
retically separated into its component populations, each with a 
presumptive definition and description. 


Forrest D. Harris, M.D. 
Houston, Tex. 


Dr. Cancro Replies 


Sirk: I am grateful to Dr. Harris for his critical comments, 
which suggest a certain lack of clarity in my editorial. That edi- 
torial addressed itself to the question of the treatment of the 
schizophrenias rather than of the nature and classification of 
this clinical problem. I tried to make the point that since the 
category is heterogeneous there must be a variety of treatments 
rather than a single preferred method. Clearly it is not neces- 
sary to understand schizophrenia completely before we can 
treat it successfully. 

Dr. Harris’ statement that “there can be no valid research on 
the syndrome... until this heterogeneous group of diseases and 
disorders has been theoretically separated into its component 
populations...” is simply not true. The heterogeneity limits the 
generalizability of our findings but does not destroy their valid- 
ity. There are empirical statements that can be made about the 
group of schizophrenias. For example, we can say that the first 
psychotic decompensation usually occurs before a certain age. 
We can go even farther by using the clinical distinction of para- 
noid and nonparanoid schizophrenia to specify the most likely 
age range in which the first decompensation will differentially 
occur as a function of these two types of schizophrenia. These 
are simple examples of how we can make valid statements 
about this group of disorders. 

It seems unfair and perhaps even self-serving to refer to the 
schizophrenias as an enigma. The concept of schizophrenia was 
not brought down by Moses from the mountain but, rather, was 
created by psychiatrists to serve psychiatric purposes. If this 
man-made classification is defective, it is not an expression of 
the enigmatic nature of schizophrenia but of the limited quality 
of our conceptualization. As our classificatory efforts improve 
and as we establish more rigorous multivariant criteria, we shall 
be able to make our classification more precise. Until then we 
must recognize our deficiencies and strive to correct them. To 
reemphasize the point, we should distinguish between our in- 
adequacies and nature’s enigmas. 


ROBERT CANCRO, M.D. 
Hartford, Conn. 


Homebound Geriatric Care 


Sir: The Position Statement on Aging (August 1973 issue) is 
highly controversial from the consumer point of view. On the 
surface it advocates quality care for aged people who are or who 
have been disturbed, but it quietly introduces an idea that few 
elderly persons in their “right” mind would accept as a plan for 
their future. The only aged persons who would accept the tenets 
of the statement “Inpatient and outpatient facilities in state 
psychiatric hospitals should be upgraded and expanded to pro- 
vide for those elderly patients whose mental and physical prob- 
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lems demand long-term care in a hospital” would be those who 
do not understand the implications of the statement or those 
who are too helpless to prevent being carted off for this “‘final 
solution” to the problem of aging in America—the state ware- 
house. 

Let me suggest an alternative. How about an active, alert, en- 
thusiastic geriatric team of psychiatrists, nurses, and social 
workers from the state hospital who would quickly go to the 
private or nursing home where a troubled older person was in 
need? The psychiatrist (working with the permission of the 
family doctor) would do a complete physical, mental, emo- 
tional, and family-status examination on the spot; the assem- 
bled expertise of the other team members could be brought to 
bear on solving the patient’s problems in his own community. 
How about their bringing emotional understanding and the 
gamut of community resources to the family of the elderly 

erson in need? The family would thus be relieved of many 
problems but it would not necessarily lose the relative. Im- 
practical? Not at all. If this plan could really be effected, ask 
any aged person if he or she would choose it or the option of 
state hospitalization. 

We know this plan is possible because it is exactly what we 
have been doing for six years at the Geriatric Community Eval- 
uation and Treatment Services unit of Norristown State Hospi- 
tal in Pennsylvania. We have found very few exceptions to the 
rule that families do not want to get rid of (or state hospitalize) 
an aged family member, but they do want relief from the pain- 
ful and complex problems that multigenerational living and/or 
brain degeneration can create. 

Senility itself does not cause the greatest pain to these fam- 
ilies; misunderstandings and complications of senility can cause 
great distress. Luckily, the family tensions aggravated by a “‘se- 
nile” person (and in many of our referrals it is the family ten- 
sion that created the appearance of senility) can be relieved by 
psychiatric social work with the entire family. The extreme irri- 
tability or psychosis of a puzzled or angry older person can be 
treated effectively with psychotherapy plus minute doses of cer- 
tain tranquilizers. Follow-up care, assuring family or nursing 
home and patient of the possibility of immediate homebound 
attention, lowers the level of anxiety all around and allows for 
healing and a willingness to find agreeable solutions. 

When psychiatric hospitalization is indicated, it should be 
easily (and legally) arranged in the private or state hospital 
nearesi the patient’s home with the full expectation that it will 
be for a short term. The psychoses of the aged are readily ame- 
nable to treatment; aged people should not be discriminated 
against by having to live in large state centers indefinitely. It 
should also be noted that the need for long-term psychiatric 
hospitalization is often created by unnecessary short-term hos- 
pitalization. An aged and/or brain-damaged person needs 
hope—hope for quality of life in his remaining years. 

We find that a nursing home near the patient’s own commu- 
nity (not in a far-off state center) can provide more dignity for 
the patient and much more family interest, as manifested by vis- 
its and attention. Such interaction is crucial to the health and 
self-esteem of aged people. Nursing homes are far from perfect, 
and a few are atrocious, but we believe it is our state hospital 
mandate to help all cooperative nursing homes develop mean- 
ingful programs and upgrade their care. The state hospital can 
do its part, certainly, by offering inservice meetings, lectures, 
and seminars. We do this at the 52 nursing homes where we are 
repeatedly invited as geriatric consultants. 

Of course we are criticized, particularly by general hospitals 
who want a noisy older person removed at once before we have 
a chance to help him or her cope with the confusion of the new 
regimen, restraints, or other frustrations of hospitalization. The 
hospitals are partially right; they need to be quiet. However, the 


delirious younger patient elicits constant nursing plus psychiat- 
ric care, whereas the aged person, frustrated by an unexplained 
and strange environment, is evicted or “snowed” with drugs at a 
time when he or she needs a general hospital the most. 

It is true that there are a few aged disturbed patients in the 
community who need long-term care in a psychiatric hospital; 
in my 16 years as a geriatric psychiatrist, however, I can recall 
very few. When involved with such troubled people, our com- 
munity team will volunteer as advocate for the patient to as- 
sure his or her prompt and legal commitment. Also, if early re- 
lease is dangerous, we would again press for inpatient retention. 

However, these people are as rare as whooping cranes com- 
pared to the hundreds of aged folks who are still living at home 
or in nursing homes who write or have their families write un- 
solicited fan letters in gratitude for their state hospital’s helping 
them stay viable and comfortable in their own hometowns. 

Let’s personalize geriatric psychiatry and individualize treat- 
ment as we develop new alternatives and strengthen community 
and homebound care. Let’s not return to stamping the aged 
with the mark of “Commonwealth of : 


VIRGINIA T. SHERR, M.D. 
Norristown, Pa. 


“Dangerousness” of Sex Offenders 


Sir: This letter is in response to the article by Nathan T. Sid- 
ley, M.D., and Francis J. Stolarz, J.D., “A Proposed ‘Dan- 
gerous Sex Offender’ Law” (July 1973 issue). 

For a number of years I have been a court examiner for Los 
Angeles County and have been frequently called upon to render 
opinions as to the “‘dangerousness”’ of sex offenders. Naturally, 
I am as concerned as Drs. Sidley and Stolarz about what consti- 
tutes adequate criteria of dangerousness (1). I certainly agree 
with their first criterion: that the offender should have com- 
mitted an offense in which his victim was physically injured. 
The second point, however, is much more problematical. How 
does the psychiatrist determine whether or not an offender will 
commit a sex offense that will result in physical injury to his 
victim within the period of one year unless he is incarcerated or 
treated? 

The examples cited by the authors demonstrate either obvi- 
ous Or ambiguous criteria. For example, the court faced with a 
defendant who has committed multiple heterosexual crimes 
against children does not need a psychiatrist to declare that the 
man is dangerous. Any reasonably competent probation offi- 
cer’s report would have come up with the appropriate in- 
escapable conclusion. 

The next example involves intoxication. Should an individual 
who was intoxicated at the time of the crime be classified a sex 
offender and treated for sexual problems or should he receive 
therapy for his alcoholism? 

Another example of offenders who should be classified as sex- 
ually dangerous are those who have a long criminal career. 
Again, what need is there for a psychiatrist to state that such an 
individual is dangerous when the legal profession can look at his 
record and form the same conclusion? It is also my opinion that 
sexual offenders who have a long general criminal career are 
best dealt with through the regular correctional channels rather 
than with specifically sexually oriented treatment. 

The last criterion involves offenders who “. . . have no insight, 
etc.” I wonder what insight really is? Does it refer to the chronic 
alcoholic who after substantial psychotherapy now knows 15 
excellent reasons why he drinks? How do we distinguish be- 
tween “intellectual” insight and “real” insight? How do we 
know whether or not an offender will commit another sex crime 
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after having spent months or years in confinement? 

I would greatly appreciate Dr. Sidley’s comments on the 
above issues since I would appreciate all the help I can get in my 
role as court psychiatrist. 
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Eric H. Marcus, M.D. 
Los Angeles, Calif. 


Dr. Sidley Replies 


Sir: May I clarify the point raised by Dr. Marcus’ quotation 
of “*... have no insight, etc.” The full sentence referred to 
reads: “An example would be a heterosexual aggressor who 
commits multiple crimes against children, who does so while in- 
toxicated, who is a chronic alcoholic, who has a long criminal 
career, who has no insight, etc.” The example presented was of 
a specific individual who manifested all the characteristics 
noted. His lack of insight into his alcoholism and his criminal 
sexual propensities was manifested by his denial of the existence 
of both. (In addition this’ particular offender also had alcohol- 
related brain damage.) It was the uniformity in his past history 
plus these other characteristics that led to the prediction of dan- 
gerousness. 

In the absence of such telling multiple indications, valid pre- 
dictions cannot be made. Indeed, even with such indications one 
cannot be sure. Moreover, there are various studies on the issue 
of “clinical” (i.e., case-study) versus statistical prediction (1). 
Unfortunately, clinical prediction has been shown almost in- 
variably to be less effective than statistical prediction. Further- 
more, even statistical prediction of criminal recidivism has a 
high rate of error (2). In short, to predict that any given individ- 
ual will commit a crime in the future is, with few exceptions, an 
untrustworthy procedure. 

However, that is one of the main points of the article. If it is 
impossible to predict reliably, we psychiatrists shouldn't try. If 
we do, we end up being overconservative and locking up too 
many people. We then harm justice rather than serving her. 
Psychiatrists are not really worse at predicting than others, al- 


though a person trained in statistics and familiar with criminal ` 


prediction capabilities can undoubtedly do a better job than an 
ordinary psychiatric clinician. However, I do not know that the 
ordinary judge, attorney, or probation officer is so trained. In 
any case, the state of the art is so limited that even the most 
highly trained cannot make valid and precise predictions. (I 
must, therefore, disagree with the notion expressed by Dr. Mar- 
cus that long criminal careers or multiple heterosexual crimes 
lead to an “appropriate inescapable conclusion.” The con- 
clusion of dangerousness is highly contingent and not at all in- 
escapable.) 

Thus the general thrust of the legislative proposal described 
in our article is to ensure: 1) that anyone who makes a predic- 
tion be able to justify it beyond reasonable doubt and 2) that 
prediction alone is insufficient. For a person to be preventively 
locked up he must also have committed an injuring offense in 
his recent past. The proposed legislation is, accordingly, an ef- 
fort to focus on individuals very highly likely to recidivate in 
dangerous ways and, in effect, to remove others from preventive 
incarceration. 

Regarding the question of whether to treat an alcoholic sex 
offender for his alcoholism or his sex offense, I confess that I 
don’t know how to make such a treatment distinction. My ap- 
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proach to an individual is to focus on his total adaptation. Since 
both alcoholism and sex offenses materially affect adaptation, I 
expect that effective psychotherapy would cover both areas, It 
seems unlikely that the patient or someone else would say, 
“Treat for one problem but leave the other alone.” Finally, in 
sex offender cases involving alcoholism, my impression is that if 
the alcoholism is under control, the sex offenses tend to stop. 
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NATHAN T. SIDLEY, M.D. 
Woburn, Mass. 


Behavior Measurement in Pediatric Psychopharmacology 


Sir: In our research with imipramine, methylphenidate, and 
dextroamphetamine, which we have described in this journal 
and elsewhere (1, 2), a 39-item behavior rating scale developed 
by Dr. Conners (3, 4) was used to assess drug-related behavioral 
change. The scale was factor-analyzed by Dr. Conners into five 
behavioral dimensions: aggressivity (factor I), inattentiveness 
(factor II), anxiety (factor III), hyperactivity (factor IV), and 
sociability (factor V). 

We wish now to alert researchers in pediatric psycho- 
pharmacology to a largely ignored but potentially significant 
problem inherent in the use of this and perhaps other available 
factor-analyzed scales for quantifying clinical behavior. When 
an investigator reports results from drug trials in the form of 
factor scores based upon items aggregated by another investiga- 
tor, he makes an a priori assumption, usually covertly, that his 
scale items are similarly intercorrelated, i.e., that the same fac- 
tor structure exists in his data. 

In the course of our research with Dr. Conners’ rating scale, 
we have performed several factor analyses on our data but have 
failed to replicate the original factor structure. Factors I and 
IV, aggressivity and hyperactivity, reported by Dr. Conners as 
separate vectors, have consistently emerged in our analyses as a 
combined factor. Moreover, we have been unable to recover Dr. 
Conners’ remaining three factors. The emergence of factors I 
and IV intact, albeit as a single factor, is consonant with our ob- 
servation that aggressivity and hyperactivity have served as reli- 
able measures of drug response. 

Nevertheless, the implication for drug research is clear. 
When one employs Dr. Conners’ scale with different study 
populations and raters, drug-related behavioral change may be 
obscured by an unwarranted adherence to the originally de- 
rived behavioral dimensions as a basis for deriving factor 
scores. Consequently, we would suggest that investigators em- 
ploying this or similar factor-analyzed scores contrast the 
factor structure of their own data with that of the published 
scale. The derivation of factor scores for reporting drug effects 
may then proceed in a more rational manner. 
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SAMUEL KUPIETZ, PH.D. 
ELAINE BOTTI 
Brooklyn, N.Y. 


More on the Safety of Hypnosis 


Sir: In their article “An Episode of Acute, Self-Limiting De- 
personalization Following a First Session of Hypnosis” (Janu- 
ary 1973 issue) Drs. Wineburg and Straker state that hypnosis 
is dangerous. This opinion has been stated previously (1, 2). 

My experience over the past 30 years has convinced me that 
the dangers of hypnosis are real but that they are the same as 
accompany every psychotherapeutic relationship-—-no more and 
no less (3). Anyone who hypnotizes a borderline psychotic or a 
severely neurotic patient without knowing what he is getting 
into is like the fool who ventures where angels fear to tread. 

In a study of 3,000 hypnotized patients over a period of 30 
years and after a survey of the literature, I concluded that “the 
facts speak for themselves. Outmaded Svengali-like theories de- 
rived from 19th-century authors of hypnosis-science fiction, iso- 
lated instances of mismanaged patients by incompetent oper- 
ators, and the occasional disorganization of emotionally 
unstable and severely neurotic individuals following hypno- 
sis [4] represent only one aspect of the problem. On the positive 
side, there are thousands of subjects who have been hypnotized 
in laboratory settings and treated by hypnosis in therapeutic sit- 
uations for more than 150 years with a minimum of harmful 
complications” (5). 

Certain myths, like rumors, are difficult to stop once they get 
started. The danger of hypnosis is such a myth. I conclude with 
the comment of an astute clinician, Janet, who wrote, “Even in 
bad hands, suggestion and hypnotism do not seem to have been 
able to do much harm” (6). 

It would seem that when the historical, experimental, and 
clinica! data are carefully evaluated, the answer to the question 
‘Is hypnosis dangerous?” is in my opinion an unqualified 
“Nio.” 
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JAcoB H. Conn, M.D. 
Baltimore, Md. 


Drs. Wineburg and Straker Reply . 


Sir: We are pleased to comment briefly on the observations 
and conclusions of so distinguished an authority on hypnother- 
apy as Dr. Conn. 


Perusal of our article will demonstrate that the word “dan- 
gerous” was never used regarding hypnosis. Our documented 
report described ‘ta brief episode of decompensation in an ap- 
parently normal subject following hypnosis.” 

The thrust of our communication was the conclusion that 
“hypnosis is a serious medical procedure” that should be safe- 
guarded by: 1) follow-up, 2) pretreatment examination (espe- 
cially exploration of the patient’s expectations of hypnosis), and 
3) explanation of the true nature of hypnosis. 

Awareness of the morbidity associated with any therapeutic 
agent belongs in the prudent practice of medicine and logically 
leads to the discovery and employment of appropriate prophy- 
laxis against side effects. Such sound medical principles are ap- 
plied to the teaching of hypnosis to our residents and in our 
postgraduate courses. The expectation here is that hypno- 
therapy will be used even more safely as the important psychiat- 
ric tool it most assuredly is. 


ELLIOT N. WINEBURG, M.D. 
NORMAN STRAKER, M.D. 
New York, N.Y. 


Patient Choice in Experimental Studies 


SIR: In his paper “Judgments of Alternatives to Hospital- 
ization” (August 1973 issue), Dr. Steven H. Lipsius criticizes 
studies where patients’ wishes are not considered in their assign- 
ment to various experimental and control treatments. This criti- 
cism indicates that he does not comprehend the necessity for 
avoiding bias and the necessity for randomization in experimen- 
tal studies. 

The fact that Dr. Lipsius finds a high correlation between the 
judgments of patients and staff as to the types of treatment de- 
sired -is quite irrelevant and means little or nothing by itself in 
an experimental study. It reminds me of the little-known fact 
that during the Viet Nam conflict of the last ten years a unique 
finding in U.S. militarv history was observed. For the first time 
rates of rejection from the armed forces were higher for white 
persons than those for black persons. It was apparent that the 
white middle- and upper-class men (rejected largely, as usual, 
on psychiatric grounds) were able to pay for civilian psychiatric 
opinions that, oddly enough, coincided with the judgments of 
the psychiatrists on the draft boards. The black men, on the 
other hand, either because they were unable to pay for such in- 
dependent psychiatric opinions or because they were largely 
unemployed and found military service the only mode of life, 
also had their judgments of their own psychiatric fitness coin- 
cide highly with those of the draft boards. 

What price high patient-staff correlations or, indeed, a volun- 
tary army? 


BENJAMIN PASAMANICK, M.D. 
Albany, N.Y. 


Dr. Lipsius Replies 


Sir: Dr. Pasamanick’s letter seems to be in response to the 
following sentence in my paper: “The experimental studies uti- 
lizing random selection failed to record the staff person’s judg- 
ment as to whether or not hospitalization was avoidable by al- 
ternative treatment.” I particularly chose the word “record” 
rather than the phrase ‘‘take into account” in this statement be- 
cause studies such as that of Dr. Pasamanick and colleagues (1) 
must of course proceed by random assignment of patients. No 
criticism of their study, which I consider one of the finest, was 
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ever intended. My purpose was to emphasize another dimen- 
sion, namely that the patient’s own opinion has been neglected 
by the field as a whole. We record the patient’s demographic 
data but neglect to record his opinion concerning his needs as a 
relevant factor in contributing to the outcome of a particular 
treatment modality. 

Dr. Pasamanick’s rather loose comparison of the mental 
patient with the potential draftee into the Viet Nam conflict 
overlooks fundamental differences. The state hospital patient 
does not select his psychiatrist; the draft avoider shops around 
for someone who will support his viewpoint. In addition, the 
patients in our study were clearly instructed that asking for 
their opinions was part of a research study and that their opin- 
ions would not be read by their doctor or in any other way have 
an effect on their treatment; the potential draftee most likely 
felt that his opinion could influence the examining psychiatrist. 
That the high patient-staff correlations were not due only to the 
patient’s influencing the doctor’s opinion seems to be supported 
by the differences in reasoning by the patients and staff, e.g., the 
staff's but not the patient’s opinions correlated with the 
patient’s diagnosis. 

Should Dr. Pasamanick or anyone else attempt to repeat his 
study and record the patient’s opinion as to whether he needs al- 
ternative treatment (such as the home-care program of Pasa- 
manick and associates), | would be willing to bet that those 
patients who randomly fell into the treatment category for 
which they happened to express a preference would have a sig- 
nificantly better outcome than those patients who randomly re- 
ceived the treatment for which they had not expressed a prefer- 
ence. In addition, it ‘would be interesting to see how patient 
preferences compared with staff preferences in the matter of 
correlation with treatment outcome. 
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STEVEN H. Lipsius, M.D. 
Washington, D.C. 


Freudian Typo 


SIR: It may be of interest that an error in print crept into 
the title of the article by Joseph Wolpe and associates (Septem- 
ber 1973 issue), which appeared as “The Current Status of Den- 
sitization.” 

This misprint simplified the tongue-twisting word desensi- 
tization. 1 doubt that it was caused by the editor’s conflicts 
about the treatment package unless he objects to hierarchical 
lists. Perhaps it was due to the printer’s resistance to anything 
systematic. 

I suggest we find the culprit and insist that he or she receive 
proper muscle relaxation through reinforced practice and 
proper modeling. 


LEON Tec, M.D. 
Norwalk, Conn. 


Therapeutic One-Way Communication 
SIR: It is generally recognized that somatotherapies are more 
likely to be employed in the treatment of people with whom 


communication is made difficult by virtue of a language barrier. 
Recently at Bayberry Psychiatric Hospital we admitted a 35- 
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year-old Korean woman who was married to an American serv- 
iceman who spoke no Korean. She had become acutely de- 
pressed following an unexpected rejection by another Korean 
woman with whom she had maintained a close friendship. 

The patient sat mute in my office and_made a few efforts to 
speak in her painfully inadequate English. No translator was 
available. After three sessions of almost no communication it 
occurred to me that she might benefit from a ventilation and 
abreaction approach, even though I could not comprehend her 
during the sessions. 

Accordingly, I greeted her at the next session with a correct 
bow, studied aloofness, and polite attention. When I said, 
“Please, you talk,” she began to talk slowly about her symp- 
toms (I think). Each session began in the same ritualized fash- 
ion. During the second hour she spoke with greater energy, and 
by the end of a brief two-week hospitalization, she was chat- 
tering away in fluent and enthusiastic Korean with small doses 
of English. Although I listened with rapt attention, I didn’t 


really understand her; even her gestures were incomprehensible 
to me. 

Upon her discharge, her husband said she was healthier than 
she had been since their marriage 14 years before, had more en- 
ergy, and was finally beginning to learn more English. He was 
finally beginning to learn Korean. 

It is gratifying, of course, to participate in a person’s recovery 
from illness, but it is intellectually disappointing to discharge a 
patient with so little understanding of her dynamics. Yet I think 
this patient benefited from the verbal therapy even though I did 
not. 

My purpose in relating this case history is to underscore the 
possibility of verbal psychotherapy even in the absence of effec- 
tive two-way communication. It would seem that SHSCHUE.C one- 
way communication is sometimes sufficient. 


JONATHAN G. SoLomon, M.D. 
Hampton, Va. 
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Approaches to the Mind, by Leston L. Havens, M.D. Boston, 
Little, Brown and Co., 1973, 361 pp., $10. 


Professor Havens has written a fine exposition. of the major 
theoretical tenets and technical approaches of four major 
schools of psychiatry: objective-descriptive psychiatry, psycho- 
analysis, existential psychiatry, and interpersonal (social) psy- 
chiatry. In the initial part of his book the author has developed 
a series of essays on the major figures of each school, viewed in 
historical terms. In the section on objective-descriptive psychia- 
try he discusses Emil Kraepelin and Pierre Janet; on psycho- 
analysis, Charcot, Breuer, and Freud; on existential psychiatry, 
Jaspers, Minkowski, and Binswanger; and on interpersonal (so- 
cial) psychiatry, Adolf Meyer and Harry Stack Sullivan. Each 
essay depends heavily upon quotations from original material 
in the key works of each author discussed. 

In order to keep the book to a manageable size, Professor 
Havens has had to carefully choose the most salient material 
from each giant of the past and to ignore other insights that 
these pioneers discovered. Obviously, abridgment is most diffi- 
cult with Freud, and a few-score pages devoted to psychoanaly- 
sis can only adumbrate the major ideas and positions. Some of 
the subtleties, complexities, and contradictions of each body of 
thought must be lost. Nevertheless, on the whole Professor Ha- 
vens does an admirable job with a daunting task. I thought his 
essays on Charcot and Harry Stack Sullivan particularly good. 
The murky ambiguities of the chapter on Janet doubtless stem 
from imprecision inherent in the works of the original author 
rather than from a failure on the part of Dr. Havens. 

The second part of the book deals with major currents of psy- 
chiatric development, examines psychiatry’s search for causes 
of mental illness, and depicts the evolution of thought about the 
correct relationship between a psychiatrist and his patients, 

The third and final part of the book discusses the techniques 
employed by each of the four schools and the dilemmas and so- 
lutions that each school has encountered. The specific and 
unique features of each school’s outlook and approach are de- 
lineated. In addition, points of similarity are also established. 
For example, objective-descriptive psychiatry is described as 
emphasizing a detached and categorical examination of the 
patient, who is regarded as belonging to an entirely different 
grouping than the psychiatrist. Psychoanalysis, although very 
different in some ways, is also seen as a primarily objective 
method, emphasizing the detachment of the analyst from the 
patient to a major degree and further stressing the use of the in- 
tellect in the therapeutic process. This is contrasted to an exis- 
tential approach, which attempts to eliminate all barriers be- 
tween doctor and patient and eschews the use of preformed 
medical judgments in the treatment situation. There are hun- 
dreds of other examples that dwell upon the similarities and di- 
vergences of the various schools at both a macroscopic and mi- 
croscopic level. 

Reading this book does deepen one’s understanding of the 
genesis of the major approaches to psychiatric phenomena. The 
book stimulates reflection and thought. The prose style is in the 
main supple and engaging; on rare occasions it verges on the 


precious but not often enough to be irksome. 

I have only one further personal note. I found it exciting to 
read this rich and splendidly developed book. I felt, however, a 
slight sense of quaintness and mustiness about some of the ma- 
terial over which we have argued in psychiatry for so many 
years. One has 'the sensation that some of the quarrels of 1900 
or even of 1950 may soon be of antiquarian interest only. They 
are beginning to sound remote, like Waterloo or Gettysburg. 
An internist will reread Osler’s Principles and Practice of Medi- 
cine (1) with interest, and he will profit from the classical de- 
scriptions of disease, but he would scarcely regard such a book 
as one of primary clinical use in the 1970s. Similarly, many of 
the psychiatric insights of the past are abiding and can never be 
superseded. On the other hand, the immense amount of new 
knowledge that has developed in some instances suppiants pre- 
vious material and drains the utility out of old quarrels. For ex- 
ample, few would dispute in 1974 that the most efficacious 
treatment of a hypomanic patient utilizes lithium, among other 
things, and that arguments as to whether the patient should be 
treated Ly psychoanalysis alone or existential psychotherapy 
alone have a dated ring to them. 

The practice of psychiatry appears to be moving inexorably 
toward eclecticism, that hated word of yesterday. Eclecticism 
has often meant a superficial, magpie-like picking and choosing 
of discordant elements, but in the best circumstances it can 
mean taking elements from all schools and synthesizing them 
into an individualized approach for each patient. As Dr. Havens 
demonstrates, modern psychiatry is indebted to each schoo] for 
unique contributions but can no longer be contained within any 
one intellectual vessel. 
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Psychoanalysis and Women, edited by Jean Baker Miller, M.D. 
Baltimore, Penguin Books, 1973, 415 pp., $2.95 (paper). 


Although Freud acknowledged that his views on women were 
incomplete, fragmentary, and limited because “I have only been 
describing women in so far as their nature is determined by 
their sexual function,” he presented his views at times as if they 
were definitive. Neither he nor some of his earlier followers 
acted on his recommendation that women be studied from a 
broader perspective (1). Criticism of Freud’s views has come 
from those who have been unable to corroborate his clinical 
data and who believe that his judgments are faulty because he 
did not sufficiently consider the effect of social pressures and 
cultural influences on the psychology of women. This volume is 
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a collection of papers by some of the analysts who after exam- 
ining Freud’s views have rejected, revised, or extended them. 

The division of these papers into a group written from the 
mid-20s to the mid-40s, with the exception of one written since 
1965, reflects the general interest in the issue of the indepen- 
dence and autonomy of women. Why this interest lapsed for al- 
most two decades would be an interesting subject for psycho- 
historical investigation. 

In their early papers Horney, Thompson, and Adler accept 
some of the biological and anatomical determinants of feminin- 
ity suggested by Freud, but they emphasize the influence of cul- 
ture on the psychology of women. They view penis envy mainly 
as a symbolic expression of the envy of man’s superior position 
in a competitive society. Fromm-Reichmann and Zilboorg sug- 
gest that an important motivation of man’s need to dominate 
and denigrate women is his envy of her life-giving capacities, 
which he also views as potentially life-destroying. 

The second group of papers is introduced by Sherfey’s review 
of recent advances in embryology and the work of Masters and 
Johnson. These studies provide data to corroborate the views 
held by many that women are not inferior and that psycho- 
sexual maturity is not determined by the location of the orgasm 
but by the attitudes toward sexuality that result from the inter- 
action of biological, psychological, and cultural factors. The pa- 
pers following Sherfey’s deal with varying emphases on the 
many factors involved in this interaction. 

The late Mabel Cohen illustrates the burden that traditional 
concepts of masculinity and femininity impose on both men and 
women. Chodoff repudiates Freud’s concept of infantile sex- 
uality and expresses the belief that gender identity is ex- 
perientially determined. Salzman, Marmor, Moulton, and Stol- 
ler acknowledge the importance of social attitudes and biology, 
physiology, body image, and interpersonal interactions on the 
development of sexual identity. Symonds views the phobias that 
occur in women after marriage as declarations of dependence. 
Seidenberg and Gelb deplore the limited opportunities afforded 
women to fulfill themselves. They point out the unfortunate 
consequences of these limitations not only for the woman who 
is restricted, but for the society that is deprived of her contribu- 
tion and for her husband and children, on whom she may dis- 
place her frustration. 

In a concluding article Miller summarizes the papers. She 
notes with satisfaction that various misconceptions about 
women have been corrected, but she stresses the urgent need for 
more knowledge in such areas as gender-linked characteristics, 
child care, and sexual behavior if we are to respond effectively 
to the current dissatisfaction with traditional patterns of family 
organization. 

This timely compilation serves to bring into focus what we 
know and what we need to know about the psychology of 
women. It will be useful to the increasing number of persons 
who are engaged in exploring this issue. The emphasis of several 
papers on the impact of social factors on feminine psychology is 
a necessary corrective to the earlier studies that had neglected 
these issues. However, as several authors point out, an accurate 
view of women will depend on consideration of both the impact 
of social and cultural factors and the mental representations 
that result from the sensations, perceptions, and fantasies asso- 
ciated with sexual anatomy and biological functions. Pursuit of 
knowledge in the areas of both the intrapsychic and the socio- 
logical, and the interplay between them, is essential if we are to 
arrive at valid conclusions about the psychology of women and 
their role in society. 
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The Adolescent Gap: Research Findings on Drug Using and 
Non-Drug Using Teens, by Edward M. Scott, Ph.D. Springfield, 
IN., Charles C Thomas, 1972, 125 pp., $6.95. 


After pointing out that there is more difference between indi- 
vidual adolescents than between adolescents and adults as an 
explanation of the book’s title, Dr. Scott proceeds to discuss 
drugs and the adolescent from a number of perspectives—some 
of them presented in outline rather than narrative form. 

He includes the results of a questionnaire survey of three cat- 
egories of students attending white, middle-class, urban high 
schools. The majority of the group of non-drug users reported 
that a feeling of “not needing” drugs (32 percent) or one of fear 
(21 percent) was responsible for their abstinence. The majority 
of the drug users gave these-reasons for continuing: “I like the 
experience” (45 percent), “they're harmless” (12 percent), or 
“escape” (12 percent). The third group—former users—gave 
these reasons for stopping: “not gaining much from the experi- 
ence” (39 percent), emotional problems (16 percent), and fear 
(12 percent). Seventy-nine percent of the users ingested three or 
more kinds of drugs, including marijuana but excluding heroin. 
(Only four of the 165 subjects had used heroin.) 

The results of this survey are interesting, and my experience 
would lead me to believe that they are accurate for the popu- 
lation measured, but given these findings, how can we use them 
to help solve the problem? Dr. Scott explains that many teen- 
agers are ‘“‘turned on” by flying kites, surfing, or acting in a play 
and suggests that improving family communication and 
presenting student panel discussions in front of teachers will 
help young people to find satisfaction from sources other than 
drugs. 

This book provides some new perspectives on drug use 
among adolescents. The chapter written by a !7-year-old, drug- 
using girl is particularly moving. Her sensitive evaluation of her 
experience—-how it helped and how it hindered—makes an in- 
teresting contrast with the statements of the nonusers with 
which the book ends. 


GRAHAM B. BLAINE, JR., M.D. 
Stockbridge, Mass. 


Currents in Psychoanalysis, edited by Irwin M. Marcus, M.D. 
New York, International Universities Press, 1972, 383 pp., 
$13.50, 


This volume commemorates the founding and 20 years of vi- 
tal growth and development of the New Orleans Psychoanalytic 
Institute. The nucleus of the book contains papers presented at 
the 20th anniversary meeting. Other papers by well-known au- 
thors were added to fill out an overview of current psycho- 
analytic work being done in a variety of areas. A number of 
these writers have provided important and vigorous support for 
the growth of the institute over the years. 

The presentation is organized around five themes: psycho- 
analytic education, childhood and adolescence, dreams, theory, 
and clinical practice. 

In the first section Helen Ross sets out some of the large 


questions confronting psychoanalytic education. These include 
the constricting effects of highly structured institute programs, 
how to choose candidates for training, and how to stimulate the 
student to study, practice, and make a meaningful contribution 
to psychoanalytic research. Fleming’s paper on self-analysis 
brings the task for continuing education directly to the student 
and sets the goal of increasing self-awareness for the analyst as 
an integral part of his life work. In a sense, these two papers can 
be felt as undercurrents in each of the sections following. 

The enormous interest and attention aptly directed to child- 
hood and adolescence in the past quarter-century is underlined 
by David Freedman in jis overview and in his essay on Piaget’s 
psychology and its interdigitation with psychoanalysis. The lat- 
ter is a highly condensed summary that should stimulate the 
reader to turn to the original literature to make the com- 
parisons and integrations that the two systems demand. Papers 
by Spruiell and Blos are important contributions with specific 
reference to the adolescent’s ways of thinking about his own de- 
veloping mind and body. 

Thompson’s overview of the section on dreams summarizes 
the advances in dream research and in particular the tasks fac- 
ing neurophysiologists who are trying to deal with psycho- 
analytical hypotheses. Papers by Shurley and Noble point out 
how careful one must be in drawing conclusions from dream 
data obtained in the experimental laboratory. Sperling, in her 
work on dreams in childhood, postulates different dynamics in 
the production of two types of pavor nocturnus. In these several 
papers there’ is a repetitiousness in the presentation of back- 
ground research data. That is to be expected, since the papers 
were written independently and were only put side by side by 
the editor. 


Waldhorn’s paper updates the role of the dream in clinical 
psychoanalysis, emphasizing that it is indeed an important road 
to the unconscious but, nevertheless, not the only one. 


In his introduction to the theory section, Miles reminds the 
reader of the problems of forming testable hypotheses in a sci- 
ence that relies on subjective data derived from clinical experi- 
ences. Brenner’s contribution on instinctual drives carefully de- 
fines, the drive concept and, in particular, aggression, 
emphasizing that there is no evidence to connect it with somatic 
processes. The kind of reasoning demonstrated here is crucial in 
assessing the data that may or may not relate as they come 
from different sources cf observation, e.g., animal research, di- 
rect observation of infants and children, and reconstructions in 
analysis. 


Pumpian-Mindlin. traces the thread of infantile omnipotence 
through adolescence and into adult life and stresses the conflict 
and interplay between the reality-oriented ego of the adult and 
this early feeling state. Joseph’s paper on ‘‘Perception and 
Reality” discusses the complexity of relating traditional psy- 
chological observations, physical phenomena, and psycho- 
analytic data. As such, it serves as a good introduction to a 
lengthy contribution by Wallerstein and Sampson on research 
in the psychoanalytic process. They argue that we need more 
data that can be compared directly from analysis to analysis 
and that the best way we can get specific data is through audio 
or video recording, cumbersome as that process is. 

The paper by the late Victor Rosen in the clinical section is a 
highly theoretical one but, in fact, establishes the author’s posi- 
tion that scientific clinical work must be based on and derived 
from a viable metapsychology. Arlow coins the term ‘‘character 
perversions” to describe the persistence of earlier perverse sex- 
ual practices in later character traits. The term, although in 
some ways unnecessary, defines the source of the particular 
trait. The clinical examples are lucid and well presented. 
Adatto’s paper sets out the developmental aspects of the trans- 
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ference neuroses as they emerge in the analysis of the relatively 
mature adult. He points out that this formation is Poppies in 
the preadult. 

The editor closes the volume with a clinical-theoretical paper 
titled “The Marrtage-Separation Pendulum.” Here he traces 
the early mother-child relationships of certain adults who come 
to analysis because of character traits that seem to preclude * 
reasonably smooth, intimate relationships in marriage. He em- 
phasizes the importance of preoedipal conflicts and in particu- 
lar the stifling influence of the internalized mother, who was not 
sufficiently available to the child for one reason or another. He 
points out the need for painstaking analysis as the necessary ap- 
proach to this particular type of not-so-common character dis- 
order. 

These 22 well-selected papers form an appropriate celebra- 
tion for the accomplishments of the first psychoanalytic insti- 
tute in the South. 


EDWIN C. Woop, M.D. 
Houston, Tex. 


Psychotherapy and Behavior Change: 1972, edited by Isaac M. 
Marks, Allen E. Bergin, Peter J. Lang, Joseph D. Matarazzo, 
Gerald R. Patterson, and Hans H. Strupp. Chicago, Aldine 
Publishing Co., 1973, 497 pp., $20. 


This volume, the second of what has been planned asan an- 
nual publication, represents a thoughtful winnowing of the liter- 
ature on psychotherapy that was published in 1972. It should be 
a welcome addition to the library of every clinician whose prac- 
tice includes psychotherapy; it will be invaluable as a meeey ref- 
erence for the behavioral scientist. 

The editors, well aware of the need for a more effective trans- 
mission of research findings into clinical practice, have searched 
for the quickest route to the mountain of material available. 
They scanned the entire field and chose the most significant ar- 
ticles, which were then photographed and reproduced exactly as 
they had originally appeared. 

Such an approach has the advantage of eliminating the time- 
consuming steps of editorial revision. It also has minor dis- 
advantages, in that the juxtaposition of different styles of writ- 
ing and approaches to problem solving will be distracting to 
some readers. In addition, because the different page sizes of the 
journals from which the articles are taken have had to be re- 
duced or expanded to the page size of the volume, a few chap- 
ters come out in large type, while many come out so small that 
they constitute a challenge to the reader’s visual acuity. 

The only disappointment in the volume is its index, which 
seems to have been denied the careful editorial attention given 
to the rest of the volume. Among the listings, for example, are 
“casteration,” “‘chronocity,” “epinephereine’”’ (as it happens, 
also misspelled in the original, but not the way it is misspelled in 
the index), and “tachicardia” (all three articles referred to spell 
it “‘tachycardia’’). The page listing for transsexualism includes 
the entire article on this subject. 

All such petty demurs aside, the editors are to be commended 
for their work. The eight-page preface is a succinct and pithy 
overview of trends in the field and of the articles to follow. The 
latter are grouped in nine sections: general issues, outcome and 
process studies, extra-therapeutic influences, encounter and sen- 
sitivity groups, desensitization and relaxation, flooding (implo- 
sive therapy), modeling and role playing, operant approaches, 
and psychoanalysis. 


ROBERT J. CAMPBELL, M.D. 
Katonah, N.Y. 
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The Fallacy of Understanding: An Inquiry into the Changing 
Structure of Psychoanalysis, by Edgar A. Levenson, M.D. New 
York, Basic Books, 1972, 223 pp., $7.95. 


This is a charming, thoughtful, and difficult book. Part of its 


« charm derives from the thoughtfulness and part from Dr. Le- 


venson’s mastery of metaphor and his use of wit and humor to 
spotlight his concepts. The difficulty arises from his-expectation 
that the reader be intimately familiar with the structuralist ap- 
proach. Levenson mentions that much of structuralist literature 
“bears the characteristic Gallic hallmark of obfuscation for its 
own pleasure.” When the present book deals with structuralist 
thinking the reader finds himself going back to make sure that 
he understood the paragraph in question. Eventually it gets 
clearer... I think. 

Structuralism has as its basic tenet a perspectivism based on 
a wholeness that sees that no part of a system can be understood 
outside of its context or out of its relationship to other parts of 
the system. From this willy-nilly derives relationship as a study, 
since if one cannot isolate elements one must then study their 
complex linkages. One is then led to transformation on the 
study of how, in a total structure, elements reflect that situation 
in their relationship to each other or are isomorphs of each 
other. The example given is the relationship of the color spec- 
trum system of green-yellow-red to the signal communication 
system of go-caution-stop. These systems are transformations 
or isomorphs of each other. The last concept is of self-perpetu- 
ation or self-equilibration of structure. This demonstrates that 
as new events occur, they are ordered by the protagonist to the 
form or structure of his own experience. “Thus structure is the 
template that designates past, present, and future alignments.” 

In those sections of the book following the exegesis of struc- 
turalism Levenson expounds first upon the paradigm, that met- 
aphoric and all-pervasive myth which defines relationships 
within a structure. He points out that in psychoanalysis, as in 
other technologies, the paradigm has shifted from the metaphor 
of the work machine in Freud’s lifetime to that of the informa- 
tion machine in the years following World War II. Levenson 
believes we are now at least in the advent of a third paradigm, 
that of the organismic. This recognizes a system of systems in 
which there is a realization of the shift of cultural premises in 
which both therapist and patient work toward comprehension 
of how they are both isomorphic reflections of their time-bound 
society and, ultimately, of each other. This transcends under- 
standing and might perhaps have been called ego fusion in a less 
sophisticated era of communication. 

After these most difficult first 55 pages Levenson applies the 
concepts of paradigmatic shifts to those changes observable 
over the last 70 years in the models of psychoanalytic theory 
and the psychoanalytic patient. These are presented per- 
suasively and sensitively and are then reepitomized in a chapter 
titled “From Anna O, to Portnoy.” The point is, of course, that 
the patient has changed from the submissive and dramatic hys- 
teric to the modern harried obsessional whose child is the 
present-day patient, the dropout. Theory has congruently been 
transformed and must continue to be changed so as to avoid 
“the arrogance of time.” Numerous clinical illustrations are 
given, and they are indeed instructive. 

The therapeutic interchange has also shifted from the famous 
and phony “therapeutic blank screen” to living theater. In this, 
the therapist does less interpreting and more reviewing of the 
choreography of the interchange. This is more than a polite hu- 
moring of the other’s craziness and even more than a respect for 
the private reality of the patient. It is a recognition that the 
therapist becomes part of that reality in a real sense. In any en- 
gagement with another person one enters into a series of iso- 
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morphic transformations of great significance. The therapist 
and patient become each other's creations. Levenson accurately 
and sensitively points out that the most loving act of the thera- 
pist is to be real, to be there, and to permit himself the dis- 
comfort of engaging the patient’s system. This willingness to 
risk one’s own identity is the kevstone of all helpers. It is clear 
that the curative process operates out of the direct field of scru: 
tiny of the therapist and the patient. 

Levenson’s conclusion is that the hubris of the stimulus-re- 
sponse precept, where every cause had. its effect and every phe- 
nomenon its explanation, no longer applies. Interpretation, ex- 
planation, understanding, and belief in the one-to-one 
relationship of the event and the word were mainstays of psy- 
choanalytic theory and practice in the mechanical model. The 
author concludes that “a new therapy is emerging, along with a 
new therapist and a new patient, oriented more to participation 
than understanding, to sensitivity and design rather than to in- 
sight and formulations.” 

Dr. Levenson’s erudition is empirical and impressive. He 
does not entrap himself in the cul-de-sac of having to be ‘“‘scien- 
tific.” The book is not for novices. In spite of the difficulties pre- 
viously described, it is heartily recommended for veterans who 
have had their noses bloodied in the struggle for and resistance 
to change—in their times, in their theories, in their patients, and 
in themselves. 


MAURICE J. BARRY, JR., M.D. 
Rochester, Minn. 


Man for Humanity: On Concordance vs Discord in Human Be- 
havior, edited by Jules H. Masserman, M.D., and John J. 
Schwab, M.D. Springfield, Ill., Charles C Thomas, 1972, 357 
pp., $20.50. 


This is the record of a colloquium held by the American As- 
sociation for Social Psychiatry, May 7-9, 1971. More than two 
dozen participants contribute 26 chapters under the headings of 
development and communication, individual and social dynam- 
ics, studies in transcultural discord and concordance, and clini- 
cal and cultural applications; there are three concluding chap- 
ters of reviews and integrations. There is a name index of four 
and one-half pages; a few of the names are listed without pagi- 
nation and some with incorrect pagination (e.g., Eiseley, J., 80). 
Freud is referred to more often than any other authority. Ruth 
Benedict, who cast so much light on concord and discord in 
primitive cultures, is not cited, perhaps because the volume’s 
discussion of anthropology deals in particular with African so- 
cleties. The book closes with a subject index of seven pages. 

That there is a good deal of drawing together of all living 
matter into collaborative groups is obvious when one thinks 
about it. Although concordance may account for species sur- 
vival, it has been accompanied by devastatingly destructive hu- 
man oehavior. This book examines reasons and suggests reme- 
dies. It appears that violence is taught, that children may have 
to be instructed by example if not precept in racial, class, and 
religious prejudice if they are not to grow up indiscriminantly 
iriendly. 

Benedict reached the same conclusion from her studies of 
primitive cultures. She spoke of cultures of low synergy where a 
social structure provides for acts that are mutually opposed and 
counteractive and of cultures of high synergy that provide for 
acts that dre mutually reinforcing. She pointed out that anxiety 
that develops so luxuriantly in societies of low synergy is low in 
those of high social synergy, to a degree that seems to us incred- 
ible; in those societies goodwill is preeminent, and murder and 


suicide are rare or actually unknown. Ruth Benedict’s work on 
concordance and discord has been summarized succinctly in 
Roderic Gorney’s recent book The Human Agenda (1). 

. Man for Humanity is an exploration by science experts, half 
of whom are psychiatrists, into methods for improving group 
behavior. The evolution of cooperative animal societies is 
traced, as are those of man, and methods of communication are 
examined whereby understanding can be reached. There have 
had to be trends toward collaboration to account for human 
survival, but these must be improved upon. This symposium ex- 
amined possibilities and pointed ways. Each chapter contains 
something of interest to those persons who are considering how 
peace is to be achieved at all levels of human endeavor. 
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Progress in Drug Abuse, edited by Paul H. Blachly, M.D. 
Springfield, HI., Charles C Thomas, 1972, 314 pp., $15.50. 


When I study a new publication on drug misuse I ask myself 
three questions: Are the data valid? Is there new information 
not previously available? Is the material well written and read- 
able? In general, the data in Progress in Drug Abuse are valid. 
The book contains some new information and is generally eas- 
ily read. 
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The first nine chapters feature a sociological approach and 
cover such subjects as the reasons why people use drugs, pat- 
terns of drug misuse in high schools, Synanon, and drug prob- 
lems in the British vs. American systems. Chapters 10 through 
15 focus on drug laws, legislation, and crime as it relates to drug 
misuse. Chapter 15, “Drug Abuse and Crime” by David W. 
Maurer, is the most relevant chapter in this section. The next 
four chapters deal with the treatment of drug misuse. Jared Tin- 
klenberg, M.D., has written a good review and discussion of 
amphetamine use, misuse, and treatment of users. Dr. Gurbak- 
hash S. Chopra had the unenviable task of discussing the his- 
tory of cannabis, with emphasis on the potential for a psychotic 
reaction secondary to ingestion of this compound. He states, 
“Among certain individuals, marijuana may be directly asso- 
ciated with various crimes. This may be as a primary cause or 
due to liberation of inhibitions.” The data he presents do not 
seem to support this contention because there was insufficient 
control of all the variables. 

The final chapter, written by Dr. Paul Blachly, is a good sum- 
mary of the book. There are two articles in the appendix: one on 
“Medical Progress with Marijuana” and the other on ‘“‘Man- 
agement of Bad Trips.” The former article is excellent, and the 
latter is good. 

In summary, this book is reasonably well written and read- 
able, and it contains enough information of a factual nature to 
warrant consideration by anyone interested in drug misuse. 
However, it is quite expensive. 


JAMES Davis, M.D. 
Omaha, Neb. 


A Workshop on Writing for Scientific Journals 


THE 1974 ANNUAL MEETING of the American Psychiatric Association will feature a workshop 
on writing for scientific Journals, to be held on the afternoon of Monday, May 6, and the 
morning of Tuesday, May 7. The workshop, cosponsored by APA and the American Medical 
Writers Association (AMWA), will offer practical information and instruction on four sub- 
jects: common writing faults, organizing medical reports, preparing an abstract, and submitting 
a manuscript. Work assignments, which will be sent to registrants before the meeting, will 
form the basis far initial discussions during the workshop sessions. The course will begin with 
brief introductory lectures by the AMWA faculty, followed by small-group discussions in 
separate rooms on the four basic subjects. The workshop will conclude with a panel discussion 
in which participants will have the opportunity to question the editors of several psychiatric 


journals. 


Registration is limited to 50 participants; all applications for participation must be received 
by April 1. The registration fee is $50. For further information on registration, write to the 
American Journal of Psychiatry, 1700 Eighteenth Street, N.W., Washington, D.C. 20009. 
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RECENT ADVANCES IN THE BIOLOGY OF SCHIZO- 
PHRENIA by Thomas A. Ban McGill Univ., Montreal, 
Quebec, Canada. New information on the biology of 
schizophrenia is presented here in a systematic and compre- 
hensive manner. There is sufficient evidence to believe that 
schizophrenia is a genetic disease. ’73, 132 pp., 6 il, 28 
tables, $12.50 


EPIDEMIOLOGICAL PSYCHIATRY by Brian Cooper, 
Univ. of London, England, and H. G. Morgan, Univ. of 
Bristol. Foreword by Michael Shepherd. Written primarily 
for psychiatrists in training or in clinical practice, this book 
demonstrates that the improved perspective gained through 
the epidemiological approach can answer many questions 
regarding the nature and treatment of mental illness. ’73, 
232 pp., 13 il., 40 tables, $12.50 


LIFE STRESS AND ILLNESS edited by E. K. Gunderson, 
Univ. of California, San Diego, and Richard H. Rahe, Univ. 
of California, Los Angeles. (19 Contributors) A major 
emphasis in the book is the development of quantitative 
techniques for the measurement of life stress and the 
scaling of specific life events which have special significance 
for the onset of disease. °73, about 261 pp., 25 il, 27 
tables. 


A PSYCHIATRIC STUDY OF MYTHS AND FAIRY 
TALES: Their Origins, Meaning and Usefulness. An 
Enlarged and Thoroughly Revised Second Edition of A 
Psychiatric Study of Fairy Tales by Julius E. 
Heuscher, Stanford Univ., California. The images of 
myths and fairy tales remain familiar to the child 
within us, to the artist within our soul. Even today, 
they may help the adult’s quest for harmony and 
wholeness. ’73, about 418 pp., 6 il. 


SEX CHANGE: The Achievement of Gender Identity 
by Feminized Transsexuals by Thofhas Kando., Univ. 
of California, Riverside. A study in deviance manage- 
ment, this book describes the post-operative adjustment 
of seventeen feminized transsexuals. It is a sociological 
study of the social relations of a group of transsexuals 
who have already undergone the sex change. ’73, 172 
pp., 12 tables, $7.50 


REFERRING THE PSYCHIATRIC PATIENT: A Guide 
for the Physician by Larry R. Kimsey and Jean L. 
Roberts, both of the Univ. of Texas, Southwestern 
Medical School at Dallas. This text provides practical 
and concrete information about psychiatry and the 
mechanics of referral—the intricacies, difficulties, and 
techniques. ’73, 100 pp., $6.95 


LIVING OR DYING: Adaptation to Hemodialysis edited 
by Norman B. Levy, State Univ. of New York, Brooklyn. 
Introduction by Belding H. Scribner. (13 Contributors) 
This book, the first devoted to the psychological aspects of 
hemodialysis, presents studies by leading authorities on the 
major problems in psychological adaptation to this pro- 
cedure, ’73, about 146 pp., 34 tables 


INDECENT EXPOSURE by John M. Macdonald, Univ. 
of Colorado School of Medicine, Denver. With a chap- 
ter by N. K. Rickles. This book is based not only 
upon a study of offenders and their victims, but also 
upon analysis of the Denver Police Department records 
on 200 consecutive reports of indecent exposure. ‘73, 
180 pp., 10 tables, $7.95 


The Neurosis of Our Time: ACTING OUT compiled and 
edited by Donald S. Milman and George D. Goldman, both 
of Adelphi Univ., New York City. (22 Contributors) A 
fundamental reason for the increasing interest in this 
problem has been the theoretical notion that neurosis itself 
has undergone a marked transformation from symptom 
neurosis to that of character problems. ’73, 388 pp., 1 il., 6 
tables, $12.75 


A PANORAMA OF SUICIDE: A Casebook of Psycho- 
logical Autopsies by G. Donald Niswander and Thomas M. 
Casey, both of New Hampshire Hospital, Concord; and 
John A. Humphrey, Univ. of North Carolina, Greensboro. 
This book presents the life histories of 27 New Hampshire 
suicide victims with an eye to the practical factors in 
human life which may have implications for suicide 
prevention or intervention. ’73, 168 pp., $7.95 


A PRACTICAL HANDBOOK OF PSYCHIATRY edited by 
Joseph R. Novello, Univ. of Michigan Medical School, Ann 
Arbor. (17 Contributors) A handbook containing a maxi- 
mum of clinically useful information with a minimum of 
verbiage in a brisk and readable format. The final section is 
a concise compilation of addresses of professional organiza- 
tions and institutions related to psychiatry. ’73, about 464 
pp., 10 il., 47 tables 


L-DOPA AND PARKINSONISM: A Psychological Assess- 
ment by Manuel Riklan, Fordham Univ., Bronx, New York. 
The goal of this text has been to deal with the subject 
matter in an historical perspective, from the points of view 
of parkinsonism, brain function, and psychological theory 
developed over the years. ’73, 416 pp., 6 il., 17 tables, 
he oe ae 


LESBIANISM: A Study of Female Homosexuality by 
David H. Rosen, Univ. of California School of Medicine, 
Department of Psychiatry, The Langley Porter Neuro- 
psychiatric Institute, San Francisco. Foreword by Doctor 
Evelyn Hooker. This book attempts to take lesbianism out 
of the subjective mythical and psychoanalytic theory stages 
and bring it into an objective phenomenological and 
existential realm. ’73, about 102 pp., 28 il., 3 tables 


CHILDREN’S EXPERIENCE WITH DEATH by Rose 
Zeligs. Prepared for parents, psychiatrists and other pro- 
fessionals, as well as for high school and college instructors, 
this clearly written book involves every aspect of death as it 
touches the lives of children. This book can enable lay and 
professional people and students to help the child deal 
constructively with death. ’73, about 276 pp. 
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She just doesn’t respond to 
things. No interest. No energy. 
Discouraged. 

It may be mild depression. 


She needs help...and she needs it 


now. 

Counsel and reassurance 
may suffice. But if you decide 
supportive medication is indi- 
cated, Ritalin can offer prompt 
benefit. 









Ritalin usually begins to act 
with the very first dose...boosts 
spirits and brightens mood...helps 
the patient get moving again. And 
Ritalin is generally well tolerated, 
even by older and convalescent 
patients. However, Ritalin should 
not be used for severe depression. 

When Ritalin works, one 
prescription may be enough... 
to help provide an answer to mild 
depression. 


(methylphenidate) 
helps the patient 


respond in mild depression’ 


Ritalin® hydrochloride Œ 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 

Based on a review of this drug by the 
National Academy of Sciences-National 
Research Council and/or other information, 


FDA has classified the indication as follows: 
“Possibly” effective: Mild depression 

Final classification of the less-than-effective 
indications requires further investigation. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also 
contraindicated in patients known to be 
hypersensitive to the drug and in patients with 
glaucoma. 


WARNINGS 

Ritalin should not be used in children under 
Six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. 
Although a causal relationship has not been 
established, suppression of growth (ie, weight 
gain and/or height) has been reported with 
long-term use of stimulants in children. 
Therefore, children requiring long-term 
therapy should be carefully monitored. 
Ritalin should not be used for severe depres- 
sion of either exogenous or endogenous origin 
or for the prevention of normal fatigue states. 
Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of 
anticonvulsants and Ritalin has not been 
established. If seizures occur, Ritalin should 
be discontinued. 

Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of 


*This drug has been evaluated as possibly effective tor this indication. See brief prescribing information. 
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guanethidine. Use cautiously with pressor 
agents and MAO inhibitors. Ritalin may inhibit 
the metabolism of coumarin anticoagulants, 
anticonvulsants (phenobarbital, diphenylhy- 
dantoin, primidone), phenylbutazone, and 
tricyclic antidepressants (imipramine, des- 
ipramine). Downward dosage adjustments of 
these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to 
establish safe use of Ritalin during pregnancy 
have not been conducted. Therefore, until 
more information is available, Ritalin should 
not be prescribed for women of childbearing 
age unless, in the opinion of the physician, the 
potential benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or 
alcoholism, because such patients may 
increase dosage on their own initiative. 


Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be 
unmasked. Long-term follow-up may be 
required because of the patient's basic 
personality disturbances. 





PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS 

Nervousness and insomnia are the most 
common adverse reactions but are usually 
controlled by reducing dosage and omitting 

the drug in the afternoon or evening. Other 
reactions include: hypersensitivity (including 
skin rash, urticaria, fever, arthralgia, exfoliative 


dermatitis, erythema multiforme with 
histopathological findings of necrotizing 
vasculitis, and thrombocytopenic purpura); 
anorexia; nausea; dizziness; palpitations; 
headache; dyskinesia; drowsiness; blood pres- 
sure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; 
abdominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not 
been established, the following have been 
reported in patients taking this drug: leuko- 
penia and/or anemia; a few instances of scalp 
hair loss. 

In children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 


DOSAGE AND ADMINISTRATION 

Adults 

Administer orally in divided doses 2 or 3 times 
daily, preferably 30 to 45 minutes before 
meals, Dosage will depend upon indication 
and individual response. 

Average dosage is 20 to 30 mg daily. Some 
patients may require 40 to 60 mg daily. In 
others, 10 to 15 mg daily will be adequate. The 
few patients who are unable to sleep if medica- 
tion is taken late in the day should take the 
last dose before 6 p.m. 


HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 

500 and 1000. 

Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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EXCESSIVE 


NEUROTIC 
ANXIETY 


*'Stelazine’ has been evaluated as possibly effective for this indication. See Brief Summary. 








Anxiety ‘is a constant factor in her life 


She repeatedly requests refills 


or different medication 


No organic basis can be foun 
for her somatic complaints 


‘Stelazine’ may be the appropriate medication for this patient. It acts to control her 


anxiety without excessive sedation and with no problem of dependence. Although 


adverse reactions, particularly extrapyramidal symptoms, do occur at high doses, 


in the low doses recommended for this indication (2-4 mg. a day) a low incidence of 


side effects has been reported. 


Before prescribing, see complete prescribing information 
including dosage and s symptoms and treatment of over- 


dosage, in SK &F literature or PDR 


Indications 

Based on a review of this drug by the National Academy 

of Sciences — National Research Council and/or other 
information, FDA has classified the indications as follows 
Effective: For the management of the manifestations of 

»sychotic disorders 


ssibly BeON To control excessive anxiety, tension 
te agitation as seen in neuroses or associated with 
somatic conc ices 


1al classification of the less-than-effective indicatic 
urther investigation 


Contraindications: Comatose or greatly depressed states 
due to C.N.S. depressants; blood dyscrasias; bone marrow 
depression; liver damage 

Warnings: Caution patients about activities requiring 
alertness (e.g., operating vehicles or machinery), especially 
during the first few days’ therapy 

Use in pregnancy only when necessary for patient's welfare 
Precautions: Use cautiously in angina. Avoid high doses 
and parenteral administration when cardiovascular system 
is impaired. Antiemetic effect may mask signs of toxic dru 


overdosage or physical disorders. Additive effect is possible 


with other C.N.S. depressants. Prolonged administration of 
high doses may result in cumulative effects with severe 
C.N.S. or vasomotor symptoms. If retinal changes occur, 
discontinue drug. Agranulocytosis, thrombocytopenia 
pancytopenia, anemia, cholestatic jaundice, liver damac 


have been reported 


O 


Adverse Reactions: Drowsiness, dizziness, skin reactions, 


rash, dry mouth, insomnia, amenorrhea, fatigue, muscular 


weakness, anorexia, lactation, blurred vision. Neuromuscular 





(extrapyramidal) reactions: motor restlessness, dystonias, 
pseudo-parkinsonism, persistent tardive dyskinesi 


Other adverse reactions reported with. Stelazine (trifluopera- 
zine HCl SK&F) or other phenothiazines: Some adverse 
effects are more frequent or intense in specific disorders 

(e.g,, mitral insufficiency or pheochromocytoma) 

Grand mal convulsions; altered cerebrc T inal nai d proteins; 
cerebral edema; prolongation and intensification of the action 
of C.N.S. depressants, atre ypine, heat, p organ a osphorus 
insecticides, nasal congestion, headache, nausea, constipa- 
tion, obstipation, adynamic ileus, inhibition of ejaculation; 
reactivation of psyc abe processes, catatonic-like states; 
hypotension (sometimes fatal); cardiac arrest; leukopenia, 
eosinophilia, pancytopenia, agranulocytosis, thrombocyto- 
penic purpura; jaundice, biliary stasis; menstrual irregularities 
galactorrhea, gynecomastia, false positive pregnancy tests; 
photosensitivity, itching, erythema, urticaria, eczema up to 
exfoliative dermatitis; asthma, laryngeal edema, angioneurotic 
edema, anaphylactoid reactions; peripheral edema; reversed 
epinephrine effect; hyperpyrexia; a systemic lupus ery- 
thematosus-like syndrome; pigmentary retinopathy; with 
prolonged administration of substantial doses, skin pig- 
mentation, epithelial keratopathy, and lenticular and corneal 
deposits. EKG changes have been reported, but relation- 
ship to myocardial damage is not confirmed. Discontinue 
long-term, high-dose therapy gradually. NOTE: Sudden 
death in patients taking phenothiazines (apparently due to 
cardiac arrest or asphyxia due to failure of cough reflex) has 
been reported, but no causal relationship has been established 
Supplied: Tablets, 1 mg., 2 mg., 5 mg. and 10 mg., in 
bottles and Single Unit Packages of 100; Injection, 

2 mg./ml.; and Concentrate, 10 mg./ml. 


Manufactured and distributed by SK&F Co., 
Carolina, PR. 00630, under Stelazine® trademark 
license from SmithKline Corporation, Philadelphia, Pa 


STELAZINE 


TRIFLUOPERAZINE HCL: 


*'Stelazine’ has been evaluated as possibly effective for this indication. See Brief Summary. 
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-nervous - anxious if 
‘irritable 
fatigued 


‘restless nights 


While 
youre a 
her down 
with a 
tranquilizer. 





treat what may be 
herreal problem with 


PREMARIN...... 


CONJUGATED ESTROGENS 
TABLETS, U.S. P 


She's come to you in a highly 
emotional state, with complaints 
of anxiety, nervousness, insom- 
nia, and depression. And treat- 
ment with a psychotherapeutic 
agent may be appropriate for 
immediate relief of symptoms. 
But considering her age, and 
her irregular menses, such 
symptoms may indicate an 
underlying estrogen deficiency... 
and the need for additional, more 
comprehensive therapy. 
PREMARIN, by offering sound 
specific natural estrogen replace- 
ment, can provide such therapy 
... relieve estrogen-related emo- 
tional symptoms of the meno- 
pause by treating their cause. 
Anxiety and depression related to 
estrogen deficiency usually re- 
spond to replacement therapy in 
a relatively short timet? Other 
“psychogenic” symptoms such 
as headaches, crying spells, in- 
somnia, feelings of weakness and 
fatigue may also be relieved!’° 


*Conjugated Estrogens Tablets have been evaluated 
as ‘probably’ effective for postmenopausal 
osteoporosis 


Andinalarge majority of patients, 
PREMARIN imparts a renewed 
sense of well-being® Atthe same 
time, PREMARIN helps control 
hot flushes, sweats, genital tissue 
atrophy, and, in selected cases, 
helps retard postmenopausal 
osteoporotic bone degenera- 
tion” 

When there is uncertainty as to 
the origin ofemotionalsymptoms 
in the menopausal woman, a 
therapeutic trial with PREMARIN 
helps relieve those complaints 
that are estrogen-related...while 
helping to identify those that 
arent.’ 





for 
estrogen- 
related 
emotional 


S toms 
Fhe 


menopause 


See last page 

of advertisement 
for prescribing 
information. 


when her real problem is estrogen deficiency 


PREMARIN 


TABLETS,U.S.P) 


for estrogen-related 
emotional symptoms 





BRIEF SUMMARY 
(For full prescribing information, 
see package circular.) 


PREMARIN” 
(Conjugated Estrogens Tablets, U.S.P.) 


Indications: Based on a review of PREMARIN 
Tablets by the National Academy of Sci- 
ences— National Research Council and/or 
other information, FDA has classified the indi- 
cations for use as follows: 

Effective: As replacement therapy for 
naturally occurring or surgically induced es- 
trogen deficiency states associated with: the 
climacteric, including the menopausal syn- 
drome and postmenopause; senile vaginitis 
and kraurosis vulvae, with or without pruritus 
“Probably” effective: For estrogen deficien- 
cy-induced osteoporosis, and only when used 
inconjunction with other important therapeu- 
tic measures such as diet, calcium, physio- 
therapy, and good general health-promoting 
measures. Finalclassification of this indication 
requires further investigation 


Contraindications: Short acting estrogens are 
contraindicated in patients with (1) markedly im- 
paired liver function; (2) Known or suspected 
carcinoma of the breast, except those cases of 
progressing disease not amenable to surgery or 
irradiation occurring in women who areat least 5 
years postmenopausal: (3) Known or suspected 
estrogen-dependent neoplasia, such as carci- 
noma of the endometrium: (4) thromboembolic 
disorders, thrombophlebitis, cerebral embolism, 
or in patients with a past history of these condi- 
tions; (5) undiagnosed abnormal genital 
bleeding 

Warnings: Estrogen therapy should not be given 
to women with recurrent’chronic mastitis or ab- 
normal mammograms except, if in the opinion of 
the physician, it is warranted despite the possi- 
bility of aggravation of the mastitis or stimulation 
of undiagnosed estrogen-dependent neoplasia 

The physician should be alert to the earliest 
manifestations of thrombotic disorders (throm- 
bophlebitis, retinal thrombosis, cerebral embo- 
lismand pulmonary embolism). If these occur or 
are suspected, estrogen therapy should be dis- 
continued immediately. 

Estrogens may be excreted in the mother's milk 
and an estrogenic effect upon the infant has been 
described. The long range effect on the nursing 
infant cannot be determined at this time 

Hypercalcemia may occur in as many as 15 
percent of breast cancer patients with metastases 
and this usually indicates progression of bone 
metastases. This occurrence depends neither on 
dose nor on immobilization. In the presence of 
progression of the cancer or hypercalcemia, es- 
trogen administration should be stopped. 

A statistically significant association has been 
reported between maternal ingestion of diethyl- 
stilbestrol during pregnancy and the occurrence 
of vaginal carcinoma in the offspring. This occur- 
red with the use of diethylstilbestrol for the treat- 





ment of threatened abortion or high risk 
pregnancies. Whether or not such an association 
is applicable to all estrogens is not known at this 
time. In view of this finding, however, the use of 
any estrogen in pregnancy is not recommended. 

Failure tocontrol abnormal uterine bleeding or 
unexpected recurrence is an indication for 
curettage 
Precautions: As with all short acting estrogens, 
the following precautions should be observed: 

A complete pretreatment physical examination 
should be performed with special reference to 
pelvic and breast examinatiors 

To avoid prolonged stimulation of the endome- 
trium and breasts in climacteric or hypogonadal 
women, estrogens should be administered cycli- 
cally (3 week regimen with 1 week rest period— 
withdrawal bleeding may occur during rest 
period). 

Because of individual variation in endogenous 
estrogen production, relative overdosage may 
occur whichcould cause undesirable effects such 
as abnormal or excessive uter ne bleeding, mas- 
todynia and edema. 

Because of salt and water retention associated 
with estrogenic anabolic activity, estrogens 
should be used with caution in patients with epl- 
lepsy, migraine, asthma, cardiac, or renal disease 

If unexplained or excessive vaginal bleeding 
should occur, reexamination should be made for 
organic pathology. 

Pre-existing uterine fibromyomata may 
increase in size while using estrogens; therefore, 
patients should be examined at regular intervals 
while receiving estrogenic therapy. 

The pathologist should be advised of estrogen 
therapy when relevant specimens are submitted 

Because of their effects on epiphyseal closure, 
estrogens should be used judiciously in young 
patients in whom bone growth is incomplete 

Prolonged high dosages of estrogens will in- 
hibit anterior pituitary functions. This should be 
borne in mind when treating datients in whom 
fertility is desired. 

The age of the patient constitutes no absolute 
limiting factor, although treatment with estrogens 
may mask the onset of the climacteric. 

Certain liver and endocrine function tests may 
be affected by exogenous estrogen administra- 
tion. If test results are abnormal in a patient taking 
estrogen, they should be repeated after estrogen 
has been withdrawn for one cycle. 

Adverse Reactions: The following adverse reac- 

tions have been reported associated with short 

acting estrogen administration: 

nausea, vomiting, anorexia 

gastrointestinal symptoms such as abdominal 
cramps and bloating 

breakthrough bleeding, spotting, unusually heavy 
withdrawal bleeding 

(See DOSAGE AND ADMINISTRATION) 

breast tenderness and enlargement 

reactivation of endometriosis 

possible diminution of lactation when given im- 
mediately postpartum 

loss of libido and gynecomastia in males 


(CONJUGATEDESTROGENS 


contains only natural estrogens 


edema 

aggravation of migraine headaches 

change in body weight (increase, decrease) 
headache 

allergic rash 

hepatic cutaneous porphyria becoming manifest 
Dosage and Administration: PREMARIN should 
be administered cyclically (3 weeks of daily estro- 
gen and 1 week off) for all indications ex- 
cept selected cases of carcinoma and prevention 
of postpartum breast engorgement. 

Menopausal Syndrome —1.25 mg. daily, cycli- 
cally. Adjust dosage upward or downward 
according to severity of symptoms and response 
of the patient. For maintenance, adjust dosage to 
lowest level that will provide effective control. 

If the patient has not menstruated within the 
last two months or more, cyclic administration is 
started arbitrarily. If the patient is menstruating, 
cyclic administration is started on day 5 of bleed- 
ing. If breakthrough bleeding (bleeding or spot- 
ting during estrogen therapy) occurs, increase 
estrogen dosage as needed to stop bleeding. In 
the following cycle, employ the dosage level used 
to stop breakthrough bleeding in the previous 
cycle. In subsequent cycles, the estrogen dosage 
is gradually reduced to the lowest level which will 
maintain the patient symptom-free. 

Postmenopause—as a protective measure 
against estrogen deficiency-induced degenera- 
tive changes (e.g. Osteoporosis, atrophic vagi- 
nitis, kraurosis vulvae) —0.3 mg. to 1.25 mg. daily 
and cyclically. Adjust dosage to lowest effective 
level. 

Osteoporosis (to retard progression) — usual 
dosage 1.25 mg. daily and cyclically. 

Senile Vaginitis, Kraurosis Vulvae with or with- 
out Pruritus —0.3 mg. to 1.25 mg. or more daily, 
depending upon the tissue response of the indi- 
vidual patient. Administer cyclically, 

How Supplied: PREMARIN (Conjugated Estro- 
gens Tablets, U.S.P.) No. 865— Each purple tablet 
contains 2.5 mg., in bottles of 100 and 1,000. 
No. 866—Each yellow tablet contains 1.25 mg., 
in bottles of 100 and 1,000. Also in unit dose pack- 
age of 100. No. 867—Each red tablet contains 
0.625 mg., in bottles of 100 and 1,000. No. 868— 
Each green tablet contains 0.3 mg., in bottles of 
100 and 1,000. 

References: 1. Kerr, M.D.: Mod. Treatm. 5:587 
(May) 1968. 2. Penningroth, R.P., and Tourney, 
G.: Postgrad. Med. 46:18 (July) 1969. 3. 
Rhoades, F.P.: J. Amer. Geriat. Soc. 15:346 (Apr.) 
1967. 4. Astwood, E.B., in Goodman, L.S., and 
Gilman, A. (Eds.): The Pharmacological Basis of 
Therapeutics, ed. 4, New York, The Macmillan 
Company. 1970. chap: 69. p. 1538 ff. 5. Kupper- 
man, H.S. Med. Aspects of Hum. Sexuality 1°64 
(Sept.) 1967. 6. Tramont, C.B.: Geriatrics 21.212 
(Nov.) 1966. 7. Kaufman, S.A., in Sturgis, 
S.H.. and Taymore, M. (Eds.): Progress in Gyne- 
cology, New York, Grune & Stratton, Inc., 1970, 
vol. 5, p. 179 
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MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 





ie The Reiter MODEL SOS—THE ONE INSTRUMENT 
- pa FOR ALL ESTABLISHED TECHNIQUES, provides the 
oa Sen ‘i fullest range of safest therapies. For painless, gentle 

: stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 








The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
Po p quest, the following special-purpose electrodes 
i —a Multi-Polar “Collar” type for Sleep Ther- 
* apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


' The Reiter Compact MOL-AC Il—The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 


For more detailed information, and bibliography of over 200 references, write to: 


REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
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Today, she 
managed 
asmile n» 


(Not long ago, she couldn't stop sobbing) 








Before he sees that first positive response — 
however hesitant and tentative—the 
physician may have to bring into play many 
different aspects of therapy. Establishing a 
therapeutic relationship may be the first 
difficulty as well as the first necessity. 
Psychotherapy, family and community 
support, occupational and social counseling, 
and drug therapy may all have to be enlisted. 
The characteristically rapid energizing action 
of VIVACTIL may help establish early 
therapeutic rapport by lessening the 
patient’s lethargy —often during the first 
week of medication. VIVACTIL helps elevate 


In depression, 


TABLETS, 5 mg and 10 mg 


Vivactil 





mood, usually within the third or fourth week 
of treatment. 


Characteristically, the drug has no sedating 
or tranquilizing properties. (Symptoms such 
as anxiety or agitation may be aggravated.) 


Dosage of VIVACTIL must be individualized, 
and patients should be under close medical 
supervision. For many adult patients with 
clinically significant depression, 10 mg t.i.d. 
may provide control of symptoms. Others 
may require as little as 15 mg or as much as 
60 mg a day. In elderly patients and adoles- 
cents, lower dosages are recommended. 


(Protriptyline HC1 | MSD) 
helps establish early 


therapeutic rapport 


Contraindications: Known hypersensitivity; acute recovery phase following myocardial 
infarction. Should not be given concomitantly with an MAOI; hyperpyretic crises, severe 
convulsions, and deaths have occurred in patients receiving tricyclic antidepressant and 
MAOI drugs simultaneously. When it is desired to substitute protriptyline HCI for an MAOI, 
a minimum of 14 days should be allowed to elapse after the latter is discontinued. Pro- 
triptyline HCI should then be initiated cautiously with gradual increase in dosage until 
optimum response is achieved. | 
Warnings: May block the antihypertensive effect of guanethidine or similarly acting com- 
pounds. May impair mental and/or physical abilities required for the performance of hazard- 
ous tasks, such as operating machinery or driving a motor vehicle. Should be used with 
caution in patients with a history of seizures and, because of its autonomic activity, In 
patients with a tendency to urinary retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more frequently than with other anti- 
depressant drugs. Should be used with caution in elderly patients and patients with cardio- 
vascular disorders; such patients should be observed closely because of the tendency of 
the drug to produce tachycardia, hypotension, arrhythmias, and prolongation of the con- 
duction time. Myocardial infarction and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug Is given. 

Usage in Children: Not recommended for use in children because safety and effectiveness 
in the pediatric age group have not been established. 

Usage in Pregnancy. Safe use in pregnancy and lactation has not been established; therefore, 
use in pregnant women, nursing mothers, or women who may become pregnant requires 
that possible benefits be weighed against possible hazards to mother and child. 
Precautions: When protriptyline HCI is used to treat the depressive component of schizo- 
phrenia, psychotic symptoms may be aggravated: likewise, in manic-depressive psychosis, 
depressed patients may experience a shift toward the manic phase; paranoid delusions, 
with or without associated hostility, may be exaggerated. In any of these circumstances, it 
may be advisable to reduce the dose of protriptyline HCI or to use a major tranquilizing drug 
concurrently. Symptoms, such as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 

When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required. May enhance response to alcohol and effects of barbiturates and other CNS 
depressants. Possibility of suicide in depressed patients remains during treatment and 
until significant remission occurs; this type of patient should not have easy access to 
large quantities of the drug. Concurrent administration with electroshock therapy may 
increase hazards of therapy; such treatment should be limited to patients for whom it is 
essential. Discontinue drug several days before elective surgery, if possible. Both elevation 
and lowering of blood sugar levels have been reported. 

Adverse Reactions: Note: Included in this listing are a few adverse reactions which have 
not been reported with this specific drug. However, the pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCI is more likely to aggravate agitation 
and anxiety and produce cardiovascular reactions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. 

Psychiatric: confusional states (especially in the elderly) with hallucinations, disorienta- 
tion, delusions, anxiety, restlessness, agitation; insomnia, panic, and night- 
mares; hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of extremities; incoordination, ataxia, 
tremors, peripheral neuropathy; extrapyramidal symptoms; seizures; alteration in EEG 
patterns, tinnitus. 

Anticholinergic: dry mouth and rarely associated sublingual adenitis; blurred vision, distur- 
bance of accommodation, mydriasis: constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of the urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosensitization (avoid excessive ex- 
posure to sunlight), edema (general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression; agranulocytosis; leukopenia; eosinophilia; purpura: 
thrombocytopenia. 

Gastrointestinal: nausea and vomiting, anorexia, epigastric distress, diarrhea, peculiar taste, 
stomatitis, abdominal cramps, black tongue. 

Endocrine: gynecomastia in the male; breast enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; testicular swelling; elevation or depression of 
blood sugar levels. 

Other: jaundice (simulating obstructive); altered liver function; weight gain or loss: 
perspiration; flushing; urinary frequency, nocturia; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms. though not indicative of addiction, abrupt cessation of treatment after 
prolonged therapy may produce nausea, headache, and malaise. 

Overdosage: The intravenous administration of 1 to 3 mg physostigmine salicylate has been 
reported to reverse the symptoms of amitriptyline poisoning in humans. Animal studies 
have shown that physostigmine also reverses certain toxic effects of protriptyline, but to 
a lesser extent. 

How Supplied: Tablets, containing 5 mg and 10 mg protriptyline HCI each, in single-unit 
packages of 100 and bottles of 100 and 1000. 

For more detailed information, consult your MSD representative or see full prescribing information. 
Merck Sharp & Dohme, Division of Merck & Co., hc., West Point, Pa. 19486. 


5 mg (orange) 
10 mg (yellow) 


The usual regimen for adults is 
15 to 40 mg a day divided into 
three or four doses. Dosage may 
be increased to 60 mg a day if 
necessary. 


In elderly and adolescent 
patients, lower dosages are 
recommended; initially, a 
regimen of 5 mg t.i.d. is sug- 
gested with adjustment as 
necessary to the required 
amount. In elderly patients, the 
cardiovascular system must be 
monitored closely when the 
daily dose exceeds 20 mg. 


Because VIVACTIL (Protriptyline 
HCI, MSD) characteristically is 

a nonsedating tricyclic anti- 
depressant, activating and ener- 
gizing in effect, the last dose of 
the day should be given no later 
than mid-afternoon to avoid 
insomnia. Required increases 
should be added to the morn- 
ing dose. 


When necessary to increase 
dosage, it should be done 
gradually. After satisfactory 


improvement has been achieved, 


dosage should be reduced to the 
Smallest amount that will main- 
tain relief of symptoms. Main- 
tenance therapy should be 
continued for at least three 
months after satisfactory 
improvement occurs. 


(Usage in Children: |n view of 
the lack of experience in chil- 
dren, this drug is not recom- 
mended for patients under 12 
years of age.) 





Hallucinating and delusional? 





Contact with reality often begins with 


HALDOL 


(haloperidol) 


a first choice for starting therapy 


Acts promptly 

to improve 
disordered thought 
and perception 


HALDOL (haloperidol) has been 
found highly effective in reducing 
or eliminating delusions and 
hallucinations, even in some 
patients refractory to previous drug 
therapy!* Symptom control is 
achieved rapidly, with many 
patients showing distinct 
improvement in a few days to a 
week! — frequently within a few 
hours when the intramuscular 
form is used for initial control of 
acutely agitated psychotic states.’ 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
(haloperidol) is rare. In fact, 
HALDOL has been reported to 
actually increase activity in 
patients who are underactive, 
while it reduces activity to a normal 
level in those who are hyperactive. 
HALDOL has been found to 
“normalize” behavior and produce 
a sensitivity to the environment 
that allows more effective use of 
the social milieu and the 
therapeutic community.5 


Reduces risk of 
serious adverse 
reactions 


HALDOL (haloperidol), a 
butyrophenone, avoids or 
minimizes many of the problems 
associated with the phenothiazines. 
Hypotension is rare and severe 
orthostatic hypotension has not 
been reported. There is also less 
likelihood of adverse reactions 
such as liver damage, ocular 
changes, serious hematologic 
reactions and skin rashes. 


The most frequent side effects of 
HALDOL (haloperidol) — 
extrapyramidal symptoms — are 
usually dose-related and readily 
controlled. 


References: 1. Towler, M.L., and Wick, P.H.: Int. J]. Neuropsychiat. 3:Suppl. 1, 62 (Aug.) 1967. 2. Ban, T.A., and Lehmann, H.E.: Int. J. 
Neuropsychiat. 3:Suppl. 1, 79 (Aug.) 1967. 3. Yun, B.S., et al.: Mich. Med. 67:1349 (Nov.) 1968. 4. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 
5. Haward, L.R.C.: Clin. Trials J. 2:135 (May) 1965. 6. Rubin, R.: Alabama J. Med. Sci. 8:414 (Oct.) 1971. 7. Man, P.L., and Chen, C.H.: 
Psychosomatics 14:59 (Jan.-Feb.) 1973. 8. Palestine, M.L., and Alatorre, E.: Paper presented, Amer. Ass. Family Practitioners Annual Meeting, 


N.Y., Sept. 25-28, 1972. 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


© McNeil Laboratories, Inc., 1974 
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HALDOL 
(haloperidol) 


a first choice for starting therapy 


A Dosage Form for Every Need: 





4 tablet strengths for convenience in individualizing dosage: % mg., 1 mg., 2 mg.and 5 mg. 





a An undetectable, tasteless Liquid Concentrate 
for the patient unable or unwilling to swallow tablets: 2 mg. per cc. 





a ER — 


Summary of Directions for Use 


Indications: HALDOL (haloperidol) is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's Syndrome. 

Contraindications: HALDOL (haloperidol) is contraindicated in pa- 
tients who are severely depressed, comatose, have CNS depression 
due to alcohol or other centrally-acting depressants, have Parkin- 
son's disease or are hypersensitive to this drug. 
Wamings: Usage in Pregnancy: Safe use of HALDOL (haloperidol 
in pregnancy and lactation has not been established; therefore, its 
use IN pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infam 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been re- 
ported (a causal relationship was not established in this casei. 
Animals receiving 2 to 20 times the maximum human dose of 
HALDOL orally and/or parenterally showed increased incidence of 
resorption, reduced fertility, delayed delivery, dose-related pup mor- 
tality (presumably due to lack of matemal care reflecting CNS 
depression). 

in Chliidren: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases of bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL (haloperidol), decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in pa- 
tients receiving chemically-related drugs. HALDOL may impair the 
mental and/or physical abilities required for the performance of haz- 
ardous tasks such as operating machinery or driving a motor vehicle. 
The ambulatory patient should be warned accordingly. The use of 
alcoho! should be avoided due to possible additive effects and 
hypotension. 
Precautions: HALDOL (haloperidol) should be administered cau- 
tiously to: patients: (1)—with severe cardiovascular disorders, be- 
cause of the possibility of transient hypotension and/or precipitation 
of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL. may block 
its vasopressor activity and paradoxical further lowering of blood 
pressure may occur. (2}— receiving anticonvulsant medication, be- 
cause HALDOL may lower the convulsive threshold. Adequate an- 
ticonvulsant therapy should be maintained concomitantly. (3)—with 
known allergies, or with a history of allergic reactions to drugs. (4)— 
receiving anticoagulants, since an isolated instance of interference 
occurred with the effects of one anticoagulant (phenindione). 

If concomitant anti-Parkinson medication is required, it may have 
to be continued after haloperidol is discontinued because of the dif- 
ference in excretion rates. If both are discontinued simultaneously, 
extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including anti-Parkinson 


0.05 mg. propy 


A ene Injection for psychiatric emergencies: 5 mg. per cc., with 0.5 mg. methylparaben and 
paraben per cc. and lactic acid for pH adjustment to 3.4+0.2. 


agents, are administered concomitantly with HALDOL. When 
HALDOL is used to control mania in cyclic disorders there may be a 
rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reportad at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe whan the dose is reduced. Administra- 
tion of anti-Parkinson drugs may be required for contro! of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk ap- 
pears to be greater in elderly patients on high-dose therapy, espe- 
cially females. The symptoms are persistent and in some patients 
appear irreversible. There is no known effective treatment. All anti- 
psychotic agents should be discontinued. The syndrome may be 
masked by reinstitution of drug, increasing dosage, or switching to a 
different antipsychotic agent. Other CNS Effects— Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologie 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minima! decreases in red blood ceil 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isclated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence, in- 
creased libido, hyperglycemia and hypoglycemia. Gastrointestinal 
Effects: Anorexia, constipation, diarrhea, hypersalivation, dyspep- 
sia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: 
Laryngospasm, bronchospasm and increased depth of respiration. 
Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL (haloperidol) Is administered or prescribed. G73 
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A new publication from 


THE JOINT INFORMATION SERVICE 


of the American Psychiatric Association 
and the National Association for Mental Health 


MENTAL HEALTH 
ON THE CAMPUS 


By Raymond M. Glasscote Floyd D. Turner 
Michael E. Fishman Bernard L. Bloom 
Clifford B. Reifler Samuel Pearlman 
James Raybin E. Robert Sinnett 


‘. .. A most significant, objective explication of campus mental health. | endorse it wholeheartedly.” 


—Dana Farnsworth 


In the hope of stimulating interest in creating support services for students experiencing any form of 
emotional or behavioral crisis, the Joint Information Service undertook to survey the numerous helping re- 
sources being provided at a selected group of colleges of widely varying characteristics. To do so it enlisted 
the talents of several of the most distinguished and accomplished practitioners in university mental health 
services. After extensive investigation, six schools outstanding for their mental health networks, plus a unique 
facility that contracts psychiatric treatment and consultation to more than a score of schools, were chosen for in- 
tensive study. Each program was visited by the authors, who interviewed not only the staff of the formal mental 
health services but representatives of the administration, housing, religious and many other kinds of activities 
and programs, faculty members, student leaders, and students who had utilized the mental health services. 
Consistently the interviews revealed some startling changes in campus interests and values during the year or 
two preceding the visits. In response to student demands, most of the schools had added seminars and lectures 
on marriage preparation and sexuality, with the result, at one school, of an almost ninety percent reduction in 
unplanned pregnancies. There was various tentative evidence that on the one hand drug usage, overall, had 
passed its peak, but on the other that marijuana use had been considerably incorporated into the social fabric 
of most of the schools. 

The volume describes many specific services which support and enhance the emotional well-being of students. 
There are also detailed descriptions of the formal mental health services, including various approaches to in- 
dividual and group treatment, medication, and provisions for hospitalization. 

These and many other aspects of the emotional life of the campus are discussed in this volume, both in an 
overview of the contemporary college scene in America, and in detailed individual descriptions of the schools 
with their impressive range of supporting services. 


216 pp. casebound $7.00 
Please send me ———— Žž copy(ies) of Mental Health on the Campus, Order #202, 
@ $7.00 ea. (four or more copies, $6.00 ea., eight or more copies, $5.00 ea.) 
C] Bill Me L] Check Enclosed 


Send Coupon to: 
(Please Print) 


American Psychiatric Association 
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1700 Eighteenth St., N.W. 
Washington, D.C. 20009 Address 
City State Zip 





174AJP 


A45 






r elease he f / 
from severe 
anxiety.. 


Then she can N 
openupwyou. fF 


















i PE" , R ' $ 

Only with relief of the severe anxiety that often blocks 3 
verbalization can many patients expect to progress in | ees 
; l t r a a : pr- ytes 
therapy. To this end, Serax may prove beneficial, for 1t 1s i ii 
wall EE KER TAN ee E | | P 
now well established as an effective antianxiety adjunct. | ‘te 
Serax offers flexibility as well. Dosage can be readily = a 


adjusted to individual needs. To the point where the 
patient may frequently resume normal work activities. 
As with other CNS-acting drugs, patients should be cautioned against i 
driving automobiles or operating dangerous machinery until it is known 
that they do not become drowsy or dizzy on oxazepam therapy. When 
prescribing, carefully observe dosage recommendations and appropriate 
precautions, especially as pertaining to the elderly or where a drop in 


blood pressure might lead to cardiac complications. 
In severe anxiety 


Serax’ 
(oxazepam) 


Wyeth Laboratories 


Philadelphia, Pa 19101 








Please see important information on page after next, 


A46 





| 





AAT 


4 






a 
r 
u 


ai 


Indications: Oxazepam is indicated for the management 
and control of anxiety, tension, agitation, irritability and 
related symptoms. Such symptoms are commonly seen 
in patients with a diagnosis of psychoneurotic reaction, 
psychophysiological reaction, personality disorder, or 
in patients with underlying organic disease. 

Anxiety associated with depression is also responsive 
to oxazepam therapy. 

This product has been found particularly useful in the 
management of anxiety, tension, agitation and irritability 
in older patients. 

Alcoholics with acute tremulousness, inebriation or 
with anxiety associated with alcohol withdrawal are 
responsive to therapy. 

Contraindications: History of previous hypersensitivity 
to oxazepam. Oxazepam is not indicated in psychoses. 
Warning: Use in Pregnancy: Safety for use in pregnancy 
not established. 

Precautions: Hypotensive reactions are rare, but use 
with caution where complications could ensue from a 
fall in blood pressure, especially in the elderly. With- 
drawal symptoms upon discontinuation have been 
noted in some patients exhibiting drug dependence 
through chronic overdose. Carefully supervise dose 
and amounts prescribed, especially for patients prone 
to self-overdose; excessive, prolonged use in suscep- 
tible patients (alcoholics, ex-addicts, etc.) may result in 
dependence or habituation. Reduce dosage gradually 
after prolonged excessive dosage to avoid possible 
epileptiform seizures. Withdrawal symptoms following 
abrupt discontinuance are similar to those seen with 
barbiturates. Caution patients against driving or operat- 
ing machinery until absence of drowsiness or dizziness 
is ascertained. Warn patients of possible reduction in 
alcohol tolerance. 

Not indicated in children under 6 years; absolute 
dosage for 6- to 12-year-olds not established. 

Adverse Reactions: Therapy-interrupting side effects 
are rare. Transient mild drowsiness is common initially; 
if persistent, reduce dosage. Dizziness, vertigo and 
headache have also occurred infrequently; syncope, 
rarely. Mild paradoxical reactions (excitement, stimu- 
lation of affect) are reported in psychiatric patients. 
Minor diffuse rashes (morbilliform, urticarial and macu- 
lopapular) are rare. Nausea, lethargy, edema, slurred 
speech, tremor and altered libido are rare and generally 
controllable by dosage reduction. Although rare, leuko- 
penia and hepatic dysfunction including jaundice have 
been reported during therapy. Periodic blood counts 
and liver function tests are advised. Ataxia, reported 
rarely, does not appear related to dose or age. These 
side reactions, noted with related compounds, are not 
yet reported: paradoxical excitation with severe rage 
reactions, hallucinations, menstrual irregularities, 
change in EEG pattern, blood dyscrasias (including 
agranulocytosis), blurred vision, diplopia, incontinence, 
stupor, disorientation, fever and euphoria. 

Availability: Capsules of 10, 15 and 30 mg. oxazepam; 
tablets of 15 mg. oxazepam. 
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Mental Illness 
in 
Later Life 


by Ewald W. Busse, M.D. 
Eric Pfeiffer, M.D. 


A comprehensive, practical guide for the practicing physician about the emotional problems of the 
aged patient. Included are pragmatic suggestions for interviewing, diagnosis, treatment, and sup- 
portive care, with consideration of social, cultural, and psychological factors. A special 
Question-and-Answer section is a valuable supplement. 


‘The 12 well written chapters of this book, all by knowledgeable investigators in the field of geriatric 
mental illness, offer both an overall review of the current status of the field and more detailed infor- 
mation on such specialized topics as the demography of aging, the epidemiology of geriatric 
mental disorder, diagnostic procedures of the evaluation of brain impairment, social and psycho- 
logical aspects of mental illness in the aged, insurance coverage for mental illness in later life, 
organic and functional geriatric mental disorders, physical changes with aging and their relation- 
ship to mental functioning, and institutional and ambulatory treatment of the aged mentally ill. 
The content and approach make the volume appropriate and useful reading both for psychiatrists, 
who have paid too little attention to the psychiatric problems of the aged, and for social workers, 
psychologists, nurses, and other personnel who deal with the elderly mentally ill. Pragmatic sug- 
gestions are made for interviewing, diagnosis, treatment, and supportive care, and there is ade- 
quate emphasis on social, psychologic, and cultural factors. The Question and Answer section of 
the book is an especially valuable supplement, especially to readers whose interest is primarily 








ragmatic.” 

iia ALEXANDER SIMON, M.D. 
Professor and Chairman 
Department of Psychiatry, 
University of California, School 
of Medicine, San Francisco 

308 pages $7.00 for paperback/$9.00 for case-bound 

Please send me ____———"-_ — — copylies) of Mental Illness in Later Life. 

Paperback @ $7.00 ea. (order # 188) 
____________ Case-bound @ $9.00 ea. (order # 188-1) 

(Please Print) C] Bill Me C] Check Enclosed 

Name 

Address 

City State Zip 

Send Coupon to: American Psychiatric Association 


Publications Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 174AJP 


A49 


ELAVIL 


(AMITRIPTYLINE HCl/MSD) 
useful in many 
therapeutic settings 








In the psychiatrist’s office. Whatever other ther- 
apeutic facilities have been developed, the psychi- 
atrist’s office still represents the setting in which the 
psychoanalytic process recognizes its fullest poten- 
tial. Frequently, however, an antidepressant must be 
employed to foster a working therapeutic relation- 
ship. With effective symptomatic relief often pro- 
vided by ELAVIL (Amitriptyline HCl, MSD), 
depressed patients may be able to concentrate on 
underlying factors instead of somatic manifestations. 


, 
f 
IH 


ku 


HE 
AARAA 


! 


È 
nA 
UMM Cb 


sgagugegea 
TITT iiil i 
PEHI 
-4 wt tas z. 


4 
SARGE 
E a E + 


In the general hospital. The general hospital 
today usually provides a psychiatric unit where 
depressed patients may be treated. Here, too, the 
symptomatic relief ELAVIL often provides can be 
a valuable part of total treatment. As depressive 
symptoms are relieved, for example, patients may 
take advantage of the therapeutic activities offered 
and, even more important, may be discharged 
sooner and treated on an outpatient basis. 
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In the outpatient clinic. With follow-up treatment 
often necessary for three months or longer, ELAVIL 1s 
highly effective in maintaining relief, especially in pa- 
tients who responded well to higher doses while hos- 
pitalized. As a result, these patients may continue to 
function in their daily activities. 


In the mental hospital. Here where severely depressed patients present 
challenges for psychiatrist and staff alike, the usefulness of ELAVIL is in- 
creased by the 50-mg tablet that provides the higher doses often required 

and by the injectable form for more rapid effect. 


In the community mental health center. 
Aremarkable innovation in the field of modern 
psychiatry, this center offers a unique setting 
for treating patients with clinically significant 
depression. Here, too, ELAVIL often proves 
to be a true asset to the psychiatrist by pro- 
viding highly effective symptomatic relief that 
can encourage communication, support the 
psychotherapeutic relationship, and acceler- 
ate the achievement of desired therapeutic 
goals. 





ELAVIL should not be used during the acute recovery phase following myo- 
cardial infarction, in patients hypersensitive to it or in those who have 
received an MAOI within two weeks. Since suicide is a possibility in any 
depressive illness, patients should not have access to large quantities of the 
drug. Concurrent electroshock therapy may increase hazards associated with 
such therapy. Patients with cardiovascular disorders should be watched 
closely. The drug may impair mental or physical abilities required in hazard- 
ous tasks and may potentiate the effects of alcohol. 


In many therapeutic settings—one proven antidepressant 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 
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dosage forms for differing 
patient needs 


25 mg (yellow) 
fay \ This tablet may prove useful for most 
outpatients, who generally do well on 
25 mg three times a day. This dosage may 
be increased to a total of 150 mg a day. Dosage in- 
creases are made preferably in the late afternoon or 
at bedtime. The sedative effect may be apparent be- 
fore the antidepressant effect is noted. An adequate 
therapeutic effect may take as long as 30 days to 
develop. 


50 mg (beige) 


The 50-mg tablet may be indicated when- 
ever higher dosages are required, as for 
example when increases are necessary in 
the late afternoon or bedtime doses. It may also be 
convenient for many Ss a at patients who may 
need 100 mg a day initially. In these patients, dosage 
may be increased gradually to 200 mg a day if nec- 
essary. A small number of hospitalized patients may 
need as much as 300 mg a day. 





10 mg (blue) 
so Because lower doses are generally recom- 
= mended for adolescents and elderly pa- 
tients, the 10-mg tablets may be most 
serviceable. Ten mg three times a day with 20 m 
at bedtime may be satisfactory in adolescent an 
elderly patients who do not tolerate higher dosages. 


INJECTION 
10 mg per ml 


For patients unable or unwilling to take 
tablets, the injectable form may be suit- 
able initially. The tablets should replace the 
injection as soon as possible. Initial intra- 
muscular dosage is 20 to 30 mg (2 to 3ml) 
four times a day. When Injection ELAVIL 





is administered intramuscularly, the effects may ap- . 


pear more rapidly than with oral administration. 


Usage in Children: In view of the lack of experience in 
children, this drug is not recommended at the pres- 
ent time for patients under 12 ygars of age. 


Contralndications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monaamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angie-closure glaucoma or increased intraocular pressure. 
Patients with cardiovascular disorders should be watched closely; arrhythmias, 
sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyrold patients or 
these receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 


When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously In patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcoho! and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 


Adverse Reactions: Mote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CAS 
and Neuromusculer: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and parestheslas of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Aaticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A//ergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: The intravenous administration of 1-3 mg of physostigmine salicylate 
has been reported to reverse the symptoms of amitriptyline poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and- 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-mi vials containing per mi: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for Injection q.s. 1 ml. 


For more detailed information, consult your MSD representative or see full prescribing 
information. Marck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 
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The balanced approach in 
adjunctive drug therapy 


Especially relevant 
in psychiatric practice 
The role of anxiety as a psy- 
chodynamic force is generally 


acknowledged, although psychi- 


atrists may differ as to its defini- 
tion, origin and management. 
The intensity of anxiety may at 
times require adjunctive drug 
therapy for prompt relief of in- 
tolerable suffering; abatement 





of emotional tension, so that rap- 
port and verbal communication 


may be expedited; and breaking 


Drug and dosage should be se- 
lected so as to allow the mainte- 
nance and continuation of a 
reasonable amount of anxiety as 
an incentive to motivate partici- 
pation in psychotherapy and to 
encourage problem-solving on 
the patient’s own initiative. In 
this context, the so-called minor 
tranquilizers, in contrast to ma- 
jor tranquilizers, exhibit a well- 
tolerated, predominantly anti- 


down of stubborn resistances so 
that maladaptive behavior may 


Before prescribing, please consult com- 
plete product information, a summary 
of which follows: 

Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 

Contraindications: Patients with known 
hypersensitivity to the drug. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. As with all CNS-acting 
drugs, caution patients against hazardous 
occupations requiring complete mental 


be examined. 


But anxiety — in moderation 
an appropriate accompaniment 


anxiety action. Thus, when drug 
therapy of obstructive anxiety is 


required, a suitable minor tran- 


of growth—need not and should quilizer is often recommended. 
not be diminished to the point of 
extinguishing its szgnal function. 


alertness (é.g., operating machinery, driv- 
ing). Though physical and psychological 
dependence have rarely been reported on 
recommended doses, use caution in admin- 
istering to addiction-prone individuals or 
those who might increase dosage; with- 
drawal symptoms (including convulsions ), 
following discontinuation of the drug and 
similar to those seen with barbiturates, have 
been reported. Use of any drug in pregnan- 
cy, lactation, or in women of childbearing 
age requires that its potential benefits be 
weighed against its possible hazards. 


Precautions: In the elderly and debilitated, 
and in children over six, limit to smallest 
effective dosage (initially 10 mg or less per 
day ) to preclude ataxia or oversedation, 
increasing gradually as needed and toler- 
ated. Not recommended in children under 
six. Though generally not recommended, 

if combination therapy with other psycho- 
tropics seems indicated, carefully consider 
individual pharmacologic effects, particu- 
larly in use of potentiating drugs such as 
MAO inhibitors and phenothiazines. 


Observe usual precautions in presence of 





Antianxiety action without 


exaggerated effect 


Librium 
(chlordiazepoxide HCl) 
dosage meets patient needs 


The benzodiazepines are re- 
garded as among the safer and 
more effective of the antianxiety 
drugs available. Adjunctive 
Librium enjoys extensive use in 
the treatment of clinically sig- 
nificant anxiety. It should be em- 
ployed flexibly, titrated to the 
degree of anxiety being experi- 
enced by the individual patient. 
The dosage schedule should have 
as its goal the maximum relief 
of disruptive anxiety; when that 


impaired renal or hepatic function. Para- 
doxical reactions ( e.g., excitement, stimula- 
tion and acute rage) have been reported in 
psychiatric patients and hyperactive aggres- 
sive children. Employ usual precautions in 
treatment of anxiety states with evidence of 
impending depression; suicidal tendencies 
may be present and protective measures 
necessary. Variable effects on blood coagu- 
lation have been reported very rarely in 
patients receiving the drug and oral anti- 
coagulants; causal relationship has not been 
established clinically. 





has been accomplished, Librium 
(chlordiazepoxide HC!) therapy 
should be discontinued. Experi- 
ence has shown that Librium, in 
proper dosage, seldom impairs 
mental acuity or performance. 
(See Warnings section below.) 


Drowsiness, ataxia and con- 
fusion are the most common 
side effects reported, most no- 
tably in the elderly or debili- 
tated. Thus, Librium is especially 
valuable in treating anxiety in 
the neurotic ambulatory patient 
with daily responsibilities to ful- 
fill. In most cases, Librium can 
promptly reduce excessive anxi- 
ety to less disruptive levels, mak- 
ing a rational approach to 
discussion of disturbing psychic 
material more possible, and en- 
couraging a more positive resolu- 
tion of the patient’s emotional 
problems. 


_ for control of | 
inappropriate anxiety 


Librium 


(chlordiazepoxide HC) 


Adverse Reactions: Drowsiness, ataxia 
and confusion may occur, especially in the 
elderly and debilitated. These are reversible 
in most instances by proper dosage adjust- 
ment, but are also occasionally observed at 
the lower dosage ranges. In a few instances 
syncope has been reported. Also encounter- 
ed are isolated instances of skin eruptions, 
edema, minor menstrual irregularities, 
nausea and constipation, extrapyramidal 
symptoms, increased and decreased libido 
—all infrequent and generally controlled 
with dosage reduction; changes in EEG 


10-mg, 25-mg capsules t.i.d./q.i.d. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc 
Nutley, N.J. 07110 


patterns (low-voltage fast activity ) may 
appear during and after treatment: blood 
dyscrasias (including agranulocytosis), 
jaundice and hepatic dysfunction have been 
reported occasionally, making periodic 
blood counts and liver function tests advis- 
able during protracted therapy. 

Supplied: Librium® Capsules containing 
5 mg, 10 mg or 25 mg chlordiazepoxide 
HCl. Libritabs® Tablets containing 5 mg, 
10 mg or 25 mg chlordiazepoxide. 
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All numbered annual meeting papers become the property of 
the Journal although, due to space limitations, fewer than half 


can be published in the Journal. Release of a manuscript for 
publication elsewhere must be secured from the Editor. 

Communications about a manuscript, by letter or telephone 
(202-232-7878), should include reference to the manuscript 
number. In the case of annual meeting papers, this is the num- 
ber carried in the program booklet; in the case of other manu- 
scripts, it is the number noted in the letter acknowledging 
receipt of the manuscript. 


GENERAL POLICIES 


Manuscripts are accepted for consideration with the under- 
standing that they represent original material and that they are 
not being considered for publication elsewhere. Once a paper 
has been published in the Journal, which is a copyrighted publi- 
cation, the legal ownership of all parts of the paper, including 
any illustrations, passes from the author to the Journal. If an in- 
dividual or organization wishes to reprint material published in 
the Journal, written permission must first be secured from the 
Editer or Managing Editor. 

Manuscripts are accepted on condition that the Editor be 
given the right to make revisions aimed at greater conciseness 
and clarity and to bring the manuscript into conformity with 
Journal style regarding capitalization, punctuation, etc. 

The Journal does not hold itself responsible for statements 
made by contributors. Unless so stated, material in the Journal 
does not reflect the official attitude or position of the American 
Psychiatric Association or of the Journal's Editorial Board. 


SPECIFICATIONS FOR MANUSCRIPTS 


Manuscripts should be typed in upper and lower case on one 
side only of letter-size bond (or other opaque) paper. All parts 
of the manuscript (including case reports, footnotes, refer- 
ences, etc.) should be double-spaced, with generous margins. 
Subheads should be inserted at reasonable intervals to aid in 
comprehension and to break the typographical monotony of 
lengthy texts. Abbreviations not easily recognized by the 
average reader should be explained. 


Length. As a general rule the manuscript of a regular article 
should not exceed 10-12 typed pages, unless a special arrange- 
ment has been made with the Editor; Brief Communications 
should not exceed eight typed pages. Letters to the Editor 
should not exceed 500 words unless a special arrangement has 
been made with the Editor. 


Author identification. The authors’ affiliations and position 
titles should be provided and an address and telephone number 
given for the first-named author or the co-author who has been 
designated to handle the galley proofs and reprint requests. The 
number of authors should preferably not exceed four, with 
other collaborators being acknowledged in a footnote. 
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Precis. A brief precis is included at the beginning of each ar- 
ticle: 60-100 words for regular articles, 40-60 words for Brief 
Communications. The author may prepare the precis himself or 
ask that the Journal staff prepare it, in which case the author 
may make any necessary changes on the galley proofs. 


References. References should be typed double-spaced on a 
separate sheet of paper, to be attached at the end of the manu- 
script. They should be arranged according to their order of 
appearance in the text, where they should be indicated by 
numbers in parentheses. Reference citations should be re- 
stricted to closely pertinent papers; a complete review of the 
literature is rarely desirable, except in the case of review articles 
for which a special arrangement has been made with the Editor. 
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will be treated as journal articles with regard to capitalization. 
Up to three authors should be listed; one or more authors past 
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Tables and figures. Titles and headings of any tables and fig- 
ures should be sufficiently clear that the meaning of the data is 
understandable without reference to the text. See recent issues 
of the Journal for the general requirements of style. 

Each table should be typed on a separate sheet, attached at 
the end of the manuscript. The data should be arranged so that 
columns of like material read down, not across. 

A complete set of figures, preferably in the form of glossy 
prints, should accompany each of the two copies of the manu- 
script. Most figures will be reduced to about 3'4 inches in 
width, the column width of the Journal; all elements of a figure 
should be prepared to withstand this reduction. Graphs should 
be finished drawings not requiring further artwork. Authors 
are urged to engage the services of a professional in the prepa- 
ration of figures. Authors may be required to meet the costs of 
any further artwork that must be done in the editorial office. 


AUTHOR’ S CORRECTIONS 


Galley proofs will be sent to the first-named author for cor- 
rections after the paper has been scheduled for publication; 
prompt return (preferably within 48 hours of receipt) is neces- 
sary to ensure publication in the assigned month. If an author 
expects to be away from his office for a long period of time after 
he has received the acceptance letter, he should inform the Jour- 
nal office or arrange with a colleague to read the proofs. Au- 
thors are urged to keep changes on galleys to a minimum. 
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An order form for reprints will be attached to the galley 
proofs submitted to authors for correction. Reprints are usually 
mailed to authors about a month after publication of the article. 
Requests from others to order reprints should be directed 
to the Editor; inclusion of a letter of permission from the 
senior author and a brief statement of the intended use of the 
reprints will expedite the processing of such requests. 
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Today, she 
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(Not long ago, she couldn’t stop sobbing) 
Before he sees that first positive response — mood, usually within the third or fourth week 


however hesitant and tentative—the of treatment. 
physician may have to bring into play many 
different aspects of therapy. Establishing a 
therapeutic relationship may be the first 
ditficulty as well as the first necessity. 


Characteristically, the drug has no sedating 
or tranquilizing properties. (Symptoms such 
as anxiety or agitation may be aggravated.) 


Psychotherapy, family and community Dosage of VIVACTIL must be individualized, 
support, occupational and social counseling, and patients should be under close medical 
and drug therapy may all have to be enlisted. supervision. For many adult patients with 
The characteristically rapid energizing action clinically significant depression, 10 mg t.i.d. 
ot VIVACTIL may help establish early may provide control of symptoms. Others 
therapeutic rapport by lessening the may require as little as 15 mg or as much as 
patient’s lethargy —often during the first 60 mg a day. In elderly patients and adoles- 
week of medication. VIVACTIL helps elevate cents, lower dosages are recommended. 


In depression, 


TABLETS, 5 mg and 10 mg 


Vivactil 
(Protriptyline HCl] | MSD) 


helps establish early 
therapeutic rapport 


Contraindications: Known hypersensitivity; acute recovery phase following myocardial 
infarction. Should not be given concomitantly with an MAOI; hyperpyretic crises, severe 
convulsions, and deaths have occurred in patients receiving tricyclic antidepressant and 
MAOI drugs simultaneously. When it is desired to substitute protriptyline HCI for an MAOI, 
a minimum of 14 days should be allowed to elapse after the latter is discontinued. Pro- 
triptyline HCI should then be initiated cautiously with gradual increase in dosage until 
optimum response is achieved. 

Warnings: May block the antihypertensive effect of guanethidine or similarly acting com- 
pounds. May impair mental and/or physical abilities required for the performance of hazard- 
ous tasks, such as operating machinery or driving a motor vehicle. Should be used with 
caution in patients with a history of seizures and, because of its autonomic activity, in 
patients with a tendency to urinary retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more frequently than with other anti- 
depressant drugs. Should be used with caution in elderly patients and patients with cardio- 
vascular disorders; such patients should be observed closely because of the tendency of 
the drug to produce tachycardia, hypotension, arrhythmias, and prolongation of the con- 
duction time. Myocardial infarction and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. 

Usage in Children: Not recommended for use in children because safety and effectiveness 
in the pediatric age group have not been established. 

Usage in Pregnancy. Safe use in pregnancy and lactation has not been established: therefore, 
use in pregnant women, nursing mothers, or women who may become pregnant requires 
that possible benefits be weighed against possible hazards to mother and child. 
Precautions: When protriptyline HCI is used to treat the depressive component of schizo- 
phrenia, psychotic symptoms may be aggravated: likewise, in manic-depressive psychosis, 
depressed patients may experience a shift toward the manic phase; paranoid delusions, 
with or without associated hostility, may be exaggerated. In any of these circumstances, it 
may be advisable to reduce the dose of protriptyline HCI or to use a major tranquilizing drug 
concurrently. Symptoms, such as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 

When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required. May enhance response to alcohol and effects of barbiturates and other CNS 
depressants. Possibility of suicide in depressed patients remains during treatment and 
until significant remission occurs; this type of patient should not have easy access to 
large quantities of the drug. Concurrent administration with electroshock therapy may 
increase hazards of therapy; such treatment should be limited to patients for whom it is 
essential. Discontinue drug several days before elective surgery, if possible. Both elevation 
and lowering of blood sugar levels have been reported. 

Adverse Reactions: Note: Included in this listing are a few adverse reactions which have 
not been reported with this specific drug. However, the pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCI is more likely to aggravate agitation 
and anxiety and produce cardiovascular reactions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. 

Psychiatric: confusional states (especially in the elderly) with hallucinations, disorienta- 
tion, delusions, anxiety, restlessness, agitation; insomnia, panic, and night- 
mares; hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of extremities: incoordination, ataxia, 
tremors, peripheral neuropathy; extrapyramidal symptoms; seizures: alteration in EEG 
patterns, tinnitus. 

Anticholinergic:dry mouth and rarely associated sublingual adenitis; blurred vision, distur- 
bance of accommodation, mydriasis; constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of the urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosensitization (avoid excessive ex- 
posure to sunlight), edema (general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression; agranulocytosis; leukopenia; eosinophilia; purpura: 
thrombocytopenia. 

Gastrointestinal: nausea and vomiting, anorexia, epigastric distress, diarrhea, peculiar taste, 
stomatitis, abdominal cramps, black tongue. 

Endocrine: gynecomastia in the male; breast enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; testicular swelling; elevation or depression of 
blood sugar levels. 

Other: jaundice (simulating obstructive); altered liver function; weight gain or loss: 
perspiration; flushing; urinary frequency, nocturia; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: though not indicative of addiction, abrupt cessation of treatment after 
prolonged therapy may produce nausea, headache, and malaise. 

Overdosage: The intravenous administration of 1 to 3 mg physostigmine salicylate has been 
reported to reverse the symptoms of amitriptyline poisoning in humans. Animal studies 
have shown that physostigmine also reverses certain toxic effects of protriptyline, but to 
a lesser extent. 

How Supplied: Tablets, containing 5 mg and 10 mg protriptyline HCI each, in single-unit 
packages of 100 and bottles of 100 and 1000. 

For more detailed information, consult your MSD representative or see full prescribing information. 
Merck Sharp & Dohme, Division of Merck & Co., c., West Point, Pa. 19486. 


5 mg (orange) 
10 mg (yellow) 


The usual regimen for adults is 
15 to 40 mg a day divided into 
three or four doses. Dosage may 
be increased to 60 mg a day if 
necessary. 


In elderly and adolescent 
patients, lower dosages are 
recommended; initially, a 
regimen of 5 mg t.i.d. is sug- 
gested with adjustment as 
necessary to the required 
amount. In elderly patients, the 
cardiovascular system must be 
monitored closely when the 
daily dose exceeds 20 mg. 


Because VIVACTIL (Protriptyline 
HCI, MSD) characteristically is 

a nonsedating tricyclic anti- 
depressant, activating and ener- 
gizing in effect, the last dose of 
the day should be given no later 
than mid-afternoon to avoid 
insomnia. Required increases 
should be added to the morn- 
ing dose. 


When necessary to increase 
dosage, it should be done 
gradually. After satisfactory 


improvement has been achieved, 


dosage should be reduced to the 
Smallest amount that will main- 
tain relief of symptoms. Main- 
tenance therapy should be 
continued for at least three 
months after satisfactory 
improvement occurs. 


(Usage in Children: In view of 
the lack of experience in chil- 
dren, this drug is not recom- 
mended for patients under 12 
years of age.) 
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A new publication trom 
THE JOINT INFORMATION SERVICE 
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and the National Association for Mental Health 


MENTAL HEALTH 
ON THE CAMPUS 


By Raymond M. Glasscote Floyd D. Turner 
Michael E. Fishman Bernard L. Bloom 
Clifford B. Reifler Samuel Pearlman 
James Raybin E. Robert Sinnett 


". .. A most significant, objective explication of campus mental health. | endorse it wholeheartedly.” 


—Dana Farnsworth 


In the hope of stimulating interest in creating support services for students experiencing any form of 
emotional or behavioral crisis, the Joint Information Service undertook to survey the numerous helping re- 
sources being provided at a selected group of colleges of widely varying characteristics. To do so it enlisted 
the talents of several of the most distinguished and accomplished practitioners in university mental health 
services. After extensive investigation, six schools outstanding for their mental health networks, plus a unique 
facility that contracts psychiatric treatment and consultation to more than a score of schools, were chosen for in- 
tensive study. Each program was visited by the authors, who interviewed not only the staff of the formal mental 
health services but representatives of the administration, housing, religious and many other kinds of activities 
and programs, faculty members, student leaders, and students who had utilized the mental health services. 
Consistently the interviews revealed some startling changes in campus interests and values during the year or 
two preceding the visits. In response to student demands, most of the schools had added seminars and lectures 
on marriage preparation and sexuality, with the result, at one school, of an almost ninety percent reduction in 
unplanned pregnancies. There was various tentative evidence that on the one hand drug usage, overall, had 
passed its peak, but on the other that marijuana use had been considerably incorporated into the social fabric 
of most of the schools. 

The volume describes many specific services which support and enhance the emotional well-being of students. 
There are also detailed descriptions of the formal mental health services, including various aoproaches to in- 
dividual and group treatment, medication, and provisions for hospitalization. 

These and many other aspects of the emotional life of the campus are discussed in this volume, both in an 
overview of the contemporary college scene in America, and in detailed individual descriptions of the schools 
with their impressive range of supporting services. 


216 pp. casebound $7.00 


Please send me _________ copy(ies) of Mental Health on the Campus, Order #202, 
@ $7.00 ea. (four or more copies, $6.00 ea., eight or more copies, $5.00 ea.) 


Send Coupon to: Bill Me Check Enclosed 


(Please Print) 
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gat Name 
Publications Sales 


1700 Eighteenth St., N.W. 
Washington, D.C. 20009 Address 
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Introducing New Navane 20 me 


Once-a-day maintenance... 

Once you've controlled acute 
psychosis or psychotic depression 
with a t.i.d. regimen, some patients 
can be maintained on one new 
Navane 20 mg. capsule a day. And 
for patients requiring higher dosages, 
two or three capsules, once a day, 
may be sufficient. This once-a-day 
regimen can reduce the risk of missed 
doses, with no loss of efficacy. 

Once-a-day efficacy... 

A recent double-blind, crossover 
study compared Navane capsules, 
t.i.d., with an equivalent-dose 
once-a-day regimen. Both groups had 
statistically equivalent, significant 
clinical improvement over baseline 


1. Data on file, Roerig. 


(thiothixene) capsules 


at the end of the study period. 

And although the difference in 
extrapyramidal side effects was not 
Statistically significant, the 
once-a-day group had a lower score. 

Once-a-day economy... 

For inpatient therapy, once-a-day 
Navane capsules can provide a saving 
of valuable nursing time. And for 
both institutions and outpatients, the 
20-mg. capsule has another economy 
advantage: it’s less costly than two 
10-mg. or four 5-mg. capsules. 

Navane 20-mg. It’s a new dosage 
strength to maintain control of 
psychotic behavior. Effectively. Con- 


veniently. And ROeCRIG Pfizer) 


economically. A division of Pfizer Pharmaceuticals 
New York, New York 10017 





For prescribing information, including adverse reactions and contraindications, please see following page of this advertisement. 








PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg. 
(thiothixene hydrochloride) 

Concentrate 5 mg./cc., Intramuscular 2 mg./ce. 
Actions. Navane is a psychotropic agent of the 
thioxanthene series. Navane possesses certain 
chemical and pharmacological similarities to the 
piperazine phenothiazines and differences from the 
aliphatic group of phenothiazines. Navane’s mode 
of action has not been clearly established. 
Indications. Navane is effective in the manage- 
ment of manifestations of psychotic disorders. 
Contraindications. Navane is contraindicated in 
patients with circulatory collapse, comatose states, 
central nervous system depression due to any 
cause, and blood dyscrasias. Navane is contra- 
indicated in individuals who have shown hyper- 
sensitivity to the drug. It is not known whether 
there is a cross-sensitivity between the thioxan- 
thenes and the phenothiazine derivatives, but this 
possibility should be considered. 

Warnings. Usage in Pregnancy — Safe use of 
Navane during pregnancy has not been estab- 
lished. Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the treat- 
ment exceed the possible risks to mother and 
fetus. Animal reproduction studies and clinical 
experience to date have not demonstrated any 
teratogenic effects. 

In the animal reproduction studies with Navane 
(thiothixene), there was some decrease in concep- 
tion rate and litter size, and an increase in resorp- 
tion rate in rats and rabbits, changes which have 
been similarly reported with other psychotropic 
agents. After repeated oral administration to rats 
(5 to 15 mg./kg./day), rabbits (3 to 50 mg./kg./ 
day), and monkeys (1 to 3 mg./kg./day) before 
and during gestation, no teratogenic effects were 
seen. (See Precautions.) 

Usage in children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially haz- 
ardous tasks such as driving a car or operating 
machinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tioned accordingly. 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol. 
Precautions. An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
(thiothixene) may mask signs of overdosage of 
toxic drugs and may obscure conditions such as 
intestinal obstruction and brain tumor. 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should be 
used in patients with a history of convulsive dis- 
orders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Al- 
though Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is adminis- 
tered concurrently. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other than 
anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution in 
patients who are known or suspected to have glau- 
coma, or who might be exposed to extreme heat, 
or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular 
disease. 

Also, careful observation should be made for 
pigmentary retinopathy and lenticular pigmenta- 
tion (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
[thiothixene] for prolonged periods). Blood dys- 
crasias (agranulocytosis, pancytopenia, thrombo- 
cytopenic purpura), and liver damage (jaundice, 
biliary stasis), have been reported with related 
drugs. 

Undue exposure to sunlight should be avoided. 
Photosensitive reactions have been reported in 
patients on Navane. 

Intramuscular Administration—As with all in- 
tramuscular preparations, Navane (thiothixene hy- 
drochloride) Intramuscular should be injected well 
within the body of a relatively large muscle. The 
preferred sites are the upper outer quadrant of 
the buttock (i.e., gluteus maximus) and the mid- 
lateral thigh. 

The deltoid area should be used only if well 
developed such as in certain adults and older chil- 
dren, and then only with caution to avoid radial 
nerve injury. Intramuscular injections should not 
be made into the lower- and mid-thirds of the 
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upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent 
injection into a blood vessel. 

Adverse Reactions. Nore: Not all of the follow- 
ing reactions have been reported with Navane. 
However, since Navane has certain chemical and 
pharmacologic similarities to the phenothiazines, 
all of the known side effects and toxicity associ- 
ated with phenothiazine therapy should be borne 
in mind when Navane (thiothixene) is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness and syncope. In the event 
hypotension occurs, epinephrine should not be 
used as a pressor agent since a paradoxical fur- 
ther lowering of blood pressure may result. Non- 
specific EKG changes have been observed in some 
patients receiving Navane. These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The clinical significance 
of these changes is not known. 

CNS effects: Drowsiness, usually mild, may 
occur, although it usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears to be similar to that of the piperazine 
group of phenothiazines, but less than that of 
certain aliphatic phenothiazines. Restlessness, agi- 
tation and insomnia have been noted with Navane. 
Seizures and paradoxical exacerbation of psy- 
chotic symptoms have occurred with Navane in- 
frequently. 

Hyperreflexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

In addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dystonia have been 
reported. Management of these extrapyramidal 
symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent. More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: Although not re- 
ported with Navane, certain antipsychotic agents 
have been associated with persistent dyskinesias. 
Tardive dyskinesia may appear in some patients 
on long term therapy or may occur after drug 
therapy has been discontinued. The risk seems to be 
greater in elderly patients on high dose therapy, 
especially females. The symptoms are persistent 
and in some patients appear to be irreversible. 
The syndrome is characterized by rhythmical in- 
voluntary movements of the tengue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involun- 
tary movements of extremities. 

There is no known effective treatment for tar- 
dive dyskinesia; antiparkinsonism agents usually 
do not alleviate the symptoms of this syndrome. 
It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, 
or increase the dosage of the agent, or switch to 
a different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be ar early sign of the 
syndrome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transami- 
nase and alkaline phosphatase, usually transient, 
have been infrequently observed in some patients. 
No clinically confirmed cases of jaundice attrib- 
utable to Navane (thiothixene) have been reported. 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, 
photosensitivity and rare cases of anaphylaxis 
have been reported with Navane. Although not 
experienced with Navane, exfoliative dermatitis 
and contact dermatitis (in nursing personnel) have 
been reported with certain phenothiazines. 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
small percentage of females receiving Navane., If 
persistent, this may necessitate a reduction in dos- 
age or the discontinuation of therapy. Phenothia- 
zines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweat- 
ing, increased salivation, and impotence have 
occurred infrequently with Navane therapy. Phe- 
nothiazines have been associated with miosis, my- 
driasis, and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, 
nausea, vomiting, diarrhea, increase in appetite 
and weight, weakness or fatigue, polydipsia and 


Navane’ (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg., 2 mg., 


Concentrate: 5 mg./cc. 
5 mg., 10 mg., 20 mg. 


Intramuscular: 2 mg./ce. 


peripheral edema. 

NOTE: Sudden deaths have occasionally been 

reported in patients who have received certain 
phenothiazine derivatives. In some cases the cause 
of death was apparently cardiac arrest or asphyxia 
due to failure of the cough refiex. In others, the 
cause could not be determined nor could it be 
established that death was due to phenothiazine 
administration because safe conditions for its use 
have not been established. 
Dosage and Administration. Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, 
based on patient response. 

Usage in children under 12 years of age is not 
recommended. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of behavior is desirable, the intramus- 
cular form of Navane (thiothixene hydrochloride) 
may be indicated. It is also of benefit where the 
very nature of the patient’s symptomatology, 
whether acute or chronic, renders oral administra- 
tion impractical or even impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medi- 
cation, the usual dose is 4 mg. of Navane Intra- 
muscular administered 2 to 4 times daily. Dosage 
may be increased or decreased depending on re- 
sponse. Most patients are controlled on a total 
daily dosage of 16 to 20 mg, The maximum rec- 
ommended dosage is 30 mg./day. An oral form 
should supplant the injectable form as soon as 
possible. It may be necessary to adjust the dosage 
when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for 
Navane Capsules and Concentrate appear in the 
following paragraphs. 

Navane Capsules: Navane Concentrate—In 
milder conditions, an initial dose of 2 mg. three 
times daily. If indicated, a subsequent increase to 
15 mg./day total daily dose is often effective. 

In more severe conditions, an initial dose of 
5 mg. twice daily. 

The usual optimal dose is 20 to 30 mg. daily. 
If indicated, an increase to 60 mg./day total daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg. rarely increases the beneficial re- 
sponse. 

Some patients have been successfully maintained 
on once-a-day Navane (thiothixene) therapy. 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross Overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and sup- 
portive. For Navane oral, early gastric lavage 
is helpful. For Navane oral and intramuscular, 
keep patient under careful observation and main- 
tain an open airway, since involvement of the 
extrapyramidal system may produce dysphagia 
and respiratory difficulty in severe overdosage. 
If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I.V. 
fluids and/or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor action of these agents 
and cause further lowering of blood pressure. 

If CNS depression is present, recommended 
stimulants include amphetamine, dextroampheta- 
mine, or caffeine and sodium benzoate. Picrotoxin 
or pentylenetetrazol should be avoided. Extrapy- 
ramidal symptoms may be treated with antipar- 
kinson drugs. 

There are no data on the use of peritoneal or 

hemodialysis, but they are known to be of little 
value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg., 2 mg., 5 mg., and 
10 mg. in bottles of 100 and 1,000. Navane is also 
available as capsules containing 20 mg. of thio- 
thixene, in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concen- 
trate is available in 120 cc. (4 oz.) bottles with 
an accompanying dropper calibrated at 2 mg., 4 
mg., 5 mg., 6 mg., 8 mg. and 10 mg. Each cc. 
contains thiothixene hydrochloride equivalent to 
5 mg. of thiothixene. Contains alcohol, U.S.P. 
7.0% v/v. (small loss unavoidable). 

Navane (thiothixene hydrochloride) Intramus- 
cular Solution is available in a 2 cc. amber glass 
vial in packages of 10. Each cc. contains thiothix- 
ene hydrochloride equivalent to 2 mg. of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v. 
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Navane (thiothixene) helps reduce 
the intensity and frequency of 
depression as manifested in psy- 
chotic disorders. Mental and motor 
retardation may be replaced by 


Psychotic depression.. controlled. 


an increasing interest in self and 
environment and a return to pro- 
ductive activity. Severe mood 
disorders may be relieved to en- 
courage cooperation with therapy 


Navane 





and daily routine. Navane...an 
effective anti-psychotic. 
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(thiothixene) (thiothixene hydrochloride) 


Capsules 1 mg., 2 mg., 5 mg., 10 mg. Concentrate 5 mg./cc., Intramuscular 2 mg./cc. 


to help control 
psychotic depression 


For prescribing information, including adverse reactions and contraindications, please see facing page of this advertisement 


CO Say 
whats bothering him. 





When severe anxiety makes it difficult for the patient to express 
himself freely...to open up...to tell you what he thinks is bothering 
him...you may feel adjunctive ataractic therapy is indicated. If so, 
consider Serax (oxazepam). 


Helps relieve severe anxiety 

Given in an initial dosage adequate for the degree of anxiety en- 
countered, Serax helps achieve rapid control of severe anxiety 
syndromes, agitation and anxiety associated with depression. So 
communication may be facilitated, rapport established and psy- 
chotherapy sessions proceed. 


Dosage readily adjusted 

The usual dosage in severe anxiety is 15 to 30 mg. three or four 
times daily, which permits dosage adjustment over a wide range to 
meet individual needs. With dosage suitably adjusted, Serax not 
only works to control anxiety, but usually allows the patient to 
continue normal work activity as well* 


*As with other CNS-acting drugs, patients should be cautioned against 
driving automobiles or operating dangerous machinery until it is known that 
they do not become drowsy or dizzy on oxazepam therapy. When prescrib- 
ing, carefully observe dosage recommendations and appropriate pre- 
cautions, especially as pertaining to the elderly or where a drop in’blood 
pressure might lead to cardiac complications. 


When severe anxiety speaks louder than words. 


(oxazepam) 





‘44 Laboratories - Philadelphia, Pa. 19101 
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Indications: Oxazepam is indicated for the management and control of 
anxiety, tension, agitation, irritability and related symptoms. Such symptoms 
are commonly seen in patients with a diagnosis of psychoneurotic reaction, 
psychophysiological reaction, personality disorder, or in patients with 
underlying organic disease. 

Anxiety associated with depression is also responsive to oxazepam therapy. 
This product has been found particularly useful in the management of 
anxiety, tension, agitation and irritability in older patients. 

Alcoholics with acute tremulousness, inebriation or with anxiety associated 
with alcohol withdrawal are responsive to therapy. 

Contraindications: History of previous hypersensitivity to oxazepam. 
Oxazepam is not indicated in psychoses. 

Warning: Use in Pregnancy: Safety for use in pregnancy not established. 
Precautions: Hypotensive reactions are rare, but use with caution where 
complications could ensue from a fall in blood pressure, especially in the 
elderly. Withdrawal symptoms upon discontinuation have been noted in 
some patients exhibiting drug dependence through chronic overdose. 
Carefully supervise dose and amounts prescribed, especially for patients 
prone to self-overdose; excessive, prolonged use in susceptible patients 
(alcoholics, ex-addicts, etc.) may result in dependence or habituation. 
Reduce dosage gradually after prolonged excessive dosage to avoid pos- 
sible epileptiform seizures. Withdrawal symptoms following abrupt dis- 
continuance are similar to those seen with barbiturates. Caution patients 
against driving or operating machinery until absence of drowsiness or 
dizziness is ascertained. Warn patients of possible reduction in alcohol 
tolerance. 

Not indicated in children under 6 years; absolute dosage for 6- to 12-year- 
olds not established. 

Adverse Reactions: Therapy-interrupting side effects are rare. Transient 
mild drowsiness is common initially; if persistent, reduce dosage. Dizziness, 
vertigo and headache have also occurred infrequently; syncope, rarely. 
Mild paradoxical reactions (excitement, stimulation of affect) are reported 
in psychiatric patients. Minor diffuse rashes (morbilliform, urticarial and 
maculopapular) are rare. Nausea, lethargy, edema, slurred speech, tremor 
and altered libido are rare and generally controllable by dosage reduction. 
Although rare, leukopenia and hepatic dysfunction including jaundice have 
been reported during therapy. Periodic blood counts and liver function tests 
are advised. Ataxia, reported rarely, does not appear related to dose or age. 
These side reactions, noted with related compounds, are not yet reported: 
paradoxical excitation with severe rage reactions, hallucinations, menstrual 
irregularities, change in EEG pattern, blood dyscrasias (including agranu- 
locytosis), blurred vision, diplopia, incontinence, stupor, disorientation, 
fever and euphoria. 

Availability: Capsules of 10, 15 and 30 mg. oxazepam; tablets of 15 mg. 
oxazepam. 





She just doesn’t respond to 
things. No interest. No energy. 
Discouraged. 

It may be mild depression. 
She needs help...and she needs it 


Ritalin usually begins to act 
with the very first dose... boosts 
spirits and brightens mood...helps 
the patient get moving again. And 
Ritalin is generally well tolerated, 


now. 
Counsel and reassurance 


may suffice. But if you decide 
supportive medication is indi- 
cated, Ritalin can offer prompt 
benefit. 


even by older and convalescent 


patients. However, Ritalin should 
not be used for severe depression. 


When Ritalin works, one 
prescription may be enough... 


to help provide an answer to mild 


depression. 





(methylphenidate) 


helps the patient 


respond in mild depression’ 


Ritalin® hydrochloride G 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 

Based on a review of this drug by the 
National Academy of Sciences-National 
Research Council and/or other information, 


FDA has classified the indication as follows: 
“Possibly” effective: Mild depression 

Final classification of the less-than-effective 
indications requires further investigation. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also 
contraindicated in patients known to be 
hypersensitive to the drug and in patients with 
glaucoma. 


WARNINGS 

Ritalin should not be used in children under 
six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. 
Although a causal relationship has not been 
established, suppression of growth (je, weight 
gain and/or height) has been reported with 
long-term use of stimulants in children. 
Therefore, children requiring long-term 
therapy should be carefully monitored. 
Ritalin should not be used for severe depres- 
sion of either exogenous or endogenous origin 
or for the prevention of normal fatigue states. 
Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of 
anticonvulsants and Ritalin has not been 
established. If seizures occur, Ritalin should 
be discontinued. 

Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of 


*This drug has been evaluated as possibly effective tor this indication. See brief prescribing information. 





guanethidine. Use cautiously with pressor 
agents and MAO inhibitors. Ritalin may inhibit 
the metabolism of coumarin anticoagulants, 
anticonvulsants (phenobarbital, diphenylhy- 
dantoin, primidone), phenylbutazone, and 
tricyclic antidepressants (imipramine, des- 
ipramine). Downward dosage adjustments of 
these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to 
establish safe use of Ritalin during pregnancy 
have not been conducted. Therefore, until 
more information is available, Ritalin should 
not be prescribed for women of childbearing 
age unless, in the opinion of the physician, the 
potential benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or 
alcoholism, because such patients may 
increase dosage on their own initiative. 


Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be 
unmasked. Long-term follow-up may be 
required because of the patient’s basic 
personality disturbances, 


PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS 

Nervousness and insomnia are the most 
common adverse reactions but are usually 
controlled by reducing dosage and omitting 

the drug in the afternoon or evening. Other 
reactions include: hypersensitivity (including 
skin rash, urticaria, fever, arthralgia, exfoliative 





dermatitis, erythema multiforme with 
histopathological findings of necrotizing 
vasculitis, and thrombocytopenic purpura); 
anorexia; nausea; dizziness; palpitations; 
headache; dyskinesia; drowsiness; blood pres- 
sure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; 
abdominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not 
been established, the following have been 
reported in patients taking this drug: leuko- 
penia and/or anemia; a few instances of scalp 
hair loss. 

In children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
anc tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 


DOSAGE AND ADMINISTRATION 

Adults 

Administer orally in divided doses 2 or 3 times 
daily, preferably 30 to 45 minutes before 
meals. Dosage will depend upon indication 
and individual response. 

Average dosage is 20 to 30 mg daily. Some 
patients may require 40 to 60 mg daily. In 
others, 10 to 15 mg daily will be adequate. The 
few patients who are unable to sleep if medica- 
tion is taken late in the day should take the 
last dose before 6 p.m. 


HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 

500 and 1000. 

Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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ELAVIL 


(AMITRIPTYLINE HCl/MSD) 
useful i in many 
therapeutic settings 





In the psychiatrist’s office. Whatever other ther- 
apeutic facilities have been developed, the psychi- 
atrist’s office still represents the setting in which the 
psychoanalytic process recognizes its fullest poten- 
tial. Frequently, however, an antidepressant must be 
employed to foster a working therapeutic relation- 
ship. With effective symptomatic relief often pro- 
vided by ELAVIL (Amitriptyline HCl, MSD), 
depressed patients may be able to concentrate on 
underlying factors instead of somatic manifestations. 
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In the general hospital. The general hospital 
today usually provides a psychiatric unit where 
depressed patients may be treated. Here, too, the 
symptomatıc relief ELAVIL often provides can be 
a valuable part of total treatment. As depressive 
symptoms are relieved, for example, patients may 
take advantage of the therapeutic activities offered 
and, even more important, may be discharged 
sooner and treated on an outpatient basis. 
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In the outpatient clinic. With follow-up treatment 
often necessary for three months or longer, ELAVIL is 
highly effective in maintaining relief, especially in pa- 
tients who responded well to higher doses while hos- 
pitalized. As a result, these patients may continue to 
function in their daily activities. 


In the mental hospital. Here where severely depressed patients present 
challenges for psychiatrist and staff alike, the usefulness of ELAVIL is in- 
creased by the 5o0-mg tablet that provides the higher doses often required 

and by the injectable form for more rapid effect. 


In the community mental health center. 
Aremarkable innovation in the field of modern 
psychiatry, this center offers a unique setting 
for treating patients with clinically significant 
depression. Here, too, ELAVIL often proves 
to be a true asset to the psychiatrist by pro- 
viding highly effective symptomatic relief that 
can encourage communication, support the 
psychotherapeutic relationship, and acceler- 
ate the achievement of desired therapeutic 
goals. 





ELAVIL should not be used during the acute recovery phase following myo- 
cardialinfarction, inpatients hypersensitive to it orin those who have 
received an MAOI within two weeks. Since suicide is a possibility in any 
depressive illness, patients should not have access to large quantities of the 
drug. Concurrent electroshock therapy may increase hazards associated with 
such therapy. Patients with cardiovascular disorders should be watched 
closely. The drug may impair mental or physical abilities required in hazard- 
ous tasks and may potentiate the effects of alcohol. 


In many therapeutic settings—one proven antidepressant 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 
(AMITRIPTYLINE HCI | MSD) 


For a brief summary of prescribing information, please see following page. 
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ELAVIL 


AMITRIPTYLINE HCI MSD 


dosage forms for differing 
patient needs 


25 mg (yellow) 
fa) This tablet may prove useful for most 
outpatients, who generally do well on 
25 mg three times a day. This dosage may 
be increased to a total of 150 mg a day. Dosage in- 
creases are made preferably in the late afternoon or 
at bedtime. The sedative effect may be apparent be- 
fore the antidepressant effect is noted. An adequate 
therapeutic effect may take as long as 30 days to 
develop. 


50 mg (beige) 
e) The 50-mg tablet may be indicated when- 
ever higher dosages are required, as for 
example when increases are necessary in 
the late afternoon or bedtime doses. It may also be 
convenient for many hospitalized patients who may 
need 100 mg a day initially. In these patients, dosage 
may be increased gradually to 200 mg a day if nec- 
essary. A small number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 
Gs ) Because lower doses are generally recom- 
mended for adolescents and elderly pa- 
tients, the 10-mg tablets may be most 
serviceable. Ten mg three times a day with 20 mg 
at bedtime may be satisfactory in adolescent and 
elderly patients who do not tolerate higher dosages. 


INJECTION 
10 mg per ml 


For patients unable or unwilling to take 
tablets, the injectable form may be suit- 
able initially.The tablets should replace the 
injection as soon as possible. Initial intra- 
muscular dosage is 20 to 30 mg (2 to 3ml) 
four times a day. When Injection ELAVIL 
is administered intramuscularly, the effects may ap- 
pear more rapidly than with oral administration. 





Usage in Children: In view of the lack of experience in 
children, this drug is not recommended at the pres- 
ent time for patients under 12 years of age. 
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Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure. 
Patients with cardiovascular disorders should be watched closely; arrhythmias, 
sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 


When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential, When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 


Adverse Reactions: Mote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities: peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A//ergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: The intravenous administration of 1-3 mg of physostigmine salicylate 
has been reported to reverse the symptoms of amitriptyline poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 
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UNIVERSITY OF THE WEST INDIES 


Professor of Psychiatry, Jamaica. Good academic 
qualifications and considerable teaching and research 
experience at University level required. 


Associate Professor or Assistant Professor in Child 
Psychiatry. Rank according to qualifications and ex- 
perience. Appointment for three (3) years only. 
Applicants should have the equivalent of a British 
D.P.M. or M.R.C. Psych., or have North American 
Board Certification in Child Psychiatry plus five years 
experience. 


Salary minima: 

Full Professor (Medical) J$10,000 (U.S.$10,959) 
Associate Professor: J$ 7,150 (U.S.$ 7,835) 
Assistant Professor: J$ 4,800 (U.S.$ 5,260) 
Other conditions of employment: Unfurnished hous- 
ing at 10% of salary, child allowance (limited to J$600 
(U.S.$657.54)) payable. 3 months leave and passages 
(not exceeding 5 full passages) once every three years 
to U.K. or N. America. 


Salary scales and allowances are currently under 
review. 


Enquiries should be made to: 


The Registrar, 

University of the West Indies, 
Kingston 7, 

Jamaica. 


DIRECTOR, 
MENTAL HEALTH SERVICES 


San Francisco-Bay Area Hospital 
seeks Board certified Psychiatrist to 
plan, develop and administer a new 
mental health services department. 24 
bed inpatient capacity; outpatient and 
day care services projected. The posi- 
tion is budgeted at half-time and it is 
anticipated that the candidate 
selected will also treat patients at the 
facility on a fee for service basis. 


Inquiries, resume’s to: 


R. M. Warren, Administrator, 
Washington Hospital, 
2000 Mowry Avenue, 
Fremont, CA 94538 
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Reducing hallucinations and delusions 
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Activating withdrawn patients 
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including dosat je ao symptoms and treatment of over 


dosage, in SK&F literature o 
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Indications 

Based on a review o 

of Sciences — National Resear 
ation, FDA has diassified the 


Bucs ibly effective: To control excessive anxiety, tensic 
and agitation as seen in neuroses or associated i, 
somatic conditions 
ication of the less-than-effective indicatior 
er investi 


Contraindications: Comatose or greatly depressed states 
due to C.N.S. í lepressi ints, blood dyscrasias, bone marrow 
depression, liver damage 
Warnings: Caution patients about activities requiring 
ilertness (e.g, « a j vehicles or machinery), especially 
during the first few days’ therapy 
Use in pregnancy only when necessary for nam welfare 
Precautions: Use cautiously in angina. Avoid high doses 
and parenteral administration ' whe n cardiova ascular system 
is impaired. Antiemetic alloc may mask signs of toxic drug 
overdosage or physical disorders. Additive effect is possible 
ith other C.N.S. depressants. Prolon ged administration of 
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pancytopenia, a ynemia, cholestatic jaundice, liver damage 
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Adverse Reactions: Drowsiness, dizziness, skin reactions, 
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‘Lhe psychoneurotic patients 
prognosis may be good... 


As a group, psychoneurotic to psychotherapy. Follow-up studies 
patients tend to respond positively indicate that up to two-thirds of 
treated patients may show signifi- 
cant and often sustained improve- 
ment. 

In individual cases, the prog- 
nosis appears particularly favorable 
for the psychoneurotic who has had 
a good premorbid personality struc- 
ture and a record of reasonably 
good interpersonal competence. As 
might be expected, patients judged 
to be “attractive” candidates for 
therapy often tend to derive greater 
benefits from therapeutic interven- 
tion than those considered ‘‘unat- 
tractive.” 

The global assessment of 
“attractiveness” is influenced by 
such factors as youthfulness, intelli- 
gence, ability to relate and good 
occupational history. 





But excessive anxiety can 
block recovery... 


Anxiety is the hallmark of peutic progress—sometimes to a 
psychoneurotic states. In excess it marked extent. At the outset of 
may not alter the patient’s “prog- therapy, for instance, severe or per- 
nostic rating,” but it can slow thera- sistent anxiety can be particularly 
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obstructive, sometimes hampering 
for long periods the patient’s ability 
to participate in a productive psycho- 
therapeutic relationship. At later 
stages, intense anxiety may impair 
the patient’s receptivity to further 
probing and block his attempts to 
retrieve and express pertinent 
material. 

When the patient’s disabling 
anxiety continues to impede thera- 
peutic progress, management of his 
condition may often be significantly 
facilitated by adjunctive Librium 
(chlordiazepoxide HCI). 

Librium generally relieves 
excessive anxiety without unduly 
impairing mental acuity or ability 
to perform. As with all CNS-acting 
drugs, however, patients should be 
cautioned against hazardous occu- 
pations requiring complete mental 
alertness. (See Warnings section in 
summary of prescribing informa- 
tion.) When the patient’s anxiety 
has been reduced to appropriate 
levels, Librium should, of course, be 
discontinued. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, N.J. 07110 


Before prescribing, please consult complete product informa- 
tion, a summary of which follows: 

Indications: Relief of anxiety and tension occurring alone or 
accompanying various disease states. 

Contraindications: Patients with known hypersensitivity to 
the drug. 

Warnings: Caution patients about possible combined effects 
with alcohol and other CNS depressants. As with all CNS- 
acting drugs, caution patients against hazardous occupa- 
tions requiring complete mental alertness (e.g., operating 
machinery, driving). Though physical and psychological 
dependence have rarely been reported on recommended 
doses, use caution in administering to addiction-prone indi- 
viduals or those who might increase dosage; withdrawal 
symptoms (including convulsions), following discontinuation 
of the drug and similar to those seen with barbiturates, have 
been reported. Use of any drug in pregnancy, lactation, or 
in women of childbearing age requires that its potential 
benefits be weighed against its possible hazards. 
Precautions: In the elderly and debilitated, and in children 
over six, limit to smallest effective dosage (initially 10 mg 
or less per day) to preclude ataxia or oversedation, increas- 
ing gradually as needed and tolerated. Not recommended in 
children under six. Though generally not recommended, if 
combination therapy with other psychotropics seems indi- 
cated, carefully consider individual pharmacologic effects, 
particularly in use of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe usual precautions in 
presence of impaired renal or hepatic function. Paradoxical 
reactions (e.g., excitement, stimulation and acute rage) have 
been reported in psychiatric patients and hyperactive 
aggressive children. Employ usual precautions in treatment 
of anxiety states with evidence of impending depression; 
suicidal tendencies may be present and protective measures 
necessary. Variable effects on blood coagulation have been 
reported very rarely in patients receiving the drug and oral 
anticoagulants; causal relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia and confusion may 
occur, especially in the elderly and debilitated. These are 
reversible in most instances by proper dosage adjustment, 
but are also occasionally observed at the lower dosage 
ranges. In a few instances syncope has been reported. Also 
encountered are isolated instances of skin eruptions, edema, 
minor menstrual irregularities, nausea and constipation, 
extrapyramidal symptoms, increased and decreased libido 
—all infrequent and generally controlled with dosage reduc- 
tion; changes in EEG patterns (low-voltage fast activity) 
may appear during and after treatment; blood dyscrasias 
(including agranulocytosis), jaundice and hepatic dysfunc- 
tion have been reported occasionally, making periodic blood 
counts and liver function tests advisable during protracted 
therapy. 

Supplied: Librium® Capsules containing 5 mg, 10 mg or 

25 mg chlordiazepoxide HCl. Libritabs® Tablets containing 
5 mg, 10 mg or 25 mg chlordiazepoxide. 
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obstructive anxiety 
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10-mg, 25-mg. capsules 
Uptol00 mg daily for severe anxiety 
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ALMOST READY 


Now that he's better able to 
take care of his own needs, 
referral to a nursing home may 
be a therapeutic possibility. 


Participation in the therapeutic program is most 
often the most difficult hurdle the chronic psy- 
chotic patient has to overcome. For patients with 
psychotic disorders, medication is often basic to 
the treatment program that bridges the gap be- 
tween hospital and nursing home. 

With Mellaril, patients are generally alert and in 
better contact with reality and can participate 
more fully in the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 


MELLARIL 


(THIORIDAZINE) 


TABLETS: 25 mg., 50 mg., 100 mg., 150 mg., and 200 mg. 
thioridazine HCI, U.S.P. 


helps in the management of 
psychotic disorders 
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Before prescribing or administering, see Sandoz literature for full product 
information. The following is a brief summary. 


Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 


Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaun- 
dice) to phenothiazines. Phenothiazines are capable of potentiating 
central nervous system depressants (e.g., anesthetics, opiates, al- 
cohol, etc.) as well as atropine and phosphorus insecticides. Dur- 
ing pregnancy, administer only when the potential benefits exceed 
the possible risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic pa- 
tients, anticonvulsant medication should also be maintained. Pig- 
mentary retinopathy may be avoided by remaining within the rec- 
ommended limits of dosage. Administer cautiously to patients par- 
ticipating in activities requiring complete mental alertness (e.g., 
driving), and increase dosage gradually. Orthostatic hypotension 
is more common in females than in males. Do not use epinephrine 
in treating drug-induced hypotension since phenothiazines may in- 
duce a reversed epinephrine effect on occasion. Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric 
conditions. 
Adverse Reactions: Central Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkin- 
sonism and other extrapyramidal symptoms; nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and head- 
ache. Autonomic Nervous System—Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, 
and pallor. Endocrine System—Galactorrhea, breast engorgement, 
amenorrhea, inhibition of ejaculation, and peripheral edema. Skin- 
Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—A single case described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions—Erythema, exfolia- 
tive dermatitis, contact dermatitis. Blood Dyscrasias—Agranulocy- 
tosis, leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic 
anemia, pancytopenia. A//ergic Reactions—Fever, laryngeal edema, 
angioneurotic edema, asthma. Hepatotoxic/ty—Jaundice, biliary 
Stasis. Cardiovascular Effects—Changes in terminal portion of elec- 
trocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine); these appear to be re- 
versible and due to altered repolarization, not myocardial damage. 
While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest 
have occurred in patients showing characteristic electrocardio- 
graphic changes while taking the drug. While proposed, periodic 
electrocardiograms are not regarded as predictive. Hypotension, 
rarely resulting in cardiac arrest. Extrapyramidal Symptoms —Akathi- 
sia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigid- 
ity, and akinesia. Persistent Tardive Dyskinesia—Persistent and 
sometimes irreversible tardive dyskinesia, characterized by rhyth- 
mical involuntary movements of the tongue, face, mouth, or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements) and sometimes of extremities may occur on 
long-term therapy or after discontinuation of therapy, the risk be- 
ing greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. 
Syndrome may be masked if treatment is reinstituted, dosage is 
increased, or antipsychotic agent is switched. Fine vermicular 
movements of tongue may be an early sign, and syndrome may 
not develop if medication is stopped at that time. Endocrine Dis- 
turbances—Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others—Hyperpy- 
rexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar 
skin-eye syndrome marked by progressive pigmentation of skin 
Or conjunctiva and/or accompanied by discoloration of 
exposed sclera and cornea; stellate or irregular opacities S 
of anterior lens and cornea. 73-797 
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Radical Psychiatry: An Examination of the Issues 


BY JOHN A. TALBOTT, M.D. 


Articles that appeared in the Radical Therapist, an ‘‘al- 


ternate journal’ in the mental heaith field that published 
12 issues between 1970 and 1972, voiced pointed criti- 
cisms of psychiatrists during this period, little interest 
was paid to these issues in “establishment” publications. 
The author seeks to remedy this inattention by discussing 
power politics in the mental health field, the coopting of 
the community psychiatry movement, the psychiatric op- 
pression of minority groups, and the rights of patients. 
The discussion points out the naïveté of the radicals’ posi- 
tion, as well as noting the usefulness of their role, particu- 
larly in provoking closer examination of established posi- 
tions. 


IN RECENT YEARS psychiatrists have become increasingly 
interested in radical political activists and have written a 
substantial number of articles and books, for popular as 
well as professional dissemination, about their person- 
alities, family backgrounds, and campus activities. Curi- 
ously, few contributions have dealt with radicals within 
the mental health field. 

Radical activists have been visible in the mental health 
field since 1968. They have staged demonstrations and 
disruptions at the annual meetings of the American Psy- 
chiatric Association and the American Orthopsychiatric 
Association, and they have maintained a radical caucus 
within the APA. Despite this activity, the most widely 
read psychiatric journals have devoted little space to the 
issues raised by radical activists in the mental health 
field. Perhaps this apparent lack of interest is the result of 
the stridency with which the issues have been raised or 


Dr. Talbott is Assistant Clinical Professor of Psychiatry, College of 
Physicians and Surgeons, Cclumbia University, and Director of Edu- 
cation and Training and Deputy Director, Meyer-Manhattan Psychi- 
Fc aoe his address is 160 West 94th St., New York, N.Y. 
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their lack of substance. Perhaps it is because of the “‘po- 


litical’? nature of the issues and the radicals’ insistence 


upon direct action rather than studied review and dis- 
cussion—action that would in some way alter the charac- 
ter of most psychiatrists’ work. 

My motive in writing this article is to remedy the pau- 
city of accessible information about the issues raised by 
radicals in the mental health field by examining the con- 
tent of articles published in an “‘alternate journal” called 
the Radical Therapist. This journal, founded in 1970 in 
Minot, S.D., published 12 issues between 1970 and 1972. 
Since then, it has been published under the title Rough 
Times, reflecting a change in emphasis, a broadening of 
interest, and an end to this phase in the natural history of 
“radical therapy.” The Radical Therapist may not have 
reflected all or even the most important segments of opin- 
ion held by radical psychiatrists, radical therapists, or 
radical mental health workers but, since it was the only 
widely disseminated (circulation =5,000) and continually 
published document of these radical activists, it consti- ` 
tutes their newspaper of record. 

I propose to examine the issues raised by Sont buon 
to the Radical Therapist during the two-year period of its 
existence. Interestingly, many of these issues were ini- 
tially mentioned by Michael Glenn in a manifesto pub- 
lished on the front page of the first issue in April 1970 (1). 

My purpose in summarizing the issues at this time is to 
further explore those issues in mental health that trouble 
a significant group of mental workers; to demonstrate 
how, in important ways, these issues also concern the ma- 
jority of psychiatrists; and to suggest that the concern of 
radicals in the field can serve as an early warning system _ 
for the problems we will face in the future. Radicals, rev- 
olutionaries, or social activists frequently raise issues be- 
fore they are recognized by the majority in a field and, if 
they are heeded, the problems can often be handled effec- 
tively and expeditiously. 


THE POLITICS OF PSYCHIATRY: POWER AND THE 
MEDICAL MODEL l 


e authors of articles in the Radical Therapist, with- 
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RADICAL PSYCHIATRY 


TABLE 1 
A Classification of Therapists* 





Class Politics 
Alpha Conventional /liberal 
Beta Conventional /liberal 
Gamma Radical 
Delta Radical 


* Taken from Steiner (26). 


out exception, saw the goal of traditional psychiatry as 
the maintenance of personal and professional power and 
prestige, economic well-being, and control over others. In 
the pursuit of these goals, they maintained, the profession 
has sought to preserve the status quo in society and the 
mental health field—a situation that places psychiatrists 
among the elite, affording them comfortable incomes as 
well as authority over other professionals and para- 
professionals in the field (1-6). 

The basis for maintaining this power is seen as the 
medical model. Traditionally, emotional problems have 
been viewed as the result of mental i//ness, which by defi- 
nition calls for a physician’s help in bringing about treat- 
ment or cure of the illness. As a consequence of the medi- 
cal model, psychiatrists assume the dominant position in 
the mental health hierarchy—leading, not participating 
in, interdisciplinary teams, and calling others “ancillary” 
or “paraprofessional.” In addition, psychiatrists are in a 
superior position vis-a-vis patients, who are seen as sick, 
needful, and dependent on them for their services (7, 8). 
The medical monopoly is perpetuated by licensing, certi- 
fication, and training, all of which are controlled by medi- 
cal schools and medical organizations. Glenn argued that 
medica! schools provide an ideal environment for social- 
ization into the profession (9). By isolating the student 
from society for four years, by exhausting his financial 
resources, and by enhancing his fantasy of the physician’s 
infallibility and aloofness, medical education produces 
graduates who are politically ndive, personally grandiose, 
and economically profit oriented. 

It is taken for granted that psychiatrists need medical 
training in order to differentiate organic from functional 
conditions and that the status of the physician’s role is 
paramount to the public. Werry disputed these two com- 
monly stated reasons for the necessity of medical training 
for mental health workers (6). He argued that psychia- 
trists are as useless as other mental health workers in dis- 
covering organic illness and that the public frequently 
confuses psychiatrists with psychologists. In contrast 
with traditionalists, he maintained that psychotherapy is 
“neither a medical act nor a medically supervised act, but 
an area of common humanistic endeavor drawing on bi- 
ology, behavioral and social science, education, philoso- 
phy, psycholinguistics, communication theory, general 
systems theory, mathematics, literature, theology, and 
common horse sense.” 

The authors of articles in the Radical Therapist criti- 
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Therapy 


Examples 


Conventional/liberal 


Radical Perls, Berne 
Conventional /liberal Szasz, Laing 
Radical 


cized traditional psychiatrists who have overstressed the 
intrapsychic determinants of mental distress at the ex- 
pense of social, cultural,.economic, and political factors. 
They argued that social factors are the most important 
determinants of mental distress, citing the following as 
etiological factors that create mental distress in the 
United States today: racism, sexism, overpopulation, un- 
livable cities, bureaucracy, technological growth, pollu- 
tion and ecological imbalance, the war in Viet Nam, mili- 
tarism and imperialism, capitalism, the consumer 
economy and lack of meaningful work, and such faulty 
institutions as monogamous marriage, contemporary 
child rearing, and American schooling (3, 4, 10-20). 

The most extreme positions were taken by Kunnes (4), 
who stated that the “basic cause of mental suffering is the 
social and economic system itself,” and by Steiner (19), 
who wrote that “‘people’s troubles have their source not 
within them but in their alienated relationships, in pol- 
luted environments, in war, in the profit motive.” With 
unquestioning adoption of the social model, one can, as 
Kunnes (12) did, call the school system sick rather than 
its students and assume that not individuals but institu- 
tions and societies are maladaptive. 

If the causes of mental distress are social rather than 
intrapsychic, then the solutions must be societal rather 
than psychological. Thus, most radicals see the tradi- 
tional forms of psychotherapy, which emphasize talking, 
understanding, and reflection, as supportive of the status 
quo, by encouraging adjustment to an oppressive, repres- 
sive, imperialistic, racist, sexist, and materialistic society 
(an autoplastic solution). In contrast, the radicals pro- 
pose an alloplastic solution: encouraging people to 
change their lives to achieve honest and equal relation- 
ships, to alter their environment, and to attack society at 
its roots (1). 


THE RADICAL SOLUTION 


The most commonly espoused radical solution, there- 
fore, involves political involvement and social change 
rather than intrapsychic reorganization; indeed the Radi- 
cal Therapist’s motto from its inception was “Therapy is 
change ... not adjustment.” Such proponents as Cohen, 
Steiner, and Wolf (21-23) urged mental health workers 
to become involved in union organizing, community or- 
ganizing, and political organizing of students and faculty 


members, as well as hospital and clinic workers. The 
most extreme position was taken by Wolf, who wrote 
that change can only result from a socialist revolution. 

However, several others emphasize intrapsychic and 
interpersonal change (24), and some stressed the need to 
combine personal liberation and political struggle (25). 
Because many therapists are politically radical but thera- 
peutically conventional or liberal, and vice versa, 
Steiner (26) suggested the classification shown in table I. 

The training of mental health workers proposed by the 
authors in the Radical Therapist would not be medically 
oriented or hospital based but community centered. 
Teaching would stress the social, political, economic, and 
cultural determinants of mental distress, and all persons 
who desired such training would be accepted. This “de- 
mystified, deprofessionalized, interdisciplinary, and dem- 
ocratic”’ training would allegedly provide more mental 
health workers, at lower salaries, practicing collectively, 
living in the community with their patients, and providing 
treatment for all who need help (9). Kunnes (4) suggested 
that therapists can be taught the skills of psychotherapy 
in 12 months, rather than the 12 vears it currently takes 
to produce medical psychotherapists, and he and others 
urged training of “unskilled community residents” in 
mental health (27, 28). The most radical statement on 
training was made by Henley and Brown (29, 30), who 
implied that professionals simply have no mental health 
skills to transmit and that psychiatrists would do better 
to abandon this ruse of paraprofessional training and re- 
turn to the practice of medicine, leaving the solving of 
emotional problems to nonprofessionals who can easily 
learn to be helpful from other human beings. 

The radical writers have seen the politics of psychiatry 
played out in both general and specific instances. In the 
following three sections I will examine their view of the 
influence of psychiatric power on: 1) mental health care 
delivery systems, 2) minority groups, and 3) the civil lib- 
erties of individuals. 


MENTAL HEALTH DELIVERY: COMMUNITY 
PSYCHIATRY AS A RIP-OFF 


Nowhere is these writers’ condemnation of psychia- 
try’s role as the purveyor of society’s norms, tool of the 
establishment, and agent of social control more damning 
than in reference to community psychiatry (1). It is al- 
most as if they expected the psychiatric profession to 
practice self-interested, exploitative, and repressive psy- 
chiatry in their one-to-one, fee-for-service private prac- 
tice, but were outraged when the same clinicians contin- 
ued traditional forms of therapy when serving a poorer 
population. The authors criticized psychiatry’s docu- 
mented bias toward treating the YAWIS (young, attrac- 
tive, white, intelligent, sophisticated) patient, who is per- 
ceived as articulate, well motivated, and suitable for 
talking therapy, to the exclusion of the poor, who are dif- 
ferent in socioeconomic and cultural background, poorly 
motivated, and bound to fare poorly in such treat- 
ment (6, 31). 
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However, among the radical authors, there was a dif- 
ference of opinion on the value of this “traditional” ther- 
apy. While Glenn(1) and Steiner(19) condemned 
individual psychotherapy as elitist, outmoded, non- 
productive, and geared to the right, De Chenne and 
Pines (32, 33) argued for the private practice of radical 
psychiatry. Adams and MacDonald (31) suggested that 
it is not the product of “traditional” mental health serv- 
ices that is inappropriate but the delivery package, 
which “cools out” poor people through waiting lists, in- 
take forms, fees, mvstification, and big words. 

Community mental health services were criticized for 
continuing to serve professional rather than community 
needs, for diverting people from their real problems in 
dealing with society so that they perceive them as mental 
illness, and for serving as a “soft police” to keep the na- 
tives down, pacify angry communities, and provide law 
and order by promoting harmony between individuals 
and their technocratic society rather than working to- 
ward social change (4, 12, 34, 35). 

The two components of the community mental health 
center that received the most attention in the Radical 
Therapist were community consultation and 24-hour 
emergency services. Consultation as it is commonly 
structured was seen as serving the establishment or gov- 
ernmental institutions—prisons, the police, the military, 
corporations, schools and universities, and the govern- 
ment itself. Community consultation thereby served to 
“place individuals outside the social structure” and to 
promote governmental rather than mental health 
goals (1, 36-40). Although some writers were in conflict 
over whether or not to work within the system whose 
ends they opposed (such as by writing letters to draft 
boards), others were opposed to lending prestige to bad 
institutions, no matter how noble one’s motives (36, 39); 
readers were urged not to consult with establishment 
groups but to devote their time to radical-leaning 
groups (1, 4, 12, 27, 34, 41). 

The other component of community mental health 
service that was endorsed, if it were modified to meet 
“true” community needs, was the 24-hour crisis inter- 
vention or emergency service, walk-in clinic, or rap cen- 
ter. These services, as defined by the authors, should be 
free; should serve underserved populations (street people 
and runaways, drug users, and poor people and minority 
groups); should be democratic, communal, or coopera- 
tive; and should have a range of services from traditional 
counseling to political organizing (21, 41-52). A very de- 
tailed range of services based on Berne’s theories and 
techniques was described by Steiner and his group in 
Berkeley; it included contact raps, heavy raps, one-to-one 
raps, warmth and potency groups, role playing, con- 
tractual problem-solving groups, and permission exer- 
cises such as trust circles, blind walks, group massage, 
and milling (53-61). 

The most important issue related to community men- 
tal health services was that of community control, which 
was seen as a desirable, even an essential, condition to 
serving the community. Glenn summarized the radicals’ 
position by stating that the community mental health 
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movement “has never been in popular hands,” allowing 
the community to define its own needs and plan programs 
that are “‘decentralized, democratic, non-institutional, 
and popular” (1). Instead, therapists have derived their 
income but not their direction from the community. Kun- 
nes (4) agreed, indicating that, to date, decision making 
has been “from the top down rather than from the bot- 
tom up”; he called for psychiatrists currently unaccount- 
able to the community to transfer their “responsibility, 
authority, power, control, and money” to others. Kunnes, 
along with others, called for “real control” of programs 
and institutions by a coalition of mental health workers, 
community residents, patients, children, and par- 
ents (4, 23, 27, 43). 


THE PSYCHIATRIC OPPRESSION OF MINORITY GROUPS 


Those contributing to the Radical Therapist took psy- 
chiatry to task for attempting to suppress political dis- 
sent and to control certain minority groups. Kunnes and 
Statman argued that some of the community mental 
health movement’s efforts are designed to prevent direct 
political action by diverting the concern of minority 
groups to mental health issues, thus supporting the ef- 
forts of white communities to suppress the black libera- 
tion movement (4, 35). Political dissent is also stifled by 
supporting “establishment views of violence, drug use, 
and campus rebellions,” by explaining campus unrest as 
a manifestation of unresolved oedipal complexes, and by 
joining such “scientists” as Jensen and Hernnstein in 
proving “the genetic inferiority of the oppressed” (27, 
62-64). 

Several other writers suggested that psychiatric treat- 
ment has become a means of controlling unpopular 
movements and population groups—the use of pills to 
discipline unruly children, methadone to narcotize 
“third-world people,” shock treatment and lobotomies to 
control “‘deviants,” and psychiatric hospitalization (as 
imprisonment) to suppress dissent and regulate atti- 
tudes (1, 12, 19, 65, 66). 

The radicals also suggested that the suppression of po- 
litical dissidents by psychiatric hospitalization is asso- 
ciated with the use of psychiatric diagnoses to label as 
deviants those people whose behavior is different from 
the societal norm. A vignette by Becker illustrated how 
the psychiatric labeling process caused the incarceration 
of a welfare mother who had housing problems, by ignor- 
ing the social factors and stressing her seemingly in- 
appropriate behavior (67). Both Berke and Steiner stated 
that insanity is social and cultural rather than medical or 
psychiatric and is a very appropriate solution to an in- 
sane world: “Paranoia is a state of heightened aware- 
ness. ... Depression is the result of intolerable alienation 
and deprivation.... Drug abuse is taught to children by 
their alcoholic, nicotinic, aspirinic, caffeinic elders.... 
Schizophrenia is an experience saner than normality—in 
this mad world” (19, 68, 69). 

In spite of the radicals’ avowed opposition to the sub- 
jugation of the poor, the blacks, Latins, and Chicanos, 
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however, the majority of contributions on the subject 
dealt with the oppression and suppression of upper- 
middle-class groups—-women, homosexuals, and ex- 
ponents of the counter culture. In the two-year period un- 
der study, some 48 articles were published about sexism 
and the women’s movement, 16 on homosexuality, and 
nine on the counter culture. 

Psychiatrists were pictured as using Freudian theory 
and male supremacist practices to support and buttress 
society’s view of women as weak, emotional, submissive, 
dependent, passive, and unstable. The authors argued 
that, since men dominate the practice of psychiatry and 
seek to preserve their superior role, it is only natural for 
them to support their sexist biases with such theories and 
myths as penis envy, female defectiveness, and the vagi- 
nal orgasm (70-88). Therapists keep women in their 
place by interpreting desires to escape societal stereo- 
types as acting out or neurotic, and they reveal their basic 
view of women as sex objects through frank seduction 
and abuse of their professional role. Other writers agreed 
that the American woman’s plight is not due to her innate 
stupidity, inferiority, or penis envy but rather is the result 
of the societal brainwashing and social attitudes formed 
by men. The solution to their problems, therefore, is not 
personal therapy but political action to alter these condi- 
tions (72, 84, 89-92). The feminist authors suggested 
changes in social institutions, such as free child care and 
communal eating places; changes in the media stereo- 
types; and changes in male-female relationships to allow 
women to become more independent and men more 
emotional. They also encouraged participation in 
women’s groups and proposed a perfect solution—lesbi- 
anism—to allow women absolute freedom from the 
dominance of men (93-100). 

Articles in the Radical Therapist also singled out ho- 
mosexuals as a group that has been subjected to oppres- 
sion by psychiatry. Psychiatrists were criticized for defin- 
ing homosexuality as ‘an illness, deviance, or 
maladjustment” and for compelling gays to “‘adjust, fit- 
in, reform, and reorient” themselves to the male suprem- 
acist, heterosexual, chauvinistic, rigid sex roles prevalent 
in American society (97, 101). The Radical Therapist 
supported those gay liberation groups that called for the 
right to free physiological changes and sex modification, 
an end to the advocacy of any one sexual preference, and 
the cessation of attempts to “cure? homosexuality 
through lobotomy, castration, and electroshock (102). 


PSYCHIATRY AND THE INDIVIDUAL PATIENT 


The authors in the Radical Therapist continually criti- 
cized the use of medication, electroconvulsive and insulin 
shock, and other organic treatments as inhuman, in- 
humane, and dehumanizing (1, 103, 104). Drugs were 
criticized as “pharmacological straight-jackets’”’ used to 
control behavior and suppress recalcitrance rather than 
to ireat mental problems; lobotomies were criticized as 
overused solutions for ‘‘overactive children, addicts, de- 


pressed housewives, prisoners, homosexuals, alcoholics 
and old people”; positive reinforcement and behavior 
modification were viewed as attempts to achieve almost 
totalitarian social engineering; and “aversion therapies, 
ECT, fever treatments, sodium pentothal, anectine, anti- 
testosterone, and electrode brain implants” were indicted 
as methods of control for violent or homosexual prison- 
ers in California (105-108). 

To eliminate these enforced therapies, as well as to 
combat the boredom and regimentation of institutions, 
the tendency to treat patients as subhuman, and the con- 
stant thievery, humiliations, beatings, and lack of redress 
so common in public mental hospitals, several articles in 
the Radical Therapist argued that a Bill of Rights for 
patients is essential (103, 109-112). While the most ex- 
treme statement drawn up by the Insane Liberation 
Front (113) called for an end to mental institutions, men- 
tal commitments, the practice of psychiatry, economic 
discrimination against former mental patients, public in- 
tolerance of people who appear and act “different,” the 
capitalistic system, and the prohibition against suicide, a 
more temperate list of patient rights was submitted by 
the Mental Patients’ Liberation Front (114): 


l. The right to be treated as a human being. 
2. The right to have the constitutional rights of an 
American citizen. 
3. The right to integrity of mind and body. 
4. The right to have treatment and medication admin- 
istered only with consent. 
5. The right to know relevant information regarding 
treatment and medication. 
6. The right to access to legal and mental counsel. 
7. The right to refuse to work, choose work, and be paid 
a minimum wage. 
8. The right to uncensored communication. 
9, The right to decent medical attention. 
10. The right not to be locked up against one’s will (in- 
voluntarily committed), fingerprinted, or photographed. 
11. The right to decent living conditions. 
12. The right to retain one’s own personal possessions. 
13. The right to protection under the law. 
14. The right to refuse experimental drugs. 
15. The right not to have one’s character questioned or de- 
famed. 
16. The right to request alternatives to legal commitment 
in mental hospitals. 


DISCUSSION 


A great deal of emphasis was placed by contributors to 
the Radical Therapist on the misuse of psychiatric 
knowledge, psychiatric theory, and psychiatric roles. The 
medical model was seen as bolstering personal and pro- 
fessional power; the delivery system of community men- 
tal health centers was seen as repressing minority groups 
and reinforcing the status quo; and Freudian psycho- 
analytic theory was seen as supporting sexist and male- 
dominant societal attitudes and practices. In all in- 
stances, an assumption was made: if A leads to B, then A 
is an overt instrument for achieving B. For example. psy- 
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chiatry has endorsed the idea of community mental 
health centers, which has led to the employment of com- 
munity residents and their involvement in mental health 
concerns. If political confrontation, violence, and com- 
munity unrest decrease, which is by no means inevitable 
or demonstrable, then psychiatrists are wittingly or un- 
wittingly carrying out a political activity for the domi- 
nant society. Since the radicals deplore this ‘‘cooling off” 
of political dissent, they attack what they see as its 
roots—psychiatry’s support of community mental health 
centers—and call for an end to such delivery systems. To 
attempt to restructure or reorganize the mental health 
delivery system is seen as “reformist,” a decidedly dirty 
word in the radical vocabulary. 

In common with other radical groups, the radical ther- 
apists take for granted that there is a sizable majority of 
dissatisfied Americans smouldering with rage at their 
oppression and waiting for leadership to begin the revolu- 
tion. Unfortunately, this is hardly the case and, along 
with other shared delusions, it poses serious problems for 
the radical authors. 

The Radical Therapist, by criticizing traditional or es- 
tablished psychiatric practices, sought to label them as 
overt or covert political activities, but in doing so it re- 
vealed its own political biases—the name of the game re- 
mains power. The rallying cry “Power to the People” is 
easily translated to “Seize the Power from Those Who 
Have It (the Establishment) and Give It to Us.” A major 
difficulty for psychiatrists is their reluctance to admit toa 
desire for power or political motives. Politics is seen as 
dirty, unprofessional, and unscientific, and a lot of side- 
stepping and rationalizing is done to avoid facing reality. 
This is not to say that all psychiatric acts are entirely po- 
litical, but all have political implications, and denial of 
this is foolish. Since most psychiatrists agree that motiva- 
tions are mixed, why not acknowledge this in relation to 
our own behavior? 

Just as inquiries into psychiatric symptoms must in- 
clude a differentiation between what causes and what 
maintains them, so must the issues raised in the Radical 
Therapist be examined. I doubt that the ancient Greek 
physician concerned with a person’s mental predicament 
chose to label the distress “dis-ease” or illness in order to 
retain his position of power over the community, his in- 
come differential over priests, or his dominant position 
vis-a-vis the patient. However, there is little doubt in my 
mind that the psychiatrist in 1973, whether he is in the 
public or private sector, clutches the medical model to his 
breast to maintain his dominant position, especially in 
the face of the current threats by administrators, para- 
professionals, and other professionals in the mental 
health field. The vehemence of the defenders of the medi- 
cal model, such as Ewald W. Busse and Humphrey Os- 
mond, reveals the high emotional investment attached to 
the controversy. Models and theories are always concep- 
tual and tentative, subject to revision or revocation; they 
survive only so long as they are useful. At this time, how- 
ever, this view has been almost entirely lost, and dis- 
cussion of the medical model is invariably a political one. 

Radical critics frequently take extreme positions on 
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controversial issues, using the opposite extremes as their 
tacit opponents. Thus in the debate of medical model 
versus social model, the view is held that intrapsychic 
conflict is not responsible for all emotional problems (as 
if anyone today would maintain it was) and, by holding 
such extremism up to ridicule, the radicals effectively de- 
flate it. While I acknowledge the necessity of taking an 
extreme position to make a point, the radical authors ap- 
pear just as extreme as those they criticize when they 
make such generalizations as that all personal problems 
originate in the economic and social system, or that 
“schizophrenia is an experience saner than normal.” 
There is no question that many obsessive-compulsive, 
traditionally trained psychiatrists are more comfortable 
seeing school students in their own offices than in per- 
forming consultations in the schools to members of that 
social system. However, it is as much of an over- 
generalization to imply that traditional psychiatrists see 
all sickness as intrapsychic as it is to insist that there are 
no sick students, only sick schools. The traditionalists’ 
position may be the result of personal constriction or lack 
of broad psychiatric skills, but the radicals’ position is 
clearly born of a need to make a political point. 

In actuality we have a model that allows us to see all 
influences—intrapsychic, developmental, familial, ge- 
netic, biochemical, societal, political, etc.—as potentially 
important in the genesis of mental sufferings, 1.e., general 
systems theory. However, consideration of this theory re- 
quires movement to another metalevel, something neither 
side seems prepared to do. 


Social Change and Political Action 


The logic of the radicals’ solutions to existing problems 
seems reasonable. If we accept the premise that all men- 
tal suffering is a result of social influences, the solution is 
clearly to effect social change through political action, 
and it is at this point that the radicals have traditional 
psychiatry in a bind. For the radicals argue that if one is 
truly humanistic and wants to reduce human suffering, 
then one must bring about social change. To avoid the 
“barricades” is to reveal one’s uncaring attitudes. How- 
ever, psychiatrists may shrink from speaking out not be- 
cause of their insensitivity to suffering, but because of 
their unfamiliarity with social action. But instead of own- 
ing up to this, most have preferred to say that their exper- 
tise lies in scientific rather than in social areas, that the 
influence of various factors is not clear-cut, and that in- 
terested persons should speak out as individuals and not 
as members of the profession. That this is an excuse for 
inaction can be demonstrated by observing how few psy- 
chiatrists advocating personal social action actually are 
politically active. 

‘Although the authors in the Radical Therapist were 
adept at tarring almost everyone in psychiatry with the 
same brush, it is apparent that they themselves were not 
united. Their gurus, Laing, Szasz, and Berne, are very 
different individuals. While Laing’s view that craziness 1s 
creative may be radical, his psychoanalytic underpin- 
nings, study of linguistics, and understanding of family 
- dynamics are quite traditional. Similarly, Szasz may be 
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in favor with the radicals for his opposition to the medi- 
cal model, but his espousal of views applauded by reac- 
tionaries and his traditionally oriented one-to-one pri- 
vate psychoanalytic practice are hardly compatible with 
radical thought. And Berne, for all his contributions to 
understanding interpersonal relations through games, 
tacitly supported our capitalistic society and tried to 
make existing conventional relationships work. 

The dilemma faced by the radical critics is revealed in 
the issue of paraprofessional training. A seemingly radi- 
cal position holds that physicians should share their skills 
with others, democratizing and demythologizing therapy. 
As threatening as this is to the psychiatric status quo, an 
even more extreme position posits that there are no psy- 
chiatric skills and that ordinary people need no training 
to help other people. It seems clear that in many such is- 
sues as this one, the radicals are fragmented into those 
who want to effect change and those who are nihilistic 
“neo-dadaists.” 

The conflict between those who would attempt to 
change the existing situation and the unproductive critics 
is most apparent in relation to community consultation. 
The purist radical position holds that consultation with 
establishment groups or such institutions as prisons, 
schools, and police reinforces repression and that one 
should consult only with movement groups. Of course 
consulting with radical groups is cozy and comfortable, 
but it doesn’t produce much change in the existing sys- 
tem. Supporters of this view avoid the charge of being re- 
formist and coopted by the establishment, however, and 
preserve the righteousness of their cause. 

The unwillingness to grapple with some of the real is- 
sues confronting modern mental health is one of the most 
disturbing aspects of the radical psychiatrists’ position. 
Take, for instance, the radicals’ call for community con- 
trol of the mental health institutions that serve them. 
Even if this were a universally and completely good idea, 
which it is not, it is an unrealistic short-term goal. There 
is a real need to involve people in the decisions that affect 
them, to involve hospital and community mental health 
center boards and governing bodies in community prob- 
lems and needs, and to work out new structures to 
achieve these ends. And yet, while it is simpler and purer 
to criticize unconstructively with impressive rhetoric, the 
radical approach misses an opportunity for promoting 
genuine change through thoughtful advocacy. 

Another opportunity that these radical authors missed 
concerns the credentialing of therapists. Since a growing 
number of persons in the mental health field agree that 
academic degrees are no guarantee of excellence or com- 
petence, it would appear more productive to propose al- 
ternative ways of assessing therapeutic skills than to con- 
centrate on unqualified criticism of current professionals 
and unqualified praise for nonprofessionals. Again, how- 
ever, I suspect it is easier to criticize than to propose al- 
ternatives that are themselves subject to scrutiny and crit- 
icism, and the issue remains unanswered. 


How Radical Are the Radicals? 


A consistent criticism by the radicals of establishment 


psychiatry is its self-serving support of its members, its 
profession, its social class, and its society. In seeming 
contrast is the radicals’ espousal of rap centers, free clin- 
ics, and advocacy of freedom for such oppressed groups 
as women, homosexuals, and members of the counter cul- 
ture. I’m not exactly sure what the difference is between a 
white, middle-class establishment psychiatrist seeing 
white, middle-class patients in a mental health clinic, and 
a white, middle-class radical psychiatrist seeing white, 
middle-class dropouts and runaways in a free or street 
clinic. Perhaps it is that one sees the father for drinking 
and the other the son for drug abuse, but both serve spe- 
cific constituencies that are disturbingly similar. The 
same criticism with which the radicals brand the estab- 
lishment applies to them—they serve people they identify 
and are comfortable with. There is little written about 
poor working-class communities, methods of coping with 
existing bureaucracies, and the provision of mental 
health services to the non-middle-class, nonwhite, non- 
rebelling population. 

Regarding the rights of women, homosexuals, and 
patients, the Radical Therapist was not really radical at 
all. Most psychiatrists no longer regard penis envy as the 
sole basis of female psychology, nor homosexuality as a 
disease per se; the director of the National Institute of 
Mental Health condemns lobotomies; civil liberties orga- 
nizations are advocating patients’ rights; and the Ameri- 
can Hospital Association has virtually imposed a Bill of 
Rights for patients on American hospitals. Again, the 
writers in the Radical Therapist missed the golden oppor- 
tunity to grapple with both sides of a dilemma facing us 
all, the conflict between the rights of the individual and 
society: the enforced drug treatment of a newborn’s psy- 
chotic mother, the treatment required for a dangerous, 
homicidal man, or the use of behavioral modification 
with a person hospitalized for 20 years. 

Unfortunately, these authors avoided many such prob- 
lems that face us. The reasons are most likely the result 
of their insistence on unquestioning opposition to estab- 
lished institutions and practices, an unquestioning pursuit 
of ideological truth, and simplistic ideas about social 
change and revolution. Reform is seen as a “‘copping 
out,” an abandonment of the goal of revolutionary 
change; as such, it is worse than upholding the estab- 
lishment. Extremists on the right and left understand 
each other, and both resent the reformer. However, criti- 
cism in the absence of constructive alternatives changes 
nothing. And the lack of possible solutions was a striking 
omission in the Radical Therapist. As one radical told 
me, “We can’t possibly know what things will look like 
after the revolution. There is nothing like it that exists 
now, anywhere.” This sort of blind hope can be seductive 
and appealing, but the mundane compromised possibility 
is assuredly more attainable and meaningful than the 
idyllic revolutionary fantasy. One difficulty with most of 
the arguments expounded by the authors in the Radical 
Therapist was that they were stimulating and lively but 
often ignored the realities of American society, the cur- 
rent mental health system, or everyday life itself. For in- 
stance, the biggest problem in mental health in terms of 
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numbers is not the dropouts and runaways in the streets 
of San Francisco or New Haven, but the chronically ill 
and severely disabled individuals who inhabit state hospi- 
tals, welfare hotels, and skid rows. 

What, then, is the usefulness of radical psychiatrists? 
First, they have taken it upon themselves to treat radical 
individuals and consult with radical groups. Second, they 
have forced many of us to reexamine existing ideas and 
practices, and in many instances to shift our thinking and 
actions. And third, they have provided a leading edge or 
early warning system, bringing up issues before they are 
visible to most of us. In this, although they have been 
confronting, strident, and at times unpleasant, they have 
been persistent and honest. 

However, the most useful role they have played in the 
past few years is one that they did not intend and would 
consider demeaning. They have shaken established posi- 
tions with extremist alternatives and devastating criti- 
cisms, allowing for some uncertainty in existing modes 
and practices and resulting in reformist liberal changes. 
Unfortunately, too few radicals persist in their ability to 
present the issues forcefully to the majority, and many 
drop out or become silent. And this situation is a loss for 
the profession, for if we are to grow and change, we must 
constantly reexamine our theories, our assumptions, our 
givens, and our tenets; without the radical voice, we will 
slip into complacency and certainty, something psychia- 
try can ill afford to do. 
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Psychiatry’s Drift Away from Medicine 


BY RICHARD A. SCHWARTZ, M.D. 


The author discusses a number of trends in current psy- 
chiatric theory and practice that he believes have tended 
to separate psychiatry from its traditional medical orien- 
tation. These include an overly broad concept of psychi- 
atric illness, overinvolvement by psychiatrists in non- 
medical service programs, delegation of diagnosis and 
treatment to nonmedical personnel, and physically sepa- 
rate facilities for psychiatric and general medical 
services. Believing that these trends are having adverse 
consequences, he makes some specific suggestions that 
will enable psychiatry to resume closer ties with the rest 
of medicine. 


MANY PSYCHIATRISTS have become concerned recently 
about what they perceive to be a growing separation be- 
tween psychiatry and the mainstream of medicine. For 
example, in a recent editorial in the American Journal of 
Psychiatry titled “Is Psychiatry Failing in Its Respon- 
sibilities to Medicine?” a well-known professor of psychi- 
atry expressed alarm about psychiatry’s “retreat from its 
hard-won battle to be recognized as a major medical dis- 
cipline,” and sharply criticized the elimination of the in- 
ternship requirement for certification by the American 
Board of Psychiatry and Neurology (1). The purpose of 
this paper is to describe a number of trends in current 
psychiatric theory and practice that have had the effect of 
separating psychiatry from its traditional medical orien- 
tation. The potential consequences of our failing to re- 
main closely identified with general medicine will also be 
discussed, and several specific recommendations for pre- 
serving psychiatry’s ties to medicine will be offered. 


NONMEDICAL TRENDS IN PSYCHIATRY 


Overly Broad Concept of Psychiatric Illness 


The trend toward an increasingly vague, diffuse, and 
overly inclusive concept of psychiatric illness has played 
an important role in separating psychiatry from the 
mainstream of medicine. Designating as a mental health 
problem almost any type of socially deviant behavior or 
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personality defect has undermined the idea that psychi- 
atric disorders are real illnesses. 

The classical triad of psychiatric illnesses—-psycho- 
neuroses, affective disorders, and schizophrenia—can be 
readily understood both by the general medical profes- 
sion and lay public to be genuine illnesses because they 
have much in common with physical illnesses and in 
many ways are physical illnesses. They are characterized 
by a disturbance in the function (and perhaps also the 
structure) of a part of the body, i.e., the central nervous 
system. They produce painful or uncomfortable symp- 
toms such as anxiety, depression, confusion, and halluci- 
nations, which can be treated successfully by specific 
medication. Also, there are often associated physi- 
ological disturbances in other organ systems, e.g., consti- 
pation, anorexia, palpitations, changes in catecholamine 
metabolism, etc. 

By contrast, many of the disorders listed in the diag- 
nostic classification manual and psychiatric textbooks do 
not exhibit any of these characteristics. This is especially 
true for the personality and behavior disorders-——passive- 
dependent personality, inadequate personality, antisocial 
personality, sexual deviations, drug and alcohol addic- 
tion, and the like. These disorders represent lifelong 
maladaptive patterns of behavior resulting from: faulty 
learning experiences in childhood, without any recogniz- 
able disturbance in the functioning of the central nervous 
system. Their behavioral manifestations cannot properly 
be described as symptoms and do not respond to drug 
therapy. In most instances, persons with these disorders 
do not suffer from abnormal amounts of anxiety or de- 
pression or from manifestations of psychosis. They en- 
gage in their deviant behavior mainly because they derive 
gratification from it and because they did not learn more 
socially acceptable ways of obtaining satisfaction during 
their formative years. 

Sir Aubrey Lewis has made many useful observations 
on the distinction between mental illness and social de- 
viation. Regarding the psychopathic personality, for ex- 
ample, he said, “It would seem then that until the cate- 
gory is further defined and shown to be characterized by 
specified abnormality of psychological functions, it will 
not be possible to consider those who fall within it to be 
unhealthy, however deviant their social behavior.” He 
went on ta say, “It may be that there is no form of social 
deviation in an individual which psychiatrists will not 
claim to treat or prevent—the pretensions of some psy- 
chiatrists are extreme”’ (2). 

The expansion of the concept of psychiatric disease 
beyond all reasonable boundaries of logic and common 
sense has given rise to the increasingly popular viewpoint 
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that the very concept of mental illness is fallacious and 
that all psychiatric illnesses are nothing more than per- 
sonal, ethical, or social problems lying outside the do- 
main of medicine (3). 


Overinvolvement by Psychiatrists in Nonmedical 
Service Programs 


A second way in which psychiatry has become sepa- 
rated from the medical mainstream is by overinvolve- 
ment in service programs of a nonmedical nature, 
principally state mental hospitals, psychoanalysis, and 
community mental health centers. 

Most of the residents of state mental hospitals are 
there for reasons other than treatment of psychiatric ill- 
ness. The great majority are suffering from senile de- 
mentia, are alcoholics, or are recovered schizophrenics 
with severely inadequate personalities who are incapable 
of functioning independently in the community and need 
to be in a protected environment (4). Despite the fact that 
state hospitals for the most part provide nursing or custo- 
dial care rather than active treatment, these institutions 
employ large numbers of psychiatrists whose principal 
duties are administrative; they occupy such positions as 
superintendent, assistant superintendent, clinical direc- 
tor, director of day treatment program, etc. For the most 
part, these officials are not engaged in the practice of 
medicine and do not treat patients; rather, they supervise 
and direct the work of others. Most state mental hygiene 
systems employ a number of additional psychiatrists in 
administrative positions at the state headquarters level as 
commissioners, deputy commissioners, and the like. 
More recently there has been a trend toward adding an- 
other layer of psychiatrist-bureaucrats as regional or dis- 
trict commissioners. 

Another large service program of a nonmedical nature 
in which psychiatrists are involved in great numbers is 
the practice of intensive long-term psychotherapy or 
psychoanalysis. Although some persons seeking this type 
of service may be suffering from symptomatic neuroses 
and depressions, many others are troubled by various 
problems of everyday life, and their goals are educational 
rather than medical in nature. They wish to understand 
themselves better, obtain insight, or undergo personality 
growth rather than relief of symptoms. Patients who are 
primarily interested in getting over their symptoms as 
quickly and inexpensively as possible are judged to be 
“poor candidates” for long-term psychotherapy or psy- 
choanalysis. The large number of psychiatrists who con- 
sider their principal professional interest to be the prac- 
tice of long-term intensive psychotherapy and 
psychoanalysis, and who restrict their practice to seeing 
a regular group of clients several hours each week for 
many months or even years, are viewed by the medical 
profession and lay public as not really engaged in the 
practice of medicine. Freud himself, of course, recom- 
mended that psychoanalysis not be classified as a medical 
treatment (5). | 

A third kind of service program that employs the serv- 
ices of large numbers of psychiatrists in essentially non- 
medical activities is the community mental health center. 
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These centers are engaged in many kinds of programs 
other than the treatment of psychiatrically ill patients, 
including providing halfway houses, day centers, and re- 
habilitation programs for former mental patients; pro- 
viding drop-in or counseling services for people with var- 
ious kinds of personal, marital, legal, or financial 
problems; serving as an ombudsman for disadvantaged 
citizens in their dealings with welfare departments and 
other public agencies; and consulting with schools, po- 
lice departments, and other social agencies (6, 7). Despite 
the fact that the actual treatment of neurotic, depressed, 
or psychotic patients plays a relatively limited role in the 
programming of many community mental health cen- 
ters, the trend throughout the country is for psychiatrists 
to be appointed directors of the centers, directors of spe- 
cific programs within the centers, or consultants to vari- 
ous agencies. 


The Caplans, leading theoreticians of the community 
mental health movement, have defined the incredible 
scope of the duties of the community psychiatrist as fol- 
lows: 


However the boundaries of the population may be de- 
fined, the psychiatrist will be asked to accept some measure 
of responsibility for supervising the mental health of its total 
membership. This may include discovering and arranging 
clinical treatments for as many as possible of those who are 
judged mentally disordered; participating with other profes- 
sional and nonprofessional community workers in helping 
thəse who deviate from social norms of behavior, such as de- 
linquents, drug addicts, alcoholics, prostitutes, maladjusted 
or nonfunctional workers; collaborating with other workers 
in helping people cope with the crises of everyday life and 
thus aiding healthy personality development and preventing 
mentally unhealthy outcomes; and participating in commu- 
nity seryices for optimizing the level of adjustment and satis- 
faction of psychological needs of the population (8, p. 1515). 


In all three of these service programs—the state men- 
tal institution, psychoanalysis, and the community men- 
tal health center——the nature of the program is largely 
nonmedical, a substantial proportion of the clients served 
are not actually sick, and the psychiatrists engaged in 
them devote most of their time to performing duties 
other than taking care of patients. With a large propor- 
tion of psychiatrists engaged in these nonmedical kinds of 
work the general medical profession and lay public quite 
understandably have come to perceive the psychiatric 
profession as something other than a branch of the medi- 
cal profession. 


Delegation of Diagnosis and Treatment to Nonmedical 
Personnel 


In general medicine and surgery, clear distinctions are 
made between those activities regarded as treatment (to 
be carried out personally by the physician or under his di- 
rect supervision) and ancillary services (to be delegated to 
the nonphysician). In psychiatry, this distinction has be- 
come increasingly blurred. The trend has been for psychi- 
atrists, psychologists, and social workers to be considered 
more or less coequal members of the mental health 


team, with interchangeable roles. The word “diagnosis” 
is becoming replaced with the nonmedical concept of 
“evaluation” or “assessment.” Similarly, the word 
“treatment” is being replaced by the nonmedical word 
“intervention.” Even the prescribing of psychoactive 
drugs, according to the director of the National Institute 
of Mental Health, is being delegated to non- 
physicians (9). Recently the mental health team has been 
enlarged by the introduction of new nonprofessional per- 
sonnel, variously classified as mental health workers, in- 
digenous nonprofessionals, etc. (10). Often these work- 
ers are assigned frontline responsibilities for diagnosis 
and treatment of acutely disturbed patients. 

The blurring of roles between psychiatry and the other 
mental health disciplines and the delegation of responsi- 
bility for diagnosis and treatment of the ill to the non- 
physician cannot help but lead the general medical pro- 
fession and lay public to regard psychiatric disorders as 
nonillnesses and to regard the psychiatrist as something 
other than a physician. 


Physically Separate Facilities for Delivery of Psychiatric 
and General Medical Care 


Historically, state mental hospitals have been located 
in geographical isolation from general hospitals; this has 
been an important factor in keeping psychiatry isolated 
from the mainstream of medicine. More recently, the 
community mental health centers program has further 
contributed to the physical separation of psychiatry and 
medicine. Although some community mental health cen- 
ters are based in general hospitals, a great many are lo- 
cated elsewhere—in state hospitals, newly constructed 
freestanding buildings, renovated store fronts, or other 
community buildings. Even those community mental 
health centers which provide inpatient services in general 
hospitals do not necessarily use the hospital as their base 
of operations. The center may be noused elsewhere, hav- 
ing arranged by contract for its inpatient services to be 
provided by the general hospital. 

As the community mental health centers program 
grows in size and more centers are constructed apart 
from general hospitals, the more the public will come to 
view psychiatry and mental health as an enterprise that is 
not an integral part of the medical care delivery system. 


SOME ADVERSE CONSEQUENCES OF NONMEDICAL 
TRENDS IN PSYCHIATRY 


By neglecting its basic responsibilities for the care and 
treatment of nervous and mental patients in favor of 
many kinds of nonmedical activities, the psychiatric pro- 
fession has greatly overextended itself and has gotten into 
a position where it has promised far more than it can 
hope to deliver. The result is that in many respects its per- 
formance record is poor, which has led to decreased pub- 
lic trust and confidence. 

The most extreme example of failure in performance is 
the state hospital. The budgets for running these institu- 
tions (the functions of which for the most part are custo- 
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dial rather than therapeutic) are so low that it is almost 
impossible to hire reliable personnel in adequate num- 
bers. As a result scandals involving squalid conditions 
and patient abuse are reported frequently in the mass me- 
dia. These conditions are not within the power of the 
medical profession to change; yet because we have gone 
along with the mislabeling of these institutions as hospi- 
tals and have insisted that they be administered and 
staffed by psychiatrists, our profession is held responsible 
for the deplorable conditions that inevitably prevail. 

In the community mental health centers we have also 
promised more than we can deliver. It is not possible for 
the psychiatric profession to provide comprehensive serv- 
ices aimed at curing and preventing every type of social 
and behavioral problem vaguely related to mental health 
in every community while at the same time ensuring that 
the quality of services is adequate. In an effort to carry 
out this unrealistic mandate, the centers have been forced 
to employ nonmedical and paraprofessional mental 
health workers in frontline care-giving roles. Residents 
of deprived communities in which mental health centers 
have been constructed, having been told they will receive 
comprehensive mental health services, often find that 
when they actually seek help they are offered the services 
not of a physician, but an indigenous nonprofessional, 
possibly even a neighbor or acquaintance, with only a 
high school education. This deplorable situation can only 
detract from the credibility of the psychiatric profession. 

Another example of performance failure is the taking 
on of nonmedical tasks that are inherently insoluble by 
medical means. A case in point is assuming responsibility 
for treatment of character disorders such as drug addic- 
tion; these conditions are essentially not illnesses and 
cannot be successfully treated by known medical tech- 
niques (11-13). 

These difficulties have produced a situation in which 
public confidence in psychiatry is much lower than that 
accorded to other medical specialties, according to two 
recent polls. In one poll, 61 percent of the public ex- 
pressed confidence in medicine as a whole, whereas only 
35 percent did so for psychiatry (14). The other survey 
ranked 20 occupations in order of their perceived com- 
petence. Medicine ranked number one, but psychiatry 
ranked number eight (15). It is noteworthy that in both 
these surveys, psychiatry was the only medical specialty 
to be categorized separately from medicine as a whole. 

In certain instances psychiatry’s assumption of respon- 
sibility for providing services that are not psychiatric in 
nature has delayed or prevented the development of more 
appropriate services or solutions. For example, more 
could be done to integrate the socially incompetent re- 
covered schizophrenic, alcoholic, or inadequate person- 
ality into the community if this problem were seen as one 
of social rehabilitation rather than psychiatric therapy. 
These people need halfway houses, group homes, shel- 
tered workshops, and practical help in managing their ev- 
eryday lives much more than they need hospitals and 
doctors. 

We cannot expect many of the maladaptive behavior 
problems associated with the culture of poverty, such as 
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drug addiction, alcoholism, and juvenile delinquency, to 
be brought under control by treating them as psychiatric 
problems and providing clinics and other medically ori- 
ented programs. Broader social action aimed at eliminat- 
ing some of the root causes of poverty, such as high rates 
of unemployment and multiple unplanned births, is re- 
quired (16). 

The physical separation of psychiatry from general 
medicine deprives both professions of the many benefits 
that could result from frequent interaction in the general 
hospital or group clinic setting. A psychiatrist has much 
to offer his medical colleagues in helping with the man- 
agement of patients with psychosomatic illnesses, those 
with anxiety and depressive states secondary to or in ad- 


dition to organic illnesses, and the dying patient. The ` 


presence of the psychiatrist within the general medical 
setting helps to maintain a degree of attention to the psy- 
chiatric aspects of medical care. Conversely, working in a 
medical setting helps the psychiatrist to stay abreast of 
new drugs, new diagnostic procedures, and other medical 
advances that are occurring at a rapid pace. Without this 
close contact with general medicine, the psychiatrist will 
find it difficult to understand many of the medical prob- 
lems of his patients. 

The trend away from a medical orientation has created 
serious problems with respect to psychiatry’s relations 
with other mental health disciplines. On the one hand, we 
have promoted egalitarianism, blurring of roles, and 
sharing of responsibility for diagnosis and treatment. On 
the other, we have insisted on superior status, authority, 
and pay vis-a-vis other members of the mental health 
team. In this sense we can rightly be accused of hypocrisy 
in our relations with nonmedical personnel; it is no won- 
der that these groups, led by Dr. George Albee, former 
president of the American Psychological Association, 
have expressed their resentment by attacking the “medi- 
cal model” of mental illness, attempting to discredit the 
very foundation of psychiatry (17). As long as psychiatry 
defines itself as a “mental health profession” rather than 
a branch of medicine and bases itself in nonmedical set- 
tings such as community mental health centers, these 
conflicts can only worsen. 

A serious consequence of the failure to maintain rigid 
criteria for what is or is not psychiatric illness and to in- 
sist on practical methods of treatment aimed at relief of 
symptoms in the shortest possible time and at least pos- 
sible expense is the very real danger that coverage for 
psychiatric illness will not be included in forthcoming na- 
tional health insurance programs. At least one of the 
leading proposals for national health insurance has ex- 
cluded any provisions for psychiatric coverage, and oth- 
ers offer only very inadequate coverage. The National 
Health Insurance Partnership Act, introduced to Con- 
gress in 1971 by President Nixon, excluded services of a 
psychiatrist for inpatient or outpatient care (18). (It is ex- 
pected that the Administration will modify its position in 
its forthcoming proposal.) 

Our recommendation that Congress create a new fed- 
erally funded delivery system for mental health services 
through the Community Mental Health Centers Act of 
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1963 makes it difficult for psychiatry to lobby effectively 
for inclusion of psychiatric coverage in forthcoming na- 
tional health insurance programs. We cannot very well 
ask the taxpayer to finance ¿wo comprehensive programs 
for psychiatric care. If we press for inclusion of psychiat- 
ric coverage in national health insurance, Congress will 
wonder why only a short time ago we insisted that com- 
munity mental health centers were the ultimate answer to 
the mental health problem. If, on the other hand, we con- 
tinue to support community mental health centers, we 
risk exclusion from national health insurance, which 
would make the psychiatric patient once again a second- 
class citizen, reversing decades of progress in the up- 
grading of psychiatric care. 


RECOMMENDATIONS 


The following recommendations are offered to suggest 
possible steps that could be taken by the psychiatric pro- 
fession to resume closer ties with the rest of medicine, 
thus avoiding many of the undesirable consequences de- 
scribed above. 

1. We should adopt a strict definition of psychiatric ill- 
ness so as to maintain as clear-cut a distinction as pos- 
sible between psychiatric illness and other forms of mal- 
adaptive or socially undesirable behavior. In his 1972 
presidential address to the American Psychiatric Associ- 
ation, Dr. Ewald Busse recognized the need for greater 
precision in this area and proposed the following defini- 
tion: 


A mental illness is an altered physiological and/or ana- 
tomic state of the nervous system manifested by maladaptive 
signs and symptoms, including emotional and thought distur- 
bances and/or alterations in behavior, that prevent the indi- 
vidual from functioning in a manner acceptable to himself or 
to others. The biological change is sufficiently fixed or refrac- 
tory that it does not spontaneously subside or favorably re- 
spond to alteration in usual life experiences (19, p. 2). 


2. We should limit our professional work to the care 
and treatment of the mentally ill as defined above, as well 
as to the traditional medical activities of teaching and re- 
search. We should withdraw from any nonmedical serv- 
ices in which we are presently engaged, turning over re- 
sponsibility for these services to other more appropriate 
professions. We should withdraw from the administra- 
tion of state mental hospitals and seek to change the 
name of these institutions to something other than “‘hos- 
pital,” which is a misnomer. Responsibility for operating 
these essentially custodial institutions should be trans- 
ferred to the nursing home or the social work profession. 
The small number of actively ill patients in the state hos- 
pitals who do require hospital care can in most cases be 
accommodated quite well in the psychiatric wards of 
existing general hospitals (20). 

3. The psychiatrist should also disengage from the 
practice of psychoanalysis and other forms of long-term 
intensive psychotherapy aimed at reconstruction, devel- 


opment, or growth of personality. This type of work is es- 
sentially psychological and/or educational rather than 
medical in nature and should therefore become the re- 
sponsibility of the professions of psychology or educa- 
tion. 

4. With respect to community mental health centers, 
psychiatry should favor turning over all nonmedical func- 
tions in these centers, such as consultation, education, so- 
cial rehabilitation, and social reform, to nonmedical! pro- 
fessionals such as psychologists, social workers, 
vocational counselors, and sociologists; the responsibility 
for the administration of the centers should be taken over 
by trained lay administrators. Diagnostic and treatment 
functions should be split off from the nonmedical pro- 
grams of the centers and attached to existing community 
general hospitals and outpatient clinics. 

5. Psychiatrists should insist that the actual diagnosis 
and treatment of the mentally ill is a medical function 
and should be the responsibility of the psychiatrist and 
should not be delegated to nonmedical professionals. An- 
cillary personnel may assist the psychiatrist in carrying 
out.the diagnostic and treatment program, but always 
under the direction of the psychiatrist. If after a diagnos- 
tic evajuation a client is found not to be ill or in need of 
treatment, he should be referred for the appropriate help 
needed to nonmedical agencies such as family counseling 
bureaus, psychoanalytic institutes, or Alcoholics Anony- 
mous. 

6. Psychiatry should seek to base itself exclusively 
within the medical care delivery system, i.e., the private 
office, the group practice clinic, and the general hospital 
and its affiliated outpatient clinics. In addition, psychia- 
try should insist that the financing of psychiatric treat- 
ment be the same as that for physical illness. If and when 
national health insurance arrives, psychiatric treatment 
should be covered on an equal basis with other forms of 
illness. The funding of psychiatric care through entirely 
separate state and federal financing mechanisms, L.e., 
state mental hygiene departments and the community 
mental health centers grant program, should be ended. 
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DISCUSSION 


LAWRENCE C. Kos, M.D. (New York, N.¥.)—There are 
many perspectives toward the activities, interests, and dis- 
persions of psychiatric talent and effort today. Dr. Schwartz 
joins a greup of colleagues who comment with alarm on the 
current status of the field. In his presidential address, Dr. Perry 
Talkington reviewed many of those critical and sometimes dis- 
mal and despairing positions and countered by discussing some 
of the powerfully positive aspects of the contributions of psychi- 
atrists to the general health of the nation. 

Dr. Schwartz uses as indicators of our drift from medicine 
the following: 1) an overly broad concept of psychiatric illness; 
2) the overinvolvement by psychiatrists in nonmedical service 
programs, including participation in the programs of state men- 
tal hospitals, psychoanalysis, and community mental health 
centers; 3) delegation of diagnosis and treatment to nonmedical 
personnel; and 4) the separation of facilities for the delivery of 
psychiatric and general medical care. He quotes recent statis- 
tics on public attitudes indicating a decline in confidence in the 
practice of psychiatry as compared to medicine as a whole to 
support his adverse assessment of the status of our specialty. 
Dr. Schwartz is convinced that as psychiatrists we have much to 
offer our colleagues in managing patients with psychosomatic 
illnesses, depressive states with organic disorder, and the dying 
patient, and he urges greater participation in general hospital 
work. Finally, Dr. Schwartz deplores the specialty’s conflictual 
relationships with other mental health disciplines. 

His recommendations are simply and sharply stated. They 
suggest a withdrawal of the psychiatrist to presumably easily 
drawn lines within the medical care system. So be it! 

But is it possible, with today’s knowledge, to so sharply dis- 
tinguish the symptom complexes due to primary anatomo- 
physiological processes from those evolving as a consequence of 
overwhelming sociopsychological stress? From our knowledge 
of nervous system function alone, we know that the brain sys- 
tem, in contrast to all other organ systems, records experiences 
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by some as yet unknown biochemical processes and modifies its 
function over time as the consequence of series of experiences— 
inputs from interoceptors and exteroceptors. It contains within 
itself modulating subsystems concerned with affects that facili- 
tate or inhibit behavior. Until we have elucidated the means of 
clear-cut etiological diagnosis as related to behavioral symp- 
tomatology and have also evolved the means of critical thera- 
peutic intervention, much of the confusion will remain as to 
what defines the role of psychiatry, psychiatrists, and others. 

As to psychiatry’s involvement in the care of the chronically 
ill—~-whether they be in state hospitals, psychoanalytic offices, or 
community mental health centers—I agree that much of that 
work might well be taken on by other professions or even by 
nonprofessional groups. As a matter of fact, much has already 
been so subsumed. But how are these transfers of responsibility 
to be made? Are there continuing roles for the psychiatrists in 
these institutions? Rational answers to these questions might 
come from in-depth manpower studies of the functioning of 
psychiatrists and other mental health professionals in the spe- 
cific diagnostic and therapeutic tasks of a defined regional men- 
tal health system. A proposal for just such a study has been sug- 
gested on several occasions in the last five years to the office of 
the director of the National Institute of Mental Health by se- 
nior members of this organization. These proposals were 
shunted aside or criticized by other professional groups, who 
were perhaps concerned by the potential findings. In my opinion 
the failure to develop information of this kind has now come 
home to roost in the current weakness of the NIMH in justify- 
ing the continuance of all training funds by that institute, and 
particularly those for psychiatry. I believe one would find the 
major profession concerned with direct delivery of effective 
therapeutic services to be our own. 

Another approach that may force an increasingly close rela- 
tionship between psychiatry and the rest of medicine—and this 
is the one by which we are not now so subtly influenced—is to 
allow economic factors to enforce change. It is evident to many 
that the increasing limitation of support for mental hospitals 
and health centers and the mounting cost of psychoanalysis 
are bringing the most highly trained mental health profession- 
als into frontline positions. And where are these frontline posi- 
tions? They are in the general hospital services, the private 
offices, the contract and group clinics now burgeoning through- 
out the country—and not in the chronic hospitals. 

Where is the work actually being done? We read and hear so 
much about community mental health centers that we have al- 
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most come to believe that their efforts predominate in the field. 
In fact, these centers constitute only a small part of the oper- 
ating mental health system. The segment that has developed 
most rapidly over the past decade is the one firmly planted in 
the general hospitals of the nation. Its growth has been depen- 
dent upon federal funds from the Hill-Burton program and 
other funds provided by state and local governments and vol- 
untary hospitals. [ts manpower has been aided by a multitude 
of sources, including training funds from the Manpower Divi- 
sion of NIMH. 

Here are some facts: the number of psychiatric inpatient 
units in general hospitals has risen rapidly. In 1964 there were 
536; in 1967 there were 694; and in 1970 there were 766. The 
greatest percentage increase in these units—7I percent of the 
total—occurred in the voluntary hospital. But inpatient units do 
not define the number of psychiatric services in general hospi- 
tals. A general hospital psychiatric service today may include 
not only an inpatient unit but also outpatient, consultation or lH- 
aison, emergency, and partial hospitalization units, as well as 
specialized outreach programs; the latter number nearly 900, 
according to the American Hospital Association. 

The inpatient units alone discharged 454,000 patients in 1970. 
More than 753,000 psychiatric patients were admitted to in- 
patient beds in these hospitals, 23 percent of them to beds other 
than those designated as psychiatric, These services were so ef- 
fective that only ten percent of the patients were transferred 
elsewhere for long-term care. 

Furthermore, in 1973 NIMH recognized some 254 commu- 
nity mental health centers. Of 140 federally supported commy- 
nity mental health centers in 1970, 103 were in general hospital 
psychiatric services. The Biometry Branch of NIMH fails to 
clearly discriminate the modern expanded general hospital psy- 
chiatric service from the other services operating within the fas- 
cinating designation of community mental health center. But 
the majority of the centers are based in or directly related to 
general hospitals. I suspect that within these general hospitals 
one will discover the major diagnostic and therapeutic work 
being done by the centers. 

Much that concerns Dr. Schwartz is taking place now (and 
far more rapidly than is realized) as psychiatry is being forced 
closer to the rest of medicine. This is being done in a way that is 
unsung and unrecognized within and without the APA. I de- 
plore the threatened loss of the Hill-Burton funds to aid general 
hospitals as much as I deplore the loss of funds for the commu- 
nity mental health centers. 


On Eclecticism 


BY ROBERT M. SIMON, M.D. 


In psychiatry today eclecticism is encouraged by the wide 
range of therapeutic techniques available, the complex 
needs of patients, and the many political systems (family, 
school, job, etc.) in which they are enmeshed. Although it 
is possible to learn a variety of techniques during and af- 
ter residency, without an integrated theory of eclecticism 
the practitioner may have difficulty deciding when and 
how to use them. General systems theory has been sug- 
gested as a theoretical basis for eclectic psychiatry, but it 
has several shortcomings. The author concludes that until 
an adequate theoretical basis is formulated, eclectic 
choices must be characterized as “artistic” rather than 
scientific—a serious limitation in the development of 

` practice. 


WE LIVE IN AN AGE of variety and experimentation, no 
less in psychiatry than in other arts and sciences. Patients 
are being successfully treated with psychotherapy, drugs, 
group and family therapy, ECT, behavior modification, 
psychodrama, Gestalt therapy, sexual retraining, etc.— 
out to the farthest reaches of credibility. In a field as 
complex as psychiatry, eclecticism is an understandable 
phenomenon. The American College Dictionary defines 
“eclectic” as “not following any ane system, as of philos- 
ophy, medicine, etc., but selecting and using whatever is 
considered best in all systems.” 

Eclecticism has had an interesting history in modern 
psychiatry. Abroms (1) has pointed out that in a previous 
generation eclecticism meant a rejection of Freudian psy- 
chology in favor of some other type of treatment—usu- 
ally somatic or directive treatments. Although the term 
proclaimed a freedom of therapeutic approach, it was de- 
fined more by what it opposed than by what it was for. 
Abroms more recently characterized a new eclecticism in 
psychiatry that has as its goal “not a fight against Freu- 
dian orthodoxy nor the espousal of any competing ideol- 
ogy, but the training of psychotherapists with a large 
repertoire of techniques capable of modifying diverse 
pathological behaviors.” The demise of the Freud/anti- 
Freud controversy has brought eclecticism closer to its 
ideal meaning of free therapeutic choices—many of 
which could be in the repertoire of a single therapist. 

There are ethical and theoretical problems posed by 
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this development. Lazarus, representing one extreme 
view, advocated the utmost freedom for technical eclec- 
ticism on the grounds that the most important consid- 
eration is what form of treatment works (2). This view 
has been challenged by Maultsby (3) and by Eysenck (4), 
who have pointed out the danger of alienating therapists 
from the mainstream of rational modern science. In this 
controversy eclecticism seems to be considered mainly as 
a form of technical maneuvering, not as a theoretical ori- 
entation in its own right (5). When described in this way, 
eclecticism is indeed a straw man, for if it is only a series 
of maneuvers it cannot be differentiated from dilettant- 
ism—the position of knowing nothing and accepting ev- 
erything, adhering to theories forever inaccessible to ex- 
perimental validation or challenge. For eclecticism to be 
something more it would at the very least have to rest on 
a coherent and easily applicable body of theory. 


ECLECTICISM VERSUS SPECIALIZATION 


Eclecticism allows the therapist latitude in applying 
therapeutic maneuvers to a clinical situation. One reason 
this is attractive is that psychiatrists confront so much 
more than simple, well-defined medical diseases.” Our 
patients have not only medical symptoms but also far- 
reaching problems of adaptation. As Kardiner (6) has 
pointed out, our diagnostic system is “ta net with which 
one can trap whales but not minnows.” He cited the case 
of a juvenile delinquent whose official diagnosis might 
have been listed as antisocial personality but whose spe- 
cific adaptive problem was a failure to learn. Every thera- 
pist’s casebook contains examples of patients whose 
diagnoses could be rewritten more vividly, if less objec- 
tively, as “living for the moment,” “lacking ego,” “‘cor- 
rupted by fame,” etc. Shapiro (7) approached this as a 
question of “style,” and from that standpoint it is styles 
more than diseases that come under our daily scrutiny. 

In addition to the patients themselves there is another 
factor to consider in therapy—their interaction with 
those around them. Some people make careers out of 
ruining the lives of others, and some are the victims of 
such careers. Others have done a good deal to save, to 
heal, to sustain. At the same time, each person is en- 
meshed in a net of political influences and political con- 
sequences, if we understand “political” to apply to fam- 
ilies, schools, and jobs as well as to government. Grinker 
has called for an open system of psychiatry that would 
encompass the new problems of modern man and his en- 
meshment in numerous systems (8). 

Since psychiatrists currently lack proven remedies for 
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most of our patients’ problems and are ourselves en- 
meshed in economic and professional systems, we are 
forced to make career choices for specialization or vari- 
ety. We may be influenced in our choice by clinical ob- 
servations of the fit between certain types of specialized 
practices and the needs of particular patients. Some spe- 
clalized treatments optimally require that there be stabil- 
ity in other areas of a patient’s life. For example, a 
patient who enters analysis complaining about his wife 
will be more easily reached by treatment if his complaints 
are not too much rooted in reality. If there is a serious 
problem in reality, the analyst can suggest that the wife 
go into treatment with someone else. This might improve 
the relationship, but it might not, because there would 
still be no direct intervention by the analyst in the neu- 
rotic interaction of the husband and wife. The only alter- 
natives for the analyst would be to help the patient ‘‘ad- 
just” to an unchangeable situation or encourage him to 
get a divorce. Although both of these solutions may have 
merit in particular cases, their limitations are obvious. 
Halleck (9) considered it illusory to think that one can 
conduct therapy tn isolation from the patient’s political 
systems, of which marriage is one. To ignore the patient’s 
oppression by a spouse, a boss, or a social system is not 
scientific detachment; it is an implicit involvement in 
maintaining the status quo. Halleck stated that some 
people should even be refused treatment so that they can 
become more actively motivated to make changes in their 
real life (9). 

Another problem in specialized practice is what to do 
with the patient when the treatment reaches a stalemate. 
Guntrip has described analytic situations in which stale- 
mating plays a vital though subtle role in the main- 
tenance of the patient’s schizoid defenses (10). Prolonged 
analysis may be the answer for some patients, but the 
hardships it entails naturally invite the search for other 
ways of breaching the patient’s defenses. Similar im- 
passes may of course develop in any type of therapy and 
seem to invite a change of approach. The specialized 
therapist presumably refers patients elsewhere when their 
needs exceed the limits of his specialty. Theoretically 
community mental health centers provide a model for 
parceling out patients to various types of treatment; how 
well this works in reality remains to be seen. Be that as it 
may, we can understand why many psychiatrists consider 
their own specialization as secondary; the varying needs 
of the patient encourage the therapist to acquire and use 
a variety of techniques. 

A question obviously related to this is: What makes for 
change in therapy? Full discussion of this issue would go 
far beyond the scope of this paper, but a sampling of 
opinions is in order insofar as the issue bears on eclecti- 
cism. Frank (11) has described the success of the thera- 
peutic process as being a function of novelty and of learn- 
ing from the therapist. His research suggested that “‘the 
function of psychotherapy may be to accelerate a process 
that would occur in any case” with most patients. Haley 
saw therapy essentially as a benign ordeal in which the 
therapist assumes control—somewhat like a hypnotist; 
eventually the patient’s only possible response is to give 
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up his symptoms (12). Strupp pointed out that therapy 
can almost always be educative but that whether or not it 
produces real change depends on the patient’s susceptibil- 
ity to influence in this “series of lessons in basic 
trust” (13). 

These views could be taken as arguments against eclec- 
ticism. For instance, if one needed only to design a benign 
ordeal for the patient, what difference would it make 
whether it took place with the patient lying on a couch or 
sitting in a group? And a series of lessons in basic trust 
could probably be learned as well from a behavior thera- 
pist as from a psychotherapist. But the advantages of ec- 
lecticism are not demolished so easily. First, the views on 
therapy cited above fail to take into account the wider 
political systems affecting patients (family, job, etc.) and 
their importance in the development and maintenance of 
pathology. Second, I cannot escape the empirical obser- 
vation that what takes place clumsily and diffusely in one 
type of therapy may become focused and may “‘click” in 
another. If we add the practical considerations of time, 
patience, and money, eclecticism rises like the proverbial 
phoenix. 


ISSUES OF TRAINING 


In considering issues related to training for eclecticism 
we must distinguish between the needs of the trainees and 
the official stance of the training program. Eclecticism 
has been known to bloom in the most specialized soil. 
Sharaf and Levinson (14), in a study of a largely psycho- 
analytically oriented program, found that the resident’s 
universal “quest for omnipotence” organized itself in 
identifiable ways concerning eclecticism versus special- 
ization. The group choosing specialization sought to be 
all-knowing and all-feeling, while the eclectic group 
sought to be “omnifascient”’—all-doing. The ideal of an 
eclectic resident was likely to be to “affect a larger social 
reality through his ability to organize, to make, to do.” 

Assuming that at least some residents are attracted to 
eclectic practice, the next training issue becomes one of 
obviating cultural lag. Few directors of training can take 
on all the teaching and supervision of a residency staff 
and must delegate a significant portion of this responsi- 
bility to attending psychiatrists. But these men and 
women may espouse treatment philosophies of ten years 
ago. Have they spent the intervening time developing new 
skilis and discarding others in open interaction with new 
developments in psychiatry? Or are they simply ex- 
pounding by rote the dernier cri of the profession a gener- 
ation before? I remember from my own training (early 
1960s) a curious dissonance: The family-oriented and 
community-oriented avant garde dominated the arena of 
publications and grants, while the training supervisors 
were usually candidates at psychoanalytic institutes and, 
to borrow a phrase from W.S. Gilbert, ““Teeming with a 
lot of news / About the square of the hypotenuse.” One 
might argue that this dichotomy in styles of instruction 
represents eclecticism of a kind, but it runs the danger of 
remaining unintegrated for the trainee. When this occurs 


the resident’s quest for omnipotence, etc., may run on un- 
checked, fired by dreams of unassailable orthodoxy or of 
new El Dorados of eclectic maneuvers only waiting for 
the pure in heart to mine them. 

It is obvious that following the completion of residency 
personal growth, professional learning, and integration of 
experience must continue throughout one’s medical ca- 
reer. The American Psychiatric Association has called 
this ideal ‘‘lifetime learning for psychiatrists” (15). Eclec- 
ticism does not seem to be encouraged in the APA self- 
assessment program. Among the “core skills” assumed 
to be relatively permanent the only treatment modality 
listed is individual psychotherapy. In the area of more pe- 
ripheral knowledge there is no mention of a need to ac- 
quire new techniques of treatment. Thus the psychiatrist 
participating in the APA program learns new facts—and 
this is certainly desirable—but any increase in skills he 
acquires is likely to bein the areas he already knows best. 

The acquisition of new skills after residency ts further 
hampered by economic and geographic factors. Time ts 
money to psychiatrists as much as to anyone else in our 
society, and the time required for further training with 
Supervision is substantial. Nor can such training be ob- 
tained in all locations. Yet there is no good substitute for 
personal training; attempts to apply eclectic techniques 
on the basis of a few articles or a lecture or two give the 
techniques a bad name—and eventually may do the same 
to the practitioner. 


IN SEARCH OF THEORY 


The Inadequacy of Current Theories 


The attractions of eclecticism have been noted. Yet to 
undertake eclectic practice without a base in theory in- 
vites the charge of dilettantism and may be clinically 
risky as well. A useful theory for eclectic practice ought 
to identify the therapeutic options and provide a ratio- 
nale for selection among them. Such a theoretical base 
cannot currently be found, for three principal reasons. 
First, every available therapeutic method has its own the- 
oretical base, including assumptions about the reasons 
for the patient’s illness. For example, family therapy is 
not only a technique of treatment but also a theoretical 
system relating individual symptoms to the dynamics of 
family life. Second, within every major category of ther- 
apy currently practiced there are subcategories—each 
with its own unique characteristics (e.g., the various 
schools of psychoanalysis). The sheer volume of informa- 
tion involved is formidable. Finally, we must sadly note 
the urgency with which some theorists criticize colleagues 
who see things differently. Perls began one book by 
saying, “It took us a long time to debunk the whole Freu- 
dian crap...” (16). (The intense territoriality shown by 
many authors brings to mind Konrad Lorenz’ bon mot 
that we needn’t search any longer for the missing link be- 
tween the great apes and man—we are the missing link.) 

It is to be hoped that future developments in psychiat- 
ric theory will reflect greater concern for integration with 
other schools of thought and less for their displacement. 
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One attempt at such a synthesis—using psychodynamics 
and behavior modification—was recently made by 
Feather and Rhoads (17). Until this type of approach is 
more widespread, however, the eclectic faces the dilemma 
that technology applied without a theoretical base runs 
the danger of ending in dilettantism but that the alterna- 
tive—shifting between conflicting ideologies—may ex- 
ceed his intellectual capabilities. The problem will be 
compounded if a combination of treatments is used si- 
multaneously or successively, since what is encouraged in 
one form of treatment may be contraindicated in the 
other. 

This brings us to the matter of choice of therapy. Let 
us suppose that a young married man complains of anx- 
iety, insomnia, a generally phobic attitude to the world, 
and an unsatisfactory sexual relationship with his wife. A 
therapist could justify any one or a combination of the 
following therapeutic methods: individual insight thera- 
py, group therapy, joint psychotherapy of the married 
couple, a sexual retraining program, desensitization with 
directives for gradual socialization, etc. If the therapist 
specializes in one of these methods, this in itself may de- 
termine the form of therapy selected and in fact may be 
the reason the patient came to him in the first place. On 
the other hand, the eclectic, who has command of several 
treatment modalities, faces a choice. In the course of 
treatment he may also be forced to revise and reorganize 
this choice. How is this to be done? 

Detre and Jarecki suggested that “the patient be ex- 
posed to whichever therapy matrix most nearly resembles 
the aspect of life in which his difficulties originated or be- 
came manifest” (18). Thus, individual therapy would be 
recommended for patients who have had difficulty in one- 
to-one relationships or who need an assurance of a lot of 
confidentiality. Family therapy would be used when the 
picture of the patient’s relationship with significant oth- 
ers was confused or when these others were contributing 
to the problems significantly. This approach is simpler to 
describe than to implement because the source of the 
patient’s difficulty is defined differently in different theo- 
ries of treatment. For instance, family therapy could be 
recommended for almost any illness if one granted the 
assumption that every outbreak of symptoms in some 
way reflects disequilibrium within the family as a whole. 

And so our appetite is all the keener for a theory of ec- 
lectic psychiatry—essentially a metatheory that would 
provide a rational basis for the application of other theo- 
ries and types of practice. In such a system existing mo- 
dalities of theory and practice, such as psychoanalysis, 
family dynamics, etc., would be implemented in accord- 
ance with the needs of the patient. Since the choices 
would be logical and reproducible, they would be open to 
comparative research. 


General Systems Theory 


The theory that has commended itself the most for this 
purpose has been general systems theory (GST), since it 
can be applied without requiring physical or physi- 
ological models (19). Its history and early applications in 
psychiatry have been reviewed by Meir (20). Abroms (1) 
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has attempted to relate GST to eclecticism through the 
use of a hierarchical system extending from a molecular 
(biochemical, genetic) level to a molar level at the fur- 
thest point of interaction with the environment. Roughly 
speaking, the hierarchy might be listed as follows: cell, 
tissue, Organ, individual, family, neighborhood, nation, 
etc. 


Each mode depends on both its lower and higher neigh- 
bors to give it full meaning. For example, to be fully rounded 
concepts, “drives”? and “instincts” must be related to both 
their physiological underpinning and their representations in 
psychological structure. And, to skip levels, biochemical ex- 
planations of schizophrenia become progressively more 
meaningful as they are related successively to the schizo- 
phrenic’s psychological organization, his reality relation- 
ships, his family relationships, etc. (1, pp. 520-521). 


A more sophisticated hierarchy has been developed by 
Thorne and Nathan (21) based upon the organism’s lev- 
els of integration as assessed by systems analysis tech- 
niques. Somatic supporting functions are the “lowest” in 
the hierarchy. In order above these are psychophysiolog- 
ical supporting functions, consciousness, affective-impul- 
sive life, psychological supporting functions, self-func- 
tions, mental context factors (attitudes, ideology, habits, 
etc.), “the business of life in the world,” and peak crea- 
tive moments of life. This hierarchy is attractive because 
it includes such areas as creativity, altruism, life-style, 
etc., that are often germane to the way in which patients 
present themselves for treatment. Presumably environ- 
mental factors, now lacking in the scheme, could be 
worked into it. 

Whatever theoretical model is chosen, it ought to pro- 
vide a rationale for therapeutic intervention. For ex- 
ample, treating a patient who has failed in school with 
family therapy may work when individual therapy has 
failed. Family therapy would provide the opportunity to 
intervene in a subsystem (e.g., the father’s covert encour- 
agement of the child to fail) that previously was not ac- 
cessible—or even visible—to the therapist. It is this sort 
of clinical experience that has made GST a popular 
model, 

Nevertheless, GST falls short of being the sought-after 
eclectic theory. One shortcoming is that it does not pro- 
vide a basis for choosing a specific type of intervention. 
According to GST, intervention at any one level ought to 
be as good as at any other, although we know clinically 
that this is not true. A theory of eclecticism ought to pro- 
vide an indication of the level at which to begin—and 
when to switch levels, perhaps—that would be logical and 
experimentally verifiable. 

A second problem with GST is that in psychiatry the 
various levels of possible intervention are less uniform 
than we might wish. For instance, at the cell-tissue level 
we deal with concrete and observable phenomena (al- 
though some are still unexplained: enzyme action, cell 
membrane characteristics, etc.). When we jump to the 
level of the individual, however, we must add such real 
but intangible factors as love and hate. The hierarchy 
looks logical enough on paper, but conceptually there has 
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been a major break at this point. To consider these two 
levels as open subsystems in interaction with each other is 
difficult. We have neither the biochemical link nor the 
psychological link to make them contiguous. This objec- 
tion could be raised at other levels in the hierarchy as 
well. 

Another problem with GST is the essentially mechani- 
cal nature we are likely to ascribe to it. One supposedly 
applies ‘‘effort” to the system, thereby producing an ef- 
fect in the related subsystems. In a recent brief review, 
Rabkin noted that systems may change in another way as 
well—by transformation (22). This refers to a new ar- 
rangement or set of relationships that may suddenly oc- 
cur throughout the system—for instance, learning to ride 
a bicycle after a long period of unsuccessful practice, a 
sudden insight in psychoanalysis, or unexpected suicide. 
The familiar GST concept of “applied effort” is not use- 
ful here, except in the sense that therapy is ‘‘a context in 
which change becomes possible.” (Eclectics can, how- 
ever, take comfort in the fact that other theories of thera- 
peutic intervention equally fail to account for transfor- 
mations.) 


The Art of Therapy 


Perhaps the necessary theoretical system will never be 
found. Eclectic practice must then rest on “the art of 
therapy.” Medicine as art certainly has a long enough 
histary. As has been admirably stated by Colby in refer- 
ence to psychotherapy: 


[Psychotherapy is] a craft like agriculture, or medicine, or 
wine-making, in which an artisan relies on an incomplete, 
fragmeniing body of knowledge and empirically established 
rules traditionally passed on from master to apprentice. The 
artisan lacks a systematic, thoroughly tested, or even well-de- 
fined set of explanatory principles. His scraps of knowledge 
are not simply applied to an individual case but interpreted 
for each individual case in accordance with the artisan’s judg- 
ment and intuition (23, p. 349). 


In the context of Colby’s description we might call ec- 
lectic choices artistic ones—expressive of the self in the 
same mysterious way as is a composer’s decision to write 
a quartet at one time and a symphony at another, Such 
choices are impervious to scientific understanding at the 
present, and it may be that what we now know as art and 
science will have to be integrated before the issue of ec- 
lecticism {as well as a great many other issues) is finally 
resolved. In the meantime it continues to attract prac- 
titioners but to run the risk of resulting in dilettantism 
and therefore the risk of being rejected by the profession. 
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Directions: Each of the incomplete statements below is followed by five 
suggested completions. Select the one that is BEST in each case. 


Question 1 Disordered or disturbed thought processes are often considered 
(A) asufficient condition for the diagnosis of schizophrenia 
(B) a necessary condition for the diagnosis of schizophrenia 
(C) a necessary and sufficient condition for the diagnosis of schizophrenia 
(D) neither a necessary nor a sufficient condition for the diagnosis of schiz- 
ophrenia 
(E) neither a necessary nor a sufficient condition for the diagnosis of any 
mental disease 
Question 2. An electroencephalographic finding of one-to-ihree-per-second bisynchronous 


slow-wave activity over the frontal and temporal regions suggests 


(A) 
(B) 
(C) 
(D) 
(E) 


an antisocial personality disorder 

a focal lesion due to brain tumor 

temporal lobe epilepsy with spread to a frontal lobe 
diffuse organic changes involving both brain hemispheres 
no significant abnormality 


(The Questions of the Month are from APA’s Psychiatric Knowledge and Skills 
Self-Assessment Program: A Stimulus to Self-Learning. The answers are 
supplied on page 153. References for the questions are supplied on page 159.) 
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A Long-Term Follow-Up Study of 60 Adolescent Psychiatric Outpatients 


BY JULIAN I. PICHEL, M.D. 





The author describes a follow-up study of 60 psychiatri- 
cally disturbed outpatients who had first been seen at 
least ten years earlier. His findings suggest that adult dis- 
orders can be predicted on the basis of the patient's his- 
tory of earlier childhood difficulty and the nature of his 
adolescent symptoms. Psychotherapeutic treatment did 
not seem to have had an effect on the outcome for those 
with a poor prognosis. 


THOSE CONCERNED with the welfare of the child and the 
adolescent are faced with difficulties in evaluating the sig- 
nificance of emotional disturbances that occur before 
maturity. Adolescence in particular has been thought of 
as a time when a certain degree of distress and turmoil is 
part of the normal.growth process and wherein healthy 
development may not occur unless there are significant 
manifestations of unrest (1,2). Since adolescence is a 
time when some symptomatic behavior is expected and 
since this is not necessarily construed to be an indication 
of psychopathology, there may be a reluctance to inter- 
` vene because of an expectation that appropriate attitudes 
or behavior will reappear with further passage of time 
and spontaneous growth toward maturity. This long- 
standing concept that the “normal” adolescent may gen- 
erally show some symptomatic disturbance and then 
“grow out of it” has recently been challenged. Masterson 
and Washbourne (3, 4) have questioned the normality of 
manifest pathology in the healthy adolescent and the 
sagacity of doing nothing in the face of adolescent dis- 
order; they observed that, for the symptomatically dis- 
turbed, adolescence is only a “way station” on a contin- 
uum of psychiatric illness beginning in childhood and 
leading into adulthood. 

However, there are relatively few studies directed to- 
ward the long-term follow-up of young patients seen for 
psychiatric evaluation or treatment in outpatient settings. 
Most studies investigated outcomes for hospitalized 
patients (5-8), or attempted an assessment of outcome in 
disorders that are generally associated with poor prog- 
nosis and discouraging benefits from therapeutic inter- 
vention, particularly schizophrenia and delinquency (9, 
10). . 

Some confusion exists regarding the prognostic signifi- 
cance of presenting symptoms in adolescence. King and 
Pittman (7) noted that chronic illness may be predicted 
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by such initial diagnoses as chronic brain syndrome, 
schizophrenia, hysteria, and sociopathic personality. 
Garber and Polsky (6) emphasized the tendency to un- 
derestimate the adaptive capacity of the adolescent 
patient and found that subjective impressions were no 
better than chance in predicting outcome of therapy. 
Warren (11,12) suggested little correlation between 
childhood illness, prognosis, and subsequent outcome, ex- 
cept in cases involving psychosis. 


Uncertainty also prevails in assessing the significance 
of psychiatric intervention to the young patient himself, 
both at the time of the actual contact and as he looks 
back upon it from some point in adulthood. Garber and 
Polsky’s study (6) of hospitalized adolescents suggested 
that most patients looked back upon their hospital expe- 
rience as beneficial and necessary at the time, although 
they ascribed most of the benefits to various intangibles 
other than “therapy.” Levy (5) described the “‘screen”’ 
quality often coloring the response to treatment of those 
patients hospitalized in childhood and the discrepancy 
between subjective attitude toward treatment and sub- 
sequent outcome. 


PURPOSE 


This study was attempted in order to gain some further 
impressions about the eventual adult adjustment of indi- 
viduals seen during adolescence for psychiatric eval- 
uation and treatment. The study is perhaps unusual in 
that all patients were seen by me in a private outpatient 
general psychiatric practice that is part of a large multi- 
specialty group practice. Of particular interest in follow- 
ing my adolescent patients was the possibility of deter- 
mining correlations between my initial diagnostic 
impressions, the eventual outcome, and the prognostic 
significance of those initial diagnostic statements. Such 
connections would seem to have particular importance in 
making decisions about the appropriateness of the initial 
therapeutic invervention (assuming that treatment may 
be of some benefit) and in helping those who refer adoles- 
cents determine the most opportune time for directing 
the adolescent toward specific psychiatric evaluation or 
treatment. 

It was my hope also to gain some subjective impres- 
sions from former patients as to the meaning of psychiat- 
ric help to them. And, finally, I felt that this study might 
provide an opportunity to satisfy my own curiosity about 
the fate of my now grown-up patients, with many of 
whom I had once developed an important therapeutic 
and human relationship (at least in my view). I recog- 


nized, however, the hazards of recontacting patients: the 
reactivation of strong feelings (13), the difficulty in main- 
taining objectivity, and, as noted by Garber and Pol- 
sky (6), the unhappy possibility that the young patient 
may not have done well. This circumstance in itself may 
account for the dearth of follow-up studies of children 
and adolescents, if not the virtual absence of studies per- 
taining to the outcome for an individual therapist’s own 
particular patients. 


METHOD 


Subjects for follow-up study were selected by locating 
records of all patients whom I had seen for evaluation 
sometime during their adolescence (ages 11-18), who 
were first seen at least ten years before follow-up contact, 
and who would be at least 21 years old at the time of fol- 
low-up. Of this group, cases were eliminated when 
records failed to provide sufficient initial diagnostic and 
historical data to have allowed the formation of a diag- 
nostic statement, a prognostic comment, and a specific 
recommendation for further care or disposition. Also 
eliminated were patients diagnosed as having any pri- 
mary or significant organic component to the adolescent 
disturbance (e.g., mental retardation, minimal brain syn- 
drome, hyperkinetic behavior disorder) and patients who 
were obviously highly transient and from whom one 
could expect little response to the follow-up. 

Of the total case records reviewed, it was possible to 
obtain a group of 113 suitable for follow-up. The records 
in these instances contained historical information, in- 
cluding the patient’s history of early childhood devel- 
opment and adjustment, diagnostic formulations stated 
in accordance with APA nomenclature (14) current at 
the time of first contact and supported by psychological 
testing in many instances, a predictive statement, and 
recommendation for further care. 

It was possible to locate the present addresses of 83 (75 
percent) of these 113 subjects (or of their parents) by 
searching telephone books and current medical records. 
To each available person, or to his parent with a request 
to forward, was sent a questionnaire and a cover letter 
that explained the purpose of the inquiry, encouraged 
participation, and assured anonymity. The questionnaire, 
which was extensive, solicited responses related to the 
subject’s recollection of the initial contact and the cir- 
cumstances surrounding it and information pertaining to 
subsequent and current adjustment and life circumstance. 

Of the 83 out of 113 cases for whom an address was 
found for either subject or parent and to whom an inquiry 
was mailed, initial responses were obtained from 57 (or 
70 percent). A second mailing was sent to a random ten 
of the 26 nonrespondents, resulting in an additional three 
replies, bringing the total follow-up group to 60 (74-per- 
cent return). In order to assess whether or not the non- 
responders might represent a group different in some re- 
spects from the responders, their records were reviewed; 
they showed no differences in the distribution of diag- 
nosis, prognosis, and disposition from the responding 
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TABLE | 
Initial Diagnoses of Subjects by Sex 


Mtii R rv asset a A eA 





Diagnosis Men Women Total 
Personality disorder 18 9 27 
Psychoneurctic disorder 4 15 19 
Adjustment reaction of adolescence 4 3 7 
Schizophrenic reaction 3 3 6 
Psychophysiologic reaction 0 l | 





group. Telephone inquiry was made of a sample from the 
group of nonresponders. In several instances parents who 
were reached acknowledged their failure to forward the 
inquiry; one parent justified this on the basis of not want- 
ing to “upset” the individual. One divorced spouse who 
was reached refused to cooperate or provide an address, 
and several subjects stated they had received the initial 
and second inquiry and would return the questionnaire, 
yet failed to do so. 

There is some question about the validity of informa- 
tion received from responses to mailed questionnaires. 
There may be a tendency on the part of respondents to 
distort or respond in otherwise biased ways or for an in- 
vestigator to be more prone to draw rationalized gener- 
alizations than might be the case with face-to-face con- 
tacts (6). In this study, however, I felt there might be 
equivalent or greater bias on the part of both subject and 
investigator with direct contact in view of the emotional 
investment stemming from the prior psychotherapeutic 
relationship that had prevailed in many instances. How- 
ever, in order to obtain some impression of the differ- 
ences between follow-up responses obtained by question- 
naire and those obtained by interview or other means, a 
direct contact was arranged with a randomly selected 
sample of ten respondents following assessment and anal- 
ysis of their written replies. Also, information regarding 
adjustment was obtained from the therapists of five sub- 
jects who were found to be undergoing psychotherapy at 
time of follow-up and, finally, from parents of 15 of the 
respondents who were interviewed by telephone. There 
appeared to be generally good agreement between 
patients’ assessment of their status as reflected in their re- 
sponses to the questionnaire, my clinical impression 
based on direct interview, and the impressions reported 
by patients’ therapists. Somewhat poorer'agreement ex- 
isted between subject assessment and parent opinion; par- 
ents showed more bias in both positive and negative di- 
rections. In any event, for the purposes of this- study it 
appeared that reasonably valid responses could be ob- 
tained from the questionnaire method. 


RESULTS 
Of the 60 patients studied, the age range at the time of 


the initial contact was 11 to 18 and at the time of the fol- 
low-up, 21 to 35; the average age of the respondents was 
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TABLE 2 


Comparison of Therapist's Predictions and Patients’ Reports of Overall Adjustment 


eR NL NN A n a i A A404 re 9 dP pp ppp in hr yen a oe 


Reported Adjustment 


Therapist’s Prediction 


Diagnosis Number Good Fair Poor Good Poor 
Sa a a ee a ee = Ee 
Personality disorder 27 8 6 13 14 13 
Psychoneurotic disorder 19 9 6 4 14 5 
Adjustment reaction 7 5 l | 7 0 
Schizophrenic reaction 6 0 l 5 i 5 
Psychophysiologic reaction | 0 l 0 | 0 

Total 60 22 15 


23 37 23 





25. Ten years was the shortest follow-up interval and 18 
years the longest. There were 29 men and 31 women in 
this group. The major categories of initial diagnoses are 
represented in table |. 

It is of interest that no patients received a primary 
diagnosis of affective disorder, although depressive symp- 
tomatology was frequently part of other diagnostic syn- 
dromes. The absence of affective disorder in this group is 
in contrast to studies of King and Pittman (7), who found 
that affective disorder represented a large diagnostic cat- 
egory among 65 adolescent hospitalized boys. However, 
other studies have noted a very low incidence of affective 
states (12, 15). These differences in diagnostic labeling 
may reflect differences in emphasis among investigators 
rather than significant discrepancies in the composition 
of the groups studied. 

At the time of initial contact, 37 of the 60 patients con- 
tinued beyond’the evaluation procedure into psychiatric 
treatment. These 37 were seen in therapy for varying pe- 
riods of from four to over 200 hours; 30 patients were 
seen by me, three by other therapists to whom they had 
been referred, and four in residential treatment settings 
to which they had been referred. Of the remaining 23 pa- 
tients, no treatment was felt to be indicated in 11 in- 
stances, and for 12 patients further help was recom- 
mended but not accepted. 

Thirty-seven patients were initially determined to have 
a fair-to-good prognosis and 23 a guarded-to-poor prog- 
nosis. Predictive statements were determined on the basis 
of several objective and subjective factors including the 
nature of the initial diagnosis and initial complaint, the 
history of prior childhood disorders, the nature of the 
family and situational milieu, and the capacity to relate 
and establish rapport during the evaluatory contacts. A 
good prognosis implied the expectation that the patient 
would recover from his or her symptoms of adolescent 
distress, eventually reach a state of mature adult func- 
tioning without indications of gross psychopathology, 
and achieve a subjective sense of well-being. A poor prog- 
nosis implied the expectation that the patient would ex- 
hibit subsequent dysfunction manifested by continued or 
recurrent symptoms; problems in achieving success or 
satisfaction in educational, employment, or marital en- 
deavors; a.need for further psychiatric attention; and 
complaints of lack of sense of well-being. 
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At the time of follow-up, 22 respondents reported a 
good adjustment, disclaiming any significant problems; 
16 described a fair adjustment with some symptoms, and 
22 indicated major difficulty. Differences were evident in 
comparing good adjusters and poor adjusters from the 
standpoint of original diagnosis, as noted in table 2. As 
might be anticipated, those individuals diagnosed as hav- 
ing had adjustment reactions proved to make the most 
satisfactory adjustment, those with psychoneurotic reac- 
tions reported generally fair-to-good adult adjustment, 
those with personality disorders did less well, and those 
diagnosed as schizophrenic did least well. 

Of the 37 patients predicted to do well, 21 reported 
good adjustment, while eight reported fair and eight poor 
adjustment. Of the 23 expected to do poorly, 15 reported 
poor adjustment, while seven reported fair and one good 
adjustment. Although the accuracy of the predictions ap- 
peared good in an overall sense, there were discrepancies 
between expected outcome and actual outcome in specific 
instances, particularly in the personality disorder group, 
in which the accuracy of the prediction was little better 
than chance. It seemed easier to prognosticate with rea- 
sonable accuracy the poor adjusters than the good adjust- 
ers in this group. Some trends seemed evident in exam- 
ining the outcome for individuals diagnosed as having 
particular psychoneurotic or personality disorders, al- 
though the numbers in various diagnostic subcategories 
were too few to draw valid general conclusions. Those 
diagnosed as having obsessive-compulsive neurosis fre- 
quently reported further difficulty. Those diagnosed as 
having phobic or anxiety reactions tended to do better. 
Adolescents diagnosed as having a schizoid personality 
frequently reported poor adjustment; several of these de- 
veloped overt psychotic reactions later in life while sev- 
eral others eventually made homosexual adjustments. 
Most of those who developed a “‘hippie’’ life-style (not a 
prevailing manner of adjustment when the patients were 
first seen) were initially diagnosed as having had a per- 
sonality-type disorder, usually schizoid or passive-ag- 
gressive, and all who reported such an adjustment were 
felt to have had a poor prognosis. In contrast to other 
surveys (15, 16) there did not appear to be a significant 
difference in outcome between men and women diag- 
nosed as having personality disorders. 

Twenty-five of the 60 subjects (40 percent) had been 


married at the time of the follow-up; three persons had 
had more than one marriage, three were divorced, and 19 
were in intact marriages. Of those who had married, 18 
were women and seven men. Only three of the 25 mar- 
riages occurred among those individuals predicted to 
make a poor adult adjustment. 

In regard to education, the lowest level of school atten- 
dance reported was tenth grade; ten other subjects had 
graduated from high school; 30 had had some college 
education or were still pursuing an education; and 19 had 
graduated from college (of these, nine had gone on to 
some postgraduate education). Only three of the group 
predicted to make a poor adjustment were among those 
who had graduated from college. 

Concerning occupation, 15 were still in school; 12 were 
engaged in a professional activity (engineering, teaching, 
law, social work, business); 11 were in clerical, secretar- 
ial, or blue-collar jobs; 11 were full-time housewives; four 
were unemployed; and four were in other miscellaneous 
endeavors. One subject was hospitalized in a psychiatric 
facility (four others had been hospitalized) and two had 
died, one by suicide and the other in Viet Nam (informa- 
tion was obtained from families in these cases). Those 
unemployed, the person deceased by suicide, and the ones 
hospitalized had all been predicted to make a poor ad- 
justment. 

Twenty-five subjects (40 percent of the total number) 
reported the prior psychiatric contact as positively help- 
ful, 28 recalled it as unhelpful or detrimental, and seven 
were unsure or had no opinion. Of those 37 seen for treat- 
ment beyond an initial evaluation, 21 (60 percent) felt 
that the contact was helpful while only three of the 20 
seen only for evaluation felt that this contact had served 
any useful purpose. 

Of the 37 treated patients, 22 were initially felt to have 
a good outlook. Eighteen of those 22 reported a good ad- 
justment, while four reported a poor adjustment. Fifteen 
treated patients were given a poor prognosis and all but 
one of these subsequently reported significant further dif- 
ficulties. In the group not treated, 12 were felt to have a 
good prognosis and of these 12, eight reported good ad- 
justment. With one exception, the 11 nontreated subjects 
who were believed to have a poor outlook reported poor 
adjustment. 

These findings suggest that it might be possible to pre- 
dict with some degree of accuracy which individuals seen 
in adolescence will make a satisfactory adult adjustment 
and which ones will have further trouble. These findings 
also suggest, however, that the course of events was not 
altered particularly by psychotherapeutic treatment. 
Those who were expected at the outset to do well did so, 
whether or not they were treated; those not expected to 
do well did not do well in spite of treatment. In fact, there 
was a slight shift in both treated and untreated groups in 
the direction of adult maladjustment that was greater 
than expected. Curiously, the two-thirds of the treated 
who reported that they had been helped by treatment did 
not respond on the basis of their reported level of adjust- 
ment, since just as many poor adjusters as good adjusters 
claimed benefits from their psychiatric contact, including 
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several with histories of repeated psychiatric hospital- 
ization. 

In an uncontrolled sample of this nature, it is impos- 
sible to do more than speculate about the relative benefits 
of therapy for those felt to be in need of it. One can al- 
ways rely upon the comforting thought that those who re- 
ceived treatment and did poorly would have done even 
less well had they not been treated. This finding, however, 
could also reinforce the suggestion that there is little dif- 
ference in outcome among treatments or between those 
treated and those not treated (17). In any event, it was ap- 
parent that most of those who had treatment believed this 
to have been a useful experience even though their belief 
could not be supported by the objective criteria of more 
successful functioning. 


COMMENT 
/ 

This study indicates that it is possible to predict with 
some accuracy eventual adult adjustment on the basis of 
characteristics and symptoms presented in childhood and 
adolescence. It supports the contention that symptomatic 
disorders of adolescence are often reflections of a contin- 
uum of emotional difficulty beginning early in life (3, 4). 
In this group of 60 troubled adolescents, 20 percent had 
histories of childhood problems sufficient to have re- 
quired psychiatric attention during childhood. Forty-six 
percent cf the 60 reported further difficulty sufficient to 
require psychiatric help in adulthood. All but one of the 
adolescents seen who had psychiatric contact in child- 
hood reported further psychiatric contact.in adulthood. 

A poor outcome for symptomatic adolescents, appears 
related to history of earlier childhood disorder and a 
diagnosis of psychosis, personality disorder (particularly 
schizoid personality disorder), or obsessive-compulsive 
neurosis. Compared with the group predicted to have a 
more favorable outlook, those with a poor prognosis re- 
ported a higher incidence of poor adult adjustment 
marked by lower educational achievement, lower occupa- 
tional level, fewer marriages, more psychiatric treatment, 
and more subjective complaints of unhappiness. Al- 
though most of those who were treated felt they had ben- 
efited, these benefits were not measurable by objective 
criteria. 
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Submission of New Research Abstracts for the 1974 


Annual Meeting, May 6-10, Detroit, Michigan 


THE 1974 ANNUAL MEETING, like the 1972 and 1973 meetings, will include a series of four New 
Research sessions. Those interested in presenting papers at these sessions should obtain an 
abstract form from the Office of the Chairman of the Program Committee, American Psychi- 
atric Association, 1700 Eighteenth Street, N.W., Washington, D.C. 20009. It is not necessary 
to supply the full text of a paper submitted for consideration for New Research sessions. Com- 
pleted abstracts must be received in the Office of the Chairman of the Program Committee by 


March 1, 1974. 
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Successful Psychiatric Rehabilitation Using an Inpatient Teaching 
Laboratory— A One-Year Follow-Up Study 


BY MARION K. JACOBS, PH.D., AND O. LEE TRICK, M.D. 





The authors describe a one-year follow-up study of psy- 
chiatric patients hospitalized at the West Virginia Uni- 
versity Medical Center. They found a rehospitalization 
rate considerably below the national average; also, about 
three-quarters of the patients had returned to their usual 
home and job responsibilities. A fter describing the treat- 
ment program, the authors attempt to identify the vari- 
ables that contribute most strongly to success ful rehabili- 
tation. 


WITH THE CURRENT EMPHASIS on returning hospitalized 
psychiatric patients to the community within relatively 
short periods of time, it is essential that we as providers 
of treatment examine which types of treatment programs 
are most effective in facilitating the patients’ rein- 
tegration into nonhospital society. As recently pointed 
Out in an excellent review article (1), most inpatient treat- 
ment innovations can achieve improvements in the 
patients’ in-hospital behavior, but “traditional methods 
of treating hospitalized psychiatric patients, including in- 
dividual therapy, group therapy, work therapy, and drug 
therapy, do not affect differentially the discharged 
patients’ community functioning as measured by recidi- 
vism and post-hospital employment.” Anthony and col- 
leagues (1) found that, despite differences in the type of 
institutions from which samples were obtained, the years 
in which analyses were made, and the different geo- 
graphic areas involved, the results are amazingly similar. 
These results suggest a general rehospitalization rate of 
approximately 40 to 50 percent and a 20- to 30-percent 
employment rate for a one-year period following dis- 
charge, the latter being defined as the patient’s either 
working full-time throughout the year or being employed 
at the time of follow-up. 

Given these somewhat discouraging statiStics, it is cru- 
cial that we continue to seek creative approaches to reha- 
bilitation and carefully evaluate the results of our efforts. 
The meager experimental evidence that is available 
seems to suggest that “total push” therapy programs— 


Dr. Jacobs is with the Counseling Center, University of California, Ir- 
vine, Calif. 92664. Dr. Trick is Associate Professor and Director of the 
Inpatient Program, Department of Behavioral Medicine and Psychia- 
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ie those programs which attempt to therapeutically 
structure the patients’ total hospital environment—offer 
promise. 

Programs included under the label of “total push” can 
range from so-called therapeutic milieus to token econo- 
mies. However, they generally share certain features (2) 
that include increased social interaction and group activi- 
ties, group expectancy and group pressure for socially ap- 
propriate behavior, rewards for acting adaptively, more 
informal relationships between patients and staff, focus 
on goal-directed communication, freedom of movement, 
and treatment of the patients as responsible adults. 

One such comprehensive program, described by its au- 
thors as a “behavior milieu therapy” (3), has been able to 
demonstrate, in a carefully controlled outcome study, a 
rehospitalization rate of only 14 percent, compared with 
50 percen: for the other wards in the same hospital. Un- 
fortunately these figures reflect return rates only to the 
same hospital and give no indication of how many 
patients were hospitalized elsewhere. 

The follow-up study we will describe here provides the 
strongest evidence to date for the value of at least one 
type of “total push” program by demonstrating a one- 
year readmission rate of only 20.9 percent at any psychi- 
atric inpatient facility, a one-year readmission rate of 5.3 
percent to the same facility, and a one-year rate of the 
patients’ return to usual home and job responsibilities of 
74.4 percent. 


THE PROGRAM 


The inpatient psychiatric service at West Virginia Uni- 
versity Medical Center is a 32-bed unit located on the top 
floor of a 450-bed university hospital. It is a totally open 
ward that places full responsibility on the patients for 
their own behavior. It accepts only voluntary admissions 
and treats patients of all diagnostic categories. The aver- 
age length of stay in the hospital is about two weeks and 
the unit serves about 800 patients a year. In addition to 
providing clinical services to patients, it serves as an in- 
terdisciplinary training setting for psychiatric residents, 
psychology interns, and medical, psychology, social 
work, and nursing students. Since the program has all of 
the typical features of therapeutic communities and has 
been described elsewhere in considerable detail (4), only 
the more unique features will be detailed here. 

Eight to 12 third-year medical students, supervised by 
four first-year psychiatric residents and faculty, have 
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principal responsibility for patient care. The faculty con- 
sists of one psychiatrist, one psychologist, and one social 
worker, all of whom are available as consultants to both 
the students and residents. Treatment emphasizes group 
therapy for both the patient and his family and includes 
two and one-half hours of group meetings daily. All 
patients and students are divided into four small groups, 
each consisting of two to three student doctors, their own 
patients, a psychiatric resident, a graduate student in so- 
cial work, a graduate student in psychology, several 
third-year nursing students, and a staff nurse. (It is not 
uncommon for students to outnumber patients.) Follow- 
ing one-hour small-group sessions, all patients, students, 
and staff meet for an additional half hour in a large group 
meeting. We believe it is this meeting, where each individ- 
ual is potentially accountable to the entire “community” 
for his behavior, that serves to generate the social pres- 
sure that acts as a check on acting out and bizarre behav- 
ior. Daily one-hour meetings (“behavioral laboratories”) 
are also conducted for faculty, residents, and students to 
help them deal with their feelings and attitudes about 
themselves, the patients, and the program. The small 
groups meet again in the afternoon without the resident. 
Thus it is obvious that these students participate very ac- 
tively and carry greater responsibility than their peers in 
most medical schools. 

A key assumption of the program is that training for 
students and staff and therapy for patients, far from 
being separate entities, are highly similar educative proc- 
esses. The entire unit 1s conceived as a teaching labora- 
tory and the goal for all participants, whether they are 
technically patients, staff, students, or faculty, is to learn 
more about human behavior—particularly their own. 

This teaching laboratory approach stimulates direct 
here-and-now interaction among people, giving each indi- 
vidual a chance to learn about his strengths and weak- 
nesses by openly examining his contributions to the rela- 
tionships in question. Each person thus becomes a 
student of his own behavior and has an opportunity to in- 
crease his interpersonal skills by studying his behavior, 
learning from it, and practicing behavioral change when- 
ever he decides that his current manner of relating to oth- 
ers is not bringing the responses and interpersonal re- 
wards he desires. Each person is also charged with the 
responsibility of being a teacher; he discharges this re- 
sponsibility by giving others feedback about the effects of 
their behavior on him. In short, all participants—whether 
patient, faculty, student, or staff—operate at a peer level 
of behavioral evaluation. 

This model views the patient not as sick but, rather, as 
a person who has learned maladaptive ways of relating. 
Since his behavior toward people in the hospital is not 
likely to be very different from his typical ways of relat- 
ing to people in society at large, we can easily obtain 
clear-cut samples of how he acts without having to rely 
on self-reports. We can then proceed to help him work on 
appropriate changes. Although one can hope that the stu- 
dents, staff, and faculty have not developed behavioral 
patterns that are as socially maladaptive as the patients’, 
they too need the kind of constant interpersonal feedback 
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that will teach them to use their personalities in ways that 
are maximally effective professionally and personally, 
with both patients and co-workers, in whatever field of 
health care they ultimately choose. 

As one might expect, this approach is at first quite 
threatening to all involved. Patients expect to be allowed 
to retain their “sick” role and to have someone take re- 
sponsibility for them. Frightened medical students prefer 
to be junior doctors in white jackets and to focus on the 
patients’ behavior, not on their own. The faculty feel in- 
secure about giving up the protection afforded by their ti- 
tles and status and finding out how they are really seen by 
the consumers of their services—namely, students and 
patients. However, during the four years the program has 
been in effect, we have accumulated considerable evi- 
dence (4) that most participants find the experience 
highly beneficial. 


THE FOLLOW-UP STUDY 


The data we had collected previously indicated that at 
the time of discharge patients were highly satisfied with 
their treatment, felt they had improved greatly, and 
would definitely recommend the program to others. 
However, we were aware that many patients leave the 
hospital in an overly optimistic state. We felt the need to 
know what had happened to them throughout the first 
year following discharge. Accordingly, a form was devel- 
oped' to allow a trained interviewer to obtain detailed in- 
formation concerning rehospitalization, outpatient fol- 
low-up treatment, use of medications after discharge, 
return to usual responsibilities, and satisfaction with 
treatment during hospitalization. 

The sample consisted of the first 158 patients dis- 
charged May 1, 1971, or later; interviews were conducted 
in May 1972 and the several months following. From this 
group we were able to obtain completed survey forms 
from 95 patients, upon which the data reported here are 
based. (The reason for most [77 percent] of the incom- 
pleted forms was that the patient could not be contacted 
after attempts on three different occasions; other reasons 
included refusal to be interviewed, death of the patient, 
etc.) Of the patients sampled, 30.8 percent were men and 
69.2 percent were women. Thirty-six percent had a diag- 
nosis of psychosis (primary or secondary). Other primary 
diagnoses were neuroses (32.2 percent), personality dis- 
orders (9.9 percent), alcoholism (11.6 percent), drug de- 
pendence (2.5 percent), psychophysiologic disorders (3.3 
percent), and transient situational disturbances (5.0 per- 
cent). 

The most significant outcome finding, as noted earlier, 
was that only 5.3 percent of the patients were rehospital- 
ized at West Virginia University Hospital and 15.7 per- 
cent elsewhere, yielding a total rehospitalization rate of 
only 20.9 percent, a rate far below national averages and 
lower than rates we have seen for any other specific pro- 


' A copy of this form can be obtained from the authors on request. 


gram. Also, of the patients who were not rehospitalized, 
72.6 percent reported feeling no need to return to a hospi- 
tal. Only 6 percent felt the need for readmission but did 
not seek it for a variety of reasons. 

This extremely low rehospitalization rate is of particu- 
lar interest to us since 44.2 percent of our patients ob- 
tained no outpatient follow-up care during the year (al- 
though many more had been advised to do so). This 
might suggest that although the inpatient treatment pe- 
riod averaged only two weeks it was of sufficient intensity 
to have some lasting beneficial effect, even without fol- 
low-up treatment. Obviously other explanations are plau- 
sible and we cannot do more than speculate. 

The other major finding was that 74.4 percent of the 
patients had returned to their usual home and/or job re- 
sponsibilities and 1.1 percent had changed their circum- 
stances (e.g., divorce) but had similar or higher levels of 
responsibility; 5.3 percent had shifted to lower levels and 
20.3 percent were unable to resume responsibilities. Al- 
though it has been suggested that employment is a supe- 
rior indicator of rehabilitation (1), it was felt that with 
our population—many of whom were not primarily em- 
ployed and most of whom were women who had primary 
responsibilities that centered around homemaking—em- 
ployment alone would be a misleading indicator. For this 
reason we have made the same assumption that most vo- 
cational rehabilitation groups have made and consider 
homemaking an occupation. 

Finally, we were interested in knowing how the 
patients viewed the treatment program after having a 
year to assess its effects on them and their families. Our 
data indicate that 34.4 percent found it very useful, 44.9 
percent useful, and 21.5 percent not useful; while 79.6 
percent would definitely recommend the program to a 
family member needing treatment, 12.9 percent thought 
they might, and 7.5 percent definitely would not. Finally, 
of those who were not rehospitalized, 87.6 percent would 
return to West Virginia University Hospital if they 
needed further inpatient treatment and 12.4 percent 
would prefer to go elsewhere. 


DISCUSSION 


Naturally, we see these findings as encouraging evi- 
dence that our treatment program is in fact helping to ef- 
fectively prepare psychiatric patients for successful re- 
turn to their families and the community. Given the 
complexity of any milieu therapy program, it is most dif- 
ficult to differentiate the particular effects of any one as- 
pect of the treatment it provides. However, since we do 
feel that a successful combination of variables has 
evolved in our program, we would like to speculate 
briefly on what the key factors are. 

First, by conceptualizing the patients’ symptomatic be- 
havior as a learned maladaptive means of relating inter- 
personally, rather than an illness, we can proceed with the 
process of unlearning and relearning. This is facilitated 
by the systematic application of social learning theory 
principles (5) such as modeling and social reinforcement. 
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But of equal importance is the clearly communicated ex- 
pectancy that the patient is capable of controlling him- 
self, acting appropriately, taking responsibility for all of 
his behavior, and learning new behavioral patterns. The 
lesson we have learned is that if the staff believes it, 
patients come to believe it too, and do in fact make major 
changes. Clearly these concepts are not new, and many 
professionals would verbally endorse them. But verbal 
endorsement is a far cry from putting them into practice. 
Most so-called open wards are not really open. Many are 
locked at certain hours, patients find themselves placed 
into seclusion or restraints for misbehaving (“acting 
out”), razor blades are prohibited, etc. In dozens of other 
subtle ways the staff communicates the double message, 
“I expect you to be a responsible adult but you’re still a 
mental patient and just in case you can’t control yourself, 
IIl do it for you.” To have a maximally effective milieu, 
the staff must trulv believe that the patient is responsible 
for his own behavior, and this must be reflected in the to- 
tal operation of the program. 

Another major factor as we see it is the number of stu- 
dents (15 to 30) of varying disciplines who are assigned to 
the program at any one time. We have found that, far 
from being a liability, this constitutes a massive input of 
“healthy” modeling and concern into the social system. 
The large number of trainees has proved to be one of the 
best features of the program. This is consistent with re- 
search suggesting that therapy groups composed of 
friendly, expressive, person-oriented members are more 
effective than groups whose members lack such attri- 
butes, and that the worst place to do therapy with a schiz- 
ophrenic is in a group of schizophrenics (6). 

Also, the peer level of relating that is established 
among students, patients, and staff tells the patient that 
no demands for self-exploration and change are being put 
on him that are not also being put upon everyone else. 
The patients find this environment psychologically safe 
for learning and changing because the staff actively dem- 
onstrates that they too are willing to take the kinds of 


‘personal risks the patient is asked to take. Conversely, so 


often in more traditional psychotherapies a closed, emo- 
tionally distancing therapist urges the patient to be open, 
honest, and thus vulnerable. This imbalance fosters resis- 
tance to change. 

Finally, there is the use of third-year medical students 
as frontline therapists. We can certainly understand the 
skepticism that some readers will experience at such an 
idea, and can offer only our own clinical judgments, the 
patients’ reported satisfaction with the program, the stu- 
dents’ satisfaction and their superior performance on na- 
tional board exams, and the rehabilitation figures quoted 
above as proof that it works. It is difficult to specify why 
the use of “untrained” therapists works. The students’ 
enthusiastic involvement, concern, sense of responsibility, 
and willingness to use themselves as models of how to un- 
dertake self-inventory and make appropriate behavioral 
changes are undoubtedly part of the answer. 

Although the previously mentioned factors seem to 
stand out in comparison to other programs, we make no 
pretense that these represent all the answers. Constant 
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A Workshop on Writing for Scientific Journals 


THE 1974 ANNUAL MEETING of the American Psychiatric Association will feature a workshop 
on writing for scientific journals, to be held on the afternoon of Monday, May 6, and the 
morning of Tuesday, May 7. The workshop, cospohsored by APA and the American Medical 
Writers Association (AMWA), will offer practical information and instruction on four sub- 
jects: common writing faults, organizing medical reports, preparing an abstract, and submitting 
a manuscript. Work assignments, which will be sent to registrants before the meeting, will 
form the basis for initial discussions during the workshop sessions. The course will begin with 
brief introductory lectures by the AMWA faculty, followed by small-group discussions in 
separate rooms on the four basic subjects. The workshop will conclude with a panel discussion 
in which participants will have the opportunity to question the editors of several psychiatric 
journals. 

Registration is limited to 50 participants; all applications for participation must be received 
by April I. The registration fee is $50. For further information on registration, write to the 
American Journal of Psychiatry, 1700 Eighteenth Street, N.W., Washington, D.C. 20009. 
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Six- Year Specialist: A Progress Report 


BY JAMES A. RUGOWSKI, M.D., AND JOHN R. MARSHALL, M.D. 


The authors describe a pioneer program in which ap- 
proximately half of the available first-year psychiatric 
residency positions were given to students who had just 
completed their third year of medical school. They de- 
scribe the problems encountered as the program was ini- 
tiated, the effect it has had on other departments of the 
medical school, and the relationships that developed be- 
tween the six-year and traditional residents. The overall 
effect of the program has been good, but the authors dis- 
cuss some problems that remain to be worked out. 


IN JULY 1970, the Department of Psychiatry at the Uni- 
versity of Wisconsin began admitting students into its 
residency program after their completion of three years 
of medical school training. (This amounted to about six 
residents per year or approximately half of each class.) 
The program was created to provide basic medical and 
psychiatric specialty training by integrating the medical 
school, an optional internship, and the psychiatry resi- 
dency into a six-year experience. The rationale and de- 
tails of the program were presented in two previous publi- 
cations (1, 2). 

This paper is a report of our experience with the six- 
year program as it is about to graduate its first class. We 
are a member of that first class and a faculty member 
who has been intimately involved with the program. The 
data are taken from the results of preliminary objective 
testing used in evaluation of the program, anonymous 
questionnaires, in-depth interviews with residents and 
faculty, and our own impressions. The focus will be on 
the effects of the program as experienced in the depart- 
ment, the residency group, the medical school, and by 
the six-year person himself. (A more detailed report of 
the data will be presented later upon final analysis.) 


CONSIDERATIONS WITHIN AND OUTSIDE THE 
DEPARTMENT 


For several years before the creation of the six-year 
program at Wisconsin, discussion within our department 
had focused on the creation of a new mental health pro- 
fessional, who, without a medical degree, would never- 
theless have a basic medical background and be licensed 
to prescribe psychotropic drugs. Simultaneously, the 
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medical school curriculum committee revised the curricu- 
lum, making the final predoctoral year largely elective. 
The realization that the idea of a new profession might be 
premature, coupled with these changes in the medical 
school (and the phasing out of the internship on a na- 
tional level), coalesced in faculty enthusiasm for the con- 
cept of a compressed medical school-residency program. 
Thus, in a way, the beginning of the six-year plan had an 
anticlimactic flavor, for the differences among our fac- 
ulty, conceptual and otherwise, had been worked on at 
great length and had been largely resolved. 

Individual members of the faculty had expressed con- 
cern that with our heavy commitment to the six-year pro- 
gram, it might become our “‘cause,”’ robbing energies 
from other departmental programs. This has not oc- 
curred, possibly because the actual administration of the 
six-year-plan differs little from that of the traditional 
residency. (One might argue that it is at this point, when 
it is no longer so “special,” that a new program faces its 
truest test.) In any case, the success of the program and 
performance of the six-year residents have renewed de- 
partmental interest in the creation of a new mental health 
profession. 

Although implementation of the program was remark- 
ably smooth internally, there have been extramural con- 
flicts. The factors involved in these conflicts are complex 
and possibly unique to our setting: our department is best 
characterized as eclectic and without a strong organic 
tradition, a composition that has distanced and occasion- 
ally alienated other departments in our relatively con- 
servative hospital setting. Given this history and the fact 
that the new program deviated sharply from traditional 
models of medical training, initial approval of it by the 
medical school faculty at large was neither likely nor, for- 
tunately, required. Working, therefore, through the es- 
sential administrative channels and in collaboration with 
the National Institute of Mental Health, members of the 
department obtained approval and funding of the pro- 
gram and inaugurated it in July 1970. Rather than at- 
tempting to bring our nonpsychiatric colleagues along 
through argument and promise, our chosen course was 
letting the program speak for and justify itself in action. 
However, this course was soon to manifest itself in diffi- 
culties—the following is an example. 

The details of the role of the six-year resident in the 
emergency room remained to be worked out; it was as- 
sumed that these residents would function in the same ca- 
pacity as postdoctoral first-year residents with a similar 
system of close faculty supervision. However, challenges 
were not long in forthcoming. After the program began, 
the department started receiving complaints concerning 
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the six-year residents on call that initially took the form 
of “He is not an M.D. and can’t legally function in this 
capacity.” The hospital administration attempted to help 
by clarifying that the six-year resident had the legal 
status of an intern and that an M.D. was probably not re- 
quired for consultation. The department again pointed to 
the close supervision the residents were receiving, but 
complaints continued. Never were these complaints 
about an individual’s competency nor, when pressed, 
were critics able to point to specific examples of mistreat- 
ment or unwise decisions. In practice, the house staff ap- 
peared willing to accept the consultation of the super- 
vised residents, but the stance of some faculty members 
of other departments remained: “‘How could they possi- 
bly be competent?” 

Although the concern over the role and the perform- 
ance of the six-year person in the emergency room was a 
real and important issue, these complaints had an im- 
placable, overdetermined quality. It appeared as though 
the emergency room issue had activated resentment to- 
ward the program (and perhaps psychiatry in general) 
which the department’s chosen style of implementation 
had prevented from being worked through originally. In 
addition, the presence of the six-year person seemed to 
stimulate certain questions: ““Why should my intern or 
resident accept advice from someone with fewer years of 
training?” and “Were my extra years of training worth it 
or necessary?” Negative or equivocal responses to ques- 
tions like these fueled further resentment toward the de- 
partment, the program, and the six-year resident himself. 
Thus, in this situation, it seemed the six-year resident was 
in part serving a scapegoat function for underlying issues. 

Since interdepartmental discussions failed to secure a 
compromise, the department finally decided to provide 
an on-the-spot senior resident backup for the six-year 
resident along with faculty supervision, but this proved 
unsatisfactory since it clearly demarcated the six-year 
resident from his traditional resident colleagues with 
medical degrees. The ultimate solution came when the 
department voted to designate emergency room call to 
the second and third years of the residency, when all resi- 
dents had obtained their degrees. 

In retrospect, the department succeeded in getting the 
program under way, but the style of implementation had 
two resounding effects: 1) the avenue for interdepart- 
mental discussion about the role of the program and its 
residents in the medical school setting was not ade- 
quately open: other departments could only react to 
the program rather than cooperate in its planning; and 2) 
the particular style of implementation appeared to have 
a “devious” quality that supported some prejudices 
against psychiatry and again invited negative reactions. 

Although this and other incidents at times reached 
crisis proportions to some of us, they were useful in in- 
-creasing the acceptability and lowering the affect sur- 
rounding the program. While the concept of students spe- 
cializing predoctorally still appears threatening to some 
faculty, criticism has decreased and some of the most vo- 
cal former critics are even heard citing the program to 
outsiders as an example of the innovative and exciting 
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things being done at the University of Wisconsin. In fact, 
at least two other departments are now moving in the di- 
rection of similar condensed training programs. 


THE RESIDENTS’ GROUP 


In the past, peer interaction and the group experience 
in each of the classes was a highly valued part of the resi- 
dency. Thus the existence of two tracks, six-year and tra- 
ditional (postdoctoral with or without an internship), 
within our setting was a faculty concern. While all resi- 
dents would move through the same rotations, assign- 
ments, and seminars simultaneously and (one hopes) 
would be treated identically, it was nonetheless feared 
that differences between the two groups in clinical 
“maturity,” age, and general experience would lessen the 
cohesive spirit achieved by most classes. Consequently, 
the faculty had initially considered discontinuing the tra- 
ditional portion of the program (six to nine residents per 
year) but decided it was unwise for several reasons: it 
appeared unfair to those not ready to specialize pre- 
doctorally; it was desirable to maintain the reputation of 
the department as a training center for graduates of other 
schools; it raised the specter of inbreeding; and, lastly, it 
was thought that the traditional residents could be used 
as an internal control group. Furthermore, the mutual as- 
sociation of the six-year and traditional residents seemed 
desirable. However, because of the concern for group 
cohesiveness, the faculty resalved to openly confront and 
attempt to reduce dissonance between groups, primarily 
through the vehicle of the resident sensitivity group in 
which a faculty leader could assist in identifying and 
working through group conflicts. 

Thus far, the process of each of the three combined 
groups we have observed from inside and out has been 
similar. When the traditional residents have been pre- 
sented details of the six-year plan, their reactions have 
ranged from “I wish this program had been available to 
me” to “I think the internship was the most critical year 
of my life.” There has been little overt discomfort among 
the traditional residents over the six-year program or 
residents. As expected, the six-year trainees have been 
considerably more apprehensive about their positions. 
Not only have they experienced a sense of being 
“watched” or ‘‘on trial” by the faculty and community 
but they have admitted to feeling “one down,” slightly 
defensive, and anxious about their acceptability and their 
relationship to their new classmates in the traditional 
hospital setting. 

Within each group, the pattern seemed to consist of 
early, almost perfunctory discussion, largely of potential 
problems, after which the six-year-traditional admixture 
ceased to be a viable topic. Attempts by faculty members, 
particularly in the sensitivity groups, to probe or inter- 
pret issues along group lines were met with increased irri- 
tation: ““Siop stirring the pot”; “It’s not a real issue”; “It 
appears to be your problem, not ours.” Although there 
was never firm evidence for it, the faculty concern was 
that minimizing the differences represented denial—a 


group attempt to prevent a potentially more anxiety-pro- 
ducing split by avoiding discussion of loaded issues. 

Several months into the first year of the first class an 
issue arose that highlighted the group’s style of handling 
a confrontation of their individual differences. It was sim- 
ilar to the problem of the emergency room in that it had 
been overlooked and underestimated by the faculty. 

On one of the inpatient units the nursing staff, sup- 
ported by the nursing office, began to refuse to accept or- 
ders from the six-year residents, ostensibly because they 
did not as yet have degrees. The nurses sought out the 
traditional first-year residents on the same service, say- 
ing that they needed a “‘real”’ doctor’s signature. In gen- 
eral, they began to preferentially relate to them. 

The repercussions of this situation were soon felt 
within the resident group. Six-year people felt quite 
threatened; it was a confirmation of their apprehensions. 
The traditional residents were angry and resentful of the 
situation because of increased demands upon them. De- 
spite these feelings the central issues of possible differ- 
ences in competency and responsibility were never dis- 
cussed in depth within the resident group. Instead, intense 
feelings were projected toward the faculty: ‘‘What is 
the faculty doing about it?”; “Why not sooner?”’; and 
“How could they let the nurses get away with this?” Ac- 
tion was demanded, a committee formed, and, after sev- 
eral months of working with administrative personnel, 
the challenge was resolved with subsequent, gradual ac- 
ceptance of the six-year person’s status as resident. The 
group solution, in which the traditional residents re- 
. sponded protectively toward their six-year counterparts, 
appeared to reinforce general class cohesiveness and re- 
assure all of the strength of intragroup bonds. Despite the 
absence of crises of this magnitude, subsequent classes 
have demonstrated similar styles of handling group dif- 
ferences. In a broader sense, there has been no detectable 
splitting of professional interests or social grouping along 
the six-year-traditional interface in that first or sub- 
sequent classes. 


THE SIX-YEAR PERSON 


The traditional residents were selected for our resi- 
dency program approximately one year in advance, ei- 
ther at the beginning of their fourth year of medical 
school or internship. A source of departmental concern 
and the subject of criticism by outside observers was that 
the six-year candidate is forced to make a career choice 
very early, in March of his third year of medical school. 
Because of this concern, a conscious effort was made by 
the faculty (and residents on the selection committee) to 
avoid any “recruiting” or pressure on these potential can- 
didates; those who seemed uncertain in their decision 
were encouraged to consider beginning their psychiatric 
training later in their career. Two reasonable indicators 
of whether that decision was indeed premature might be a 
high attrition rate or retrospective dissatisfaction with 
one’s decision. Thus far in the first three classes (a total 
of 22 traditional and 18 six-year residents), one from 
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each group elected to make a career change after starting 
the residency. When the first two classes were asked 
about their initial decision, the six-year people provided 
two general types of responses. Some, about one-half, 
stated that they had chosen psychiatry early, perhaps 
even before medical school, and found the decision rela- 
tively easy; in retrospect they had no regrets. The rest of 
the group described difficulty in making this early deci- 
sion primarily because of concerns about medical com- 
petency (of these people, several have since taken non- 
psychiatric medical electives during their residency). 
Even among this group of six-year trainees none regretted 
his decision. By comparison, of 15 traditional residents in 
the first two classes, six indicated they would choose the 
six-year program if they were now in medical school, six 
would choose an abbreviated program (no internship or 
the six-year program), and three would again choose a 
traditional route. 

All of us anticipated certain significant initial differ- 
ences in performance between the groups. Data obtained 
from objective examinations and rated videotape inter- 
views suggest that significant initial differences do ex- 
ist. The incoming traditional resident scores higher on 
tests of psychiatric knowledge (informational-type mate- 
rial) but not on clinical skills. (One possible explanation 
for the clinical skills data might be that as third-year 
medical students the six-year residents have recently 
completed an intense, high-responsibility rotation on the 
university inpatient psychiatry service. Another might be 
that the patient management section of the Self-Assess- 
ment Examination is not sensitive enough to differentiate 
the two groups.) Objective data also suggest that these 
differences disappear as the residents move through the 
program. At present, in their last year of training the two 
groups show no significant differences on either their 
knowledge or their ability to manage patients as tested by 
the second APA Self-Assessment Examination. This ts 
substantiated informally by faculty members who, 
through supervision and experience with residents on 
clinical services, see the groups as virtually in- 
distinguishable. Thus at this point in our setting, the six- 
year and traditional residents appear indistinguishable in 
demonstrated performance within two years after begin- 
ning the residency. 

How do the six-year residents view their future? Con- 
trary to the expectations of some critics, they apparently 
do not feel the need for further formal training. Their 
current career aspirations in the graduating class are in- 
distinguishable from those of the traditional residents 
and cover the spectrum of private practice, community 
practice, and academic psychiatry. In contacts outside 
Our setting, those six-year residents in early negotiations 
for future positions report indiscriminate acceptance of 
themselves and their credentials by potential employers. 

Early concerns regarding formalized recognition of the 
program have not been confirmed thus far. Members of 
the first group have obtained Wisconsin state licenses 
and, noting the current trend in other states toward the 
elimination of an internship as a requirement, reciprocity 
is not likely to be a problem. Board certification offers a 
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future measure of program effectiveness. Since our grad- 
uates seek not special consideration but to face those ex- 
aminations on merit, we hope and anticipate that the 
American Board of Psychiatry and Neurology will admit 
these special students to examination without prejudice, 
fully recognizing that a portion of their residencies was 
earned predoctorally. 


RELATED ISSUES 


In our setting, the administration of the six-year pro- 
gram has raised new issues and has had unforeseen ef- 
fects. Faculty and critics had both feared the possibility 
that immersion in the new program would lead to a de- 
creased desire to give time to teaching the medical stu- 
dent not destined to become a psychiatrist. The converse 
has been our experience. Our setting is unique among ab- 
breviated programs in that the six-year person is not se- 
lected from his classmates until late in his junior year. 
Spurred by a desire to stimulate these students in the first 
three years, in the hope of assuring a large pool of high- 
quality candidates, the caliber of our undergraduate 
teaching has greatly improved. A related result of these 
efforts has been an increased demand for elective psychi- 
atric experiences during the fourth year of medical 
school, a possibility that has been relatively unattractive 
to students and somewhat neglected by the department in 
the past. In addition, these six-year residents, once as- 
similated into the department, have provided candid and 
cogent feedback about departmental deficiencies in un- 
dergraduate teaching. 

The fact that all of the six-year residents come from 
our medical school has also created a dilemma. While 
knowing these students over three years of undergraduate 
contact is reassuring, it also raises the issue of inbreeding. 
To increase the heterogeneity of the resident class, we 
found ourselves discriminating against the Wisconsin 
graduate who elected the traditional route to our pro- 
gram, i.e., when confronted with a choice between a Wis- 
consin graduate and a graduate from another setting who 
was equally qualified, we found ourselves offering the po- 
sition to the latter. In addition, the six-year candidate is 
chosen from a pool of approximately two applicants per 
position while the traditional applicant must vie with 
eight to 11 others. The quality of the six-year person has 
thus far easily met departmental standards, but the con- 
cern remains that in the future an adequate supply of 
high-quality candidates might not be available from our 
medical school. Both of these concerns could be alle- 
viated by expanding the six-year program beyond Uni- 
versity of Wisconsin boundaries. In fact, positions were 
given this year to two non-Wisconsin applicants who had 
informally heard or read about the program. While for- 
mally opening admission to the six-year program to can- 
didates from other schools would have obvious benefits, 
this has not been done for a variety of reasons, among 
them a sensitivity to the potential criticism of “stealing” 
exceptional candidates from other schools. 
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CONCLUSIONS 


Despite the challenging problems encountered, we are 
obviously pleased with the results of the past three years. 
However, we do not propose or believe that the six-year 
plan is the answer to future psychiatric training. This 
program was the first in a current trend of experimenta- 
tion with integrated training experiences in psychiatry 
and other specialties, and experimentation with more ex- 
treme innovations is currently taking place elsewhere. 
The case for or against alternatives to traditional models 
of medical education is far from conclusive at this time. 
Our hope is that the graduates of these programs and the 
continuing exchange of experiences, impressions, and 
objective data will provide relevant direction to future 
medical and specialty training. 
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DISCUSSION 


JOSEPH BERGER, B.Sc., M.B. B.S. (Downsview, Ontario, 
Canada)—-My initial reaction after reading about the six-year 
residency program in psychiatry at the University of Wisconsin 
was a feeling of enthusiasm. I too feel that medical training 
could be considerably shorter for some people, and that the 
length of time it takes to achieve independent professional and 
financial status in medicine in some countries may be a deter- 
rent to some people of high potential. Within our own specialty, 
I have little doubt that the time and money involved in psycho- 
analytic training puts off many high-quality therapists: there are 
about three people who could or should become analysts for ev- 
ery one who actually enters analytic training. 

As I read and thought about the paper, though, my enthusi- 
asm was tempered by some experiences I have had in the past 
few years, and my impressions crystallized in the form of a 
question: What is the training for? Training someone to make 
diagnoses in the Kraepelinian or phenomenological style, to 
prescribe drugs or electroshock (and also to be aware of the side 
effects), to interview and talk to people in a directive though 
courteous manner, is something that can be accomplished in 
six weeks to three months with a bright alert trainee. It does 
not require three or four or even more years. On the other 
hand, the development of a competent psychotherapist or psy- 
choanalyst may be only beginning after three years. 

I believe that the differences between the organic and psycho- 
logical philosophies in training and end product have been un- 
deremphasized. In England and Canada, for example, the term 
“eclectic’® has come to be a euphemism for anything except psy- 
choanalysis. My feeling is that, by allowing widely different 
practices to be grouped under the general title of “psychiatry,” 
we perpetuate a situation that is coming under increasing public 
criticism. Psychotherapy is in fact the core and essence of psy- 
chiatry. I would therefore call those of us trained in dynamic 
principles and techniques “psychiatrists? and those who use 


predominantly drugs and ECT “mental health consultants,” 
whether they have a medical degree or not. 

I would like to comment briefly on certain other points 
brought up by the authors, including questions about internship, 
early career choices, and assessment. 

I believe that a good general medical background is of great 
value: our patients in therapy do mention physical symptoms. I 
have seen many examples in which an inadequately trained 
therapist has anxiously sent a patient off to an internist, only to 
have the patient change therapists, feeling that the inability of 
his therapist to understand the psychogenic nature of his symp- 
toms indicated the therapist’s failure to really understand him 
as a person. The therapist who has had some intensive medical 
experience at the postgraduate level can often exercise better 
judgment in knowing when to refer and when to deal with the 
psychological conflict being expressed. 

Regarding the problem of early career choice that worried 
the planners at Wisconsin, the American medical trainee with 
three or four years of college (and, until recently, often two or 
three additional years of military service) is on the average 
quite a bit older than medical students in other countries. In a 
recent paper from the Albert Einstein College of Medicine (1), 
over one-third of the interns were reported to be 30 years old 
or older. I believe that by the time a medical student reaches 
his early 30s and after two years of medical school, a trial 
should be possible. After all it is much easier to change a course 
of action here than in England, where a person may pursue the 
trial to a consultantship in a specialty for seven years or more 
before failing to reach the objective. 

The final point, of course, is assessment. England and Can- 
ada have examinations that are almost compulsory for recogni- 
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tion as a trained psychiatrist. Recent articles in the American 
Journal of Psychiatry by Taylor and Torrey (2) and Frazier (3) 
have brought up the question of such standards for psychiatrists 
in America. I must say that my experience has been that spe- 
clalist certification in psychiatry often produces grotesque ab- 
surdities; space limitations preclude my giving some remark- 
able case examples. Suffice it to say that such certification too 
often indicates that the individual is more at home with the in- 
tricacies of his or her country’s diagnostic catalog than able to 
help a human being with a problem. 

I congratulate the group’s attempts to shorten the total pe- 
riod of training, although I question what actually goes on in 
specialty training itself and would like departments to be more 
open and honest in saying which type of practitioner they are 
trying to produce. The departments cannot guarantee an end 
product, but they can state their orientation and goals more 
clearly. However, examinations will not prove the success or 
failure of any of these ventures because, within any community, 
an individual psychiatrist will be measured by his personality, 
ideas, and attitudes, and by the feelings of his colleagues and 
patients as to whether he is really helping people. 
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Page 139. Question |: B; Question 2: D 


Am J Psychiatry 131:2, February 1974 153 


Young Psychiatrist Administrators 


BY E. MANSELL PATTISON, M.D. 


Administrative issues posed in public community organi- 
zations are significantly different from those encountered 
in mental hospitals and university administrative sys- 
tems. Thus the development of community mental health 
delivery systems has created new roles for psychiatric ad- 
ministrators. A survey analysis of ten young psychiatrist 
administrators, conducted to assay attitudes and experi- 
ences encountered in community mental health adminis- 
tration, revealed that the emergent role of the clinician- 
executive poses significant problems in the synthesis of 
role functions and identity. There is a disjunction be- 
tween professional acculturation and this emergent ad- 
ministrative role. 





THE RAPID DEVELOPMENT of new systems of delivery of 
mental health care in the community mental health 
movement has created new types of professional respon- 
sibility for psychiatrists that require more administra- 
tive skill than heretofore. Recent papers have called at- 
tention to the lack of administrative training in formal 
residency curricula at a time when many psychiatrists are 
being called upon to function as administrators (1-3). 

The literature on psychiatric administration has ema- 
nated chiefly from the experience of elder statesmen, and 
primarily from administrative experience either within 
mental hospitals or the university departments. Both the 
professional maturity and the experiential setting of such 
administrative commentaries tend to preclude consid- 
eration of the administrative concerns of younger psychi- 
atrists who assume administrative roles early in their ca- 
reers and who are working in community mental health 
settings where the administrative concerns may be quite 
different. 

In the course of exploring curriculum development for 
young psychiatrists in mental health administration, we 
found little substantive material on actual administrative 
issues encountered in current practice. Therefore we con- 
ducted a systematic empirical survey of our own psychia- 
trist-administrators as a preliminary assay. 


Read at the 125th annual meeting of the American Psychiatric Associa- 
tion, Dallas, Tex., May 1-5, 1972. 


Dr. Pattison is Associate Professor and Vice-Chairman, Department of 
Psychiatry and Human Behavior, University of California, Irvine, and 
Deputy Director of Training, Orange County Department of Mental 
Health, 2215 North Broadway, Santa Ana, Calif. 92706. 
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METHOD 


This study was conducted with the staff of the Orange 
County Department of Mental Health, an agency in Cali- 
fornia mandated by law to provide a comprehensive com- 
munity mental health program for an urban county of 1.5 
million population. The program has been in general op- 
eration for three years. There is close cooperation with 
the Department of Psychiatry and Human Behavior, 
University of California, Irvine. 

The Department of Mental Health, which has been de- 
veloped from the ground up, has grown exceedingly rap- 
idly. From the start a coterie of young psychiatrists was 
recruited to plan, organize, and develop a complex of 
comprehensive services. Under the director there are two 
interlocking sets of administrators, a group of deputy di- 
rectors for specialized programs and a group of regional 
program directors, each responsible for the general pro- 
gram for a geographic catchment area of the county. In 
this study we sampled only psychiatrists, thus excluding 
two administrators from other disciplines. The sample 
consisted of ten psychiatrists (all of them men), including 
five deputy directors and five regional program directors. 

A questionnaire was given to each psychiatrist; it con- 
tained a subjective definition of area task performance, < 
series of attitudinal scales on task performance, a task 
time distribution analysis, and space for an open-ender 
response regarding administrative issues. All members c 
the sample completed the protocol. The results were ane 
lyzed and organized into qualitative categories. 


RESULTS 


Background and Training 


The mean age was 39 years and the range 33 to St 
years; six were between 33 and 37 years old. The mear 
number of years in psychiatric practice was eight, with a 
mean of six years’ practice involving some type of admin- 
istrative responsibility. All were Board eligible. Six were 
Board certified in psychiatry; one was certified in child 
psychiatry and one in administrative psychiatry; two 
held master’s degrees in community psychiatry. Eight 
had taken psychiatric residencies in university programs, 
two in state hospitals. Eight took only three years of 
general psychiatric residency. 

Only four had any formal training in administration, 
which they considered of modest relevance to their 
present work, although all ten had had prior administra- 
tive experience, which they considered quite relevant. In 


TABLE 1 
Number Indicating Major Task Areas 





Major Tasks N 


Direct clinical psychiatric diagnosis and/or treatment 
Diagnosis only 
Limited consultation 
General psychiatric services 
Supervision and teaching of staff and student regarding 
clinical treatment 
Staff supervision only 
Occasional classes 
Limited personal supervision 
Indirect clinical services: consultation and education on 
clinical problems 
Agency consultation only 
Committee work only 
Occasional public talks 
None listed 
Administrative services 
Design programs 
Coordinate programs 
Direct clinical services 
Assemble budget and staff 
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terms of desired administrative training, four considered 
prior training very desired and four considered it moder- 
ately desired. The content of such desired training fo- 
cused on technical tasks such as budget preparation, per- 
sonnel policy, and administrative procedures. No 
mention was made of administrative process or adminis- 
trative concepts. 


Definition of Task Performance 


As shown in table 1, each psychiatrist was asked to list 
the major tasks he performed in each of four areas of 
professional work. All continued to perform some type of 
direct clinical work even if they were not formally re- 
quired to do so (regional directors were required to pro- 
vide clinical services in addition to their administrative 
duties). There was only limited listing of clinical super- 
vision tasks and even less listing of indirect clinical tasks. 
Although three members listed administration in terms 
of general planning, the major listing of tasks seemed to 


focus on maintenance administrative tasks rather than 
creative ones. 


Attitudinal Rating of Task Areas 


As shown in table 2, each area of professional work 
was rated in terms of personal satisfaction, importance, 
time spent, and sense of adequacy. In spite of consid- 
erable scatter there was a discernible trend. Direct clini- 
cal work and administration were consistently rated 
higher in terms of personal satisfaction, importance, and 
sense of adequacy. Conversely, clinical supervision and 
indirect clinical work had lower ratings in each, and in 
time spent ranked lowest by a clear margin. Thus the two 
categories of work involving personal task performance 
had a more positive valence than the two categories that 
involved assisting others to perform. 
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A similar scale ranking on consultation revealed no 
significant differences, perhaps because consultation is 
not usually sought. When consultation is sought, the de- 
sired consultant listed was not differentiated according to 
task area. Rather, the rank order of desired consultant 
followed the traditional professional hierarchy: psychia- 
trist first, then psychologist, social worker, nurse, other 
M.D., other personnel. 


Time-Task Analysis for Task Areas 


Table 3 shows hours spent per week in each task area 
in terms of actual time spent, ideal time spent, and a pre- 
diction of time that will be spent by a similar psychiatrist 
ten years from now. The overall weekly work time shows 
little difference, but there is an interesting shift in distri- 
bution. Our current psychiatrist administrator would de- 
crease the amount of time spent in administration. More 
striking is the future projection, which shows a major de- 
crease in administration and some decrease in direct clin- 
ical work, but almost a double increase in time spent in 
clinical supervision and indirect clinical work. Thus the 
two work areas with high valence are projected as de- 
creasing and the two work areas with low valence are 
projected as increasing. The fact that the projection fig- 
ures are quite different from the ideal figure may suggest 
that our psychiatric administrators are projecting what 
they see as important tasks to be done, rather than tasks 
they feel equipped for or would like to do. 


Pay-Offs in Administration 


The positive pay-offs listed were seeing a program 
grow and developing a smooth functioning service. Only 
one respondent clearly identified administrative pay-off 
in terms of the alleged end product—i.e., service to 
people and improved mental health. Instead, positive 
pay-off was identified in terms of organization as such. 


TABLE 2 
Number of Subjects Giving Attitude Ratings of Task Areas 


Direct Clinica? Indirect Adminis- 


Attitudes Clinical Supervision Clinical tration 


Personal satisfaction 


Very satisfying: 6 4 2 T 
Moderately satisfying 4 8 3 
Moderately dissatisfying 1 2 0 0 
Importance of work 
Very important 4 4 3 7 
Moderately important 5 4 7 3 
Moderately unimportant I 2 0 0 
Time spent in work 
Most of the time 2 | 0 5 
Moderate amount of time 3 3 3 4 
Little time 3 6 7 l 
Almost no time 2 0 0 0 
Sense of adequacy 
Very adequate 4 4 2 
Moderately adequate 5 6 6 7 
Moderately inadequate 1 0 2 3 
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TABLE 3 
Time-Task Analysis for Task Areas 


Ten-Year Pro- 
jection Hours 
Per Week 


Ideal Hours 
Per Week 


Actual Hours 
Per Week 


Task Areas Mean Range Mean Range Mean Range 
Direct clinical 13 1-30 13 0-30 10 0-30 
Clinical supervision 5 I-10 6 0-15 10 0-20 
Indirect clinical 6 1-20 7 l-15 {2 5-25 
Administration 24 8-40 18 5-40 13 5-25 
Mean total hours 

worked per week 48 44 45 


The negative pay-offs listed were experiencing unpleasant 
interpersonal behavior, frustration with political and bu- 
reaucratic processes, and the difficulty in group decision 
making. These suggest the difficulties encountered in 
working in a public organizational system. 


DISCUSSION 


These empirical data, albeit from a small sample, cor- 
roborate other published observations on nascent admin- 
istrative issues in the development of community mental 
health delivery systems (4-7). 

The use of the term “young” administrators might be 
considered misleading. Certainly the issues raised here 
are likely to be faced by psychiatrists who are both young 
in practice and in administrative experience. Can the di- 
lemmas and conflicts described here be attributed to 
youth or inexperience? The reports cited above suggest 
not. Greenbaum (6) described similar problems encoun- 
tered by mature and experienced psychiatric administra- 
tors. The issues are the consequence of new mental health 
delivery systems in the community that demand different 
kinds of psychiatric administrative functions than those 
previously faced in isolated facilities (7). As Levinson and 
Klerman (8) noted: “The middle and top management 
echelons of our mental health organizations are occupied 
largely by professionals who are minimally equipped by 
education, and often by interest, to understand and cope 
creatively with their managerial responsibilities.” 

Whether these issues can be generalized to other pro- 
fessionals in the mental health field cannot, of course, be 
answered from observations on psychiatric manpower 
alone. On the one hand, there is a retreat by psychiatrists 
from administrative positions to more traditional clinical 
roles; on the other hand, it is asserted that it is too ex- 
pensive to employ psychiatrists in administrative posi- 
tions and that they should be used for highly technical 
treatment functions only. Meanwhile, other menta! 
health professionals argue that their education, interests, 
and professional orientation are more suitable for mental 
health administrative roles. At issue is whether mental 
health administration requires a psychiatric background 
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or whether the psychiatric role should remain circum- 
scribed within medical model functions. 


Role Change from Direct to Indirect Tasks 


Qur data suggest that the young psychiatrist adminis- 
trator is more familiar, more comfortable, and more 
competent in task roles of personal performance. Direct 
clinical and administrative work (as defined by our re- 
spondents) are areas where they do the work, whereas the 
task areas of clinical supervision and indirect clinical 
work, which involve enhancing others’ functions, is given 
less valence and less time. Basic medical training and the 
bulk of psychiatric residency training are devoted to per- 
sonal performance. Thus the psychiatrist has little formal 
preparation for becoming an indirect instead of a direct 
agent. Further, he has little formal training in the modes 
of indirect role performance—e.g., formalized training 
and experience in consultation, supervision, community 
organization, and community education (9). A national 
survey by Glasscote and Gudeman (10) found that most 
staff members in community mental health programs had 
the least experience and least training in these areas and 
felt least competent. A related factor is that there have 
been few visible role models of experienced, respected se- 
nior psychiatrists performing such indirect roles. And fi- 
nally, indirect modes carry with them more indirect, less 
obvious, longer-term methods of reward and satisfaction. 

Some of the negative pay-offs described represent the 
protlems of working in a new organizational system that 
differs radically from the organizational structure in 
which most psychiatric training occurs. The doctor in 
general, and the psychiatrist for the most part, has func- 
tioned in a setting of organized medical authority. He is 
acculturated into a professional role where he holds much 
personal power, where he has strongly sanctioned author- 
ity, and where he makes unilateral decisions. But in a 
public community system none of these role character- 
istics prevails. Freed (11) has observed the great uneasi- 
ness psychiatrists experience in the political context. Tra- 
ditional clinical psychtatry has emphasized collaboration 
as the model of work and decision making, whereas the 
dominant legal mode of public work is negotiation (12). 
Unpleasant interpersonal interaction is a rather negative 
concept in psychiatry, but it is part of the style of inter- 
acticn in much of public discourse. We are uncomfort- 
able with it. Further, the problems and processes of group 
interaction and bureaucratic procedure reflect the neces- 
sity to reconcile conflicting values and priorities in a plu- 
ralistic society. This arena is relatively alien to the psy- 
chiatric social system, which tends to operate as a 
noncompetitive value milieu—indeed, one in which value 
congruence is sought. In his study of resignations among 
community mental health administrators, Green- 
baum (6) documented similar professional life-style con- 
flicts. It is noteworthy that satisfied and dissatisfied ad- 
ministrators reported the same number and types of 
frustrations and conflicts; the difference was the degree of 
tolerance for this new style of professional role perform- 
ance. 

Our data and comparable studies suggest that the dis- 
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comfort and dysfunction the psychiatrist experiences in 
new administrative roles are less a reflection of his abil- 
ity, intellect, or skill, but rather a social role disjunction. 
That is, the psychiatrist is acculturated into a profes- 
sional and personal style of role function that is dissonant 
with the skills, knowledge, and personal style required for 
the administrative role. Again Levinson and Klerman 
spoke clearly to this point: 


As the clinician moves farther up the organizational lad- 
der, to a middle management position ... he must give up 
much more of the clinical role and identity than he antici- 
pated.... He must learn new concepts and skills that seem 
far removed from the proper domain of the true clinician. ... 
It is not easy for the person with a strong clinical identity to 
feel at home in this new world and to begin what is in a sense 
a new career (8, p. 65). 


It is not that the psychiatric clinician does not see, 
hear, and feel what is going on in his new administrative 
role (i.e., perceptual dissonance), or that he cannot under- 
stand the new cognitive tasks he must perform or com- 
prehend the new world of administrative issues (i.e., cog- 
nitive dissonance). Rather, he is faced with filling a new 
social role with its concomitant role identity that is radi- 
cally different from his former clinical social role and 
identity. Thus he experiences “‘social role dis- 
sonance”’ (13). 

It is tempting to suggest that the clinician need only ex- 
trapolate from his psychodynamic clinical experience to 
the problems and issues of administration. But this con- 
fuses personal function with role function. A person in an 
organization may not perform appropriately because of 
personal dysfunction or role dysfunction. A person may 
not be able to function in his role because of his person- 
ality. Yet a healthy person with no psychodynamic prob- 
lems may not function appropriately because his role is 
dysfunctional. Some examples might be crossed lines of 
authority, excessive work requirements, or task demands 
without the tools or manpower to perform the tasks. The 
link between personal psychodynamics and organiza- 
tional dynamics is not an extrapolation. Rather, it is a 
jump from one level of analysis and intervention to a con- 
ceptually different level of both analysis and intervention. 
Thus the well-qualified clinician cannot necessarily move 
successfully into administration on the basis of demon- 
strated clinical skills; indeed, just the reverse may apply. 
The competent and successful clinician may experience 
more role strain and role dissonance when he moves into 
an administrative role. 


Perceptions of Administration 


The perception of the tasks that constitute an adminis- 
trative role, as reported in our sample, focuses on minu- 
tiae and the conduct of routinized machinery. Thus ad- 
ministration is conceived in terms of preparing budgets, 
hiring and firing personnel, preparing reports, getting pa- 
per work done. This view confuses the important differ- 
ence between an administrative function and an executive 
function. The administrator implements tasks that have 
already been defined, whereas the executive defines the 
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tasks, makes the decisions, creates the plans to be carried 
out by others. Granted that administrative tasks may 
loom large, the administrative trees may obscure the ex- 
ecutive forest. 

Another perception is that administration is concerned 
with running a “good” clinical service. Most of our 
young psychiatrist administrators had administrative ex- 
perience, but more often than not as managers of small- 
scale clinical services—e.g., an outpatient clinic or a hos- 
pital ward. Such administrative roles usually consist of 
maintenance of a system already in operation, whereas in 
new community mental health programs the administra- 
tive role is considerably different. There are direct and in- 
direct services. There are programs to be planned and or- 
ganized. There are coordinative efforts that must be 
included in the clinical operation. In capsule, one might 
say that clinical administration is different from program 
administration. 

Another perception of administration was a focus on 
organizational characteristics rather than the product of 
organizational effort. There is an old maxim about orga- 
nizations that says that the first priority of an organiza- 
tion is to maintain itself, and the second priority is to pro- 
mote its awn growth. Thus administration can become a 
self-reifying exercise in which the organization tends to 
become an end unto itself. The positive pay-offs in ad- 
ministration listed by this sample included a smoothly 
functioning organization. Yet the alternative view of ad- 
ministration as a continuing creation of process organi- 
zation defines the administrator in a position of constant 
questions and change. 

A final perception has to do with the dichotomy be- 
tween the preferred clinical role, perceived as the “‘true”’ 
task of the psychiatrist, and the administrative role, per- 
ceived as “nonpsychiatric.”’ But this splitting mechanism 
ignores the critical role of clinical expertise in executive 
decision making. The psychiatrist administrator is not 
just required to perform as a clinician some of the time 
and do some administrative work the rest of the time. 
Rather, he is called upon to develop new synthesizing 
skills. Levinson and Klerman (5) outlined seven such 
role tasks for what they term the “‘clinician-executiye”’: 
1) developing an integrated social and psychological con- 
ception of the organization and its societal context; 2) be- 
coming a social system clinician; 3) dealing with other 
staff members; 4) relating to other mental health profes- 
sions and disciplines; 5) dealing with persons, groups, and 
institutions outside one’s own organization; 6) providing 
for organizational growth and innovation, and 7) achiev- 
ing thé new identity of clinician-executive. 

I suggest that a more explicit definition of what is 
meant by administration may be useful to the nascent ad- 
ministrator. We cannot expect appropriate and satisfying 
role performance as long as the functions and tasks re- 
main ambiguous or if the administrator misperceives his 
role vis-a-vis the tasks that need to be performed. Failure 
in perception may result in personal dissatisfaction in the 
role, failure to perform critical tasks, or inappropriate 
delegation of responsibilities, leading to organizational 
dysfunction. 
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Alternatives for Action 


1. The administrative-clinical split needs attention. Al- 
though this split relieves the clinician of administrative 
“burdens,” it also assumes that fundamental program 
management does not require professional knowledge. 
Further, the clinician may demand the prerogative of ul- 
timate authority without engaging in the work associated 
with decision making, thus creating a ticklish and fragile 
administrative structure. More importantly, this alterna- 
tive takes a very narrow view of professional function, 
putting the professional in the position of a technologist. 
In terms of manpower it then raises the question of the 
cost effectiveness of the psychiatrist as a technician; 
many of the technical clinical functions of the psychia- 
trist can be performed by personnel who are paid 
less (14). Relegating the psychiatrist to being solely a 
frontline care agent is an inefficient use of psychiatric 
manpower, as Elpers and I have discussed in detail else- 
where (7). 

2. Postresidency training programs should be devel- 
oped to prepare psychiatrists for administrative 
roles (15). The main problem ts that only a small number 
of psychiatrists can be trained; the costs of the training 
and the further prolongation of training time are barriers. 
But the development of a nationwide network of commu- 
nity mental health programs requires that many psychia- 
trists be equipped to assume administrative roles. 

3. Special courses in administration should be devel- 
oped on a short-term or in-service basis. At issue here, as 
in administrative residencies, is their content and the 
focus on generic administration as such. The most critical 
administrative issue in community mental health would 
appear to be not generic administration but the synthesis 
of clinical and executive functions. Purely administrative 
training may not ameliorate this problem but may even 
perpetuate it. On the other hand, specific organizational 
consultation geared to the specific functions and tasks of 
the professionals may be a more viable approach. For ex- 
ample, in our department we have employed consultants 
to assess our psychiatrist administrators’ roles and func- 
tions. The efforts of these consultants have proved salu- 
tary because the consultants approach administrative is- 
sues in terms of concrete program realities, not abstract 
theoretical principles. This is similar to the practice of ex- 
ecutive development in business, which typically is based 
On in-service training related to job performance. 

4. A clear definition of the role of the psychiatrist as 
administrator in an organizational structure may help al- 
leviate role strains. As an example from our own depart- 
ment, each young psychiatrist administrator was asked to 
develop a comprehensive mental health program for a 
catchment area of about 250,000 people. At the outset 
there were some clear organizational role strains. With 
only four professional staff, each psychiatrist administra- 
tor was being asked to be a program planner and devel- 
oper as well as a community organizer, while at the same 
time he was the only senior clinical professional staff 
member for his catchment area. As clinical staff have 
been added, affording some “clinical breathing room,” 
the psychiatrist administrators have had a chance to step 
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back and look at their role. However, that does not re- 
solve the conflict between retaining a personal identity 
and function as a clinician and assuming a new identity as 
an executive. 

Our department has moved to eliminate such conflict- 
ing role demands through a series of studies of role func- 
tions and tasks resulting in a more definitive job descrip- 
tion. Thus the psychiatrist is given the alternative of 
choosing to remain a clinician or choosing to assume an 
executive position. 

5. The basic residency experience in psychiatry could 
be restructured to prepare residents for appropriate entry 
into effective functioning as a clinician administrator (3, 
16). This would involve a more specific definition of fu- 
ture career roles during residency, with more specific and 
intensified career preparation than heretofore. Sharaf 
and Levinson (17) have described differences in ideologi- 
cal orientation and career aspirations among three types 
of residents: the somatotherapeutic, the psycho- 
therapeutic, and the sociotherapeutic. The last type of 
resident is more suited for a career as a clinician admin- 
istrator, which is more personally and professionally 
role syntonic. 

In the last several years I have attempted to modify 
our training program in community psychiatry to meet 
these issues more directly. Each second-year resident is 
given significant exposure to a psychiatrist administrator 
as a preceptor role model during a six-month rotation 
with the Orange County Department of Mental Health. 
As Bucher (18) has shown, career role choice is signifi- 
cantly determined by the available role models. The resi- 
dent performs clinical work in a community clinic, con- 
ducts community consultation, attends staff meetings, 
accompanies the psychiatrist administrator in his various 
activities, and receives personal supervision from him. 
This model of preceptorship has been developed else- 
where with success; ours, however, is required of all resi- 
dents, while other preceptor programs have often been 
elective (19). 

I have also developed a didactic teaching exercise as 
part of the same community psychiatry experience. Each 
resident is required to prepare a program analysis of a 
specific mental health problem in the community where 
he works. Then he must prepare a plan for providing 
comprehensive mental health services. This involves an 
investigation of epidemiology, community attitudes, bud- 
get resources, manpower development, and an organiza- 
tional system for the delivery of services. In addition, 
during the third year of residency we offer an elective ex- 
perience in administrative psychiatry. 


CONCLUSIONS 


A series of administrative issues confronts the young 
psychiatrist administrator in the community mental 
health delivery system. The relative universality of these 
issues reported in other published studies suggests that 
the administrative problems we have encountered are not 
unique to our setting but reflect characteristics of the 


community mental health and psychiatric training sys- ~ 


tems. Thus the problems we have described are not so 
much issues of personality or ability but rather a reflec- 
tion of disjunction between the professional acculturation 
process and an emerging new professional role. 
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Heroin Use as an Attempt To Cope: Clinical Observations 


BY EDWARD J. KHANTZIAN, M.D.. JOHN E. MACK, M.D., AND MAJ. ALAN F. SCHATZBERG, MC, USAF 


The authors suggest that addicts’ use of opiates repre- 
sents a unique and characteristic way of dealing with or- 
dinary human problems and the real world around them. 
Through five case reports they illustrate how addicts re- 
sort to drugs because they have failed to develop symp- 
tomatic, characterologic, or other adaptive solutions to 
stress. In addition, they describe how the pseudoculture 
of the addict also plays a part in filling his social vacuum 
and providing an alternative to the establishment of 
meaningful attachments to other people. The implica- 
tions for treatment are considered. 


THERE ARE NUMEROUS studies and reports that describe 
the psychological and personality characteristics of nar- 
cotic addicts as documented by psychological tests and 
personality inventories (1-4). But surprisingly few clini- 
cal reports of addicted patients are based on psychiatric 
interviews and observations in long-term psychotherapy. 
Chein and associates (5) were the first to attempt a sys- 
tematic exploration of the addict’s ego pathology, his 
problems with narcissism, and the manner in which ad- 
dicts use narcotics to deal with their environment. Many 
of these observations were based on clinical work with 
addicts previously reported by Gerard and Kornetsky (6). 
Clinical reports by Fort (7), Guttman (8), and most re- 
cently by Wurmser (9) document strikingly the immense 
difficulties that addicts have with their narcissism and ag- 
gression. These reports offer ample evidence that narcotic 
addiction is symptomatic of underlying personality prob- 
lems. However, the reports fail to indicate how the per- 
sonality organization of these individuals distinguishes 
them from other groups of patients with significant char- 
acter pathology or ego disturbances. 

Our aim here is to demonstrate that addicts’ use of 
opiates represents a unique and characteristic way of 
dealing. with a range of human problems involving emo- 
tional pain, stress, and dysphoria. We hope to show how 
addicts take advantage of the powerful action of the drug 
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to mute and extinguish their emotions and to solve, at 
least in the short run, problems associated with inter- 
personal relationships. In addition, we will describe how 
the transactions and practices of the pseudoculture in 
which the addict immerses himself also play a part in fill- 
ing his social vacuum and providing an alternative to the 
establishment of meaningful attachments to other people. 

Five brief case histories will be reported. Emphasis will 
be placed on the circumstances surrounding and leading 
up to the use of heroin, the patient’s subjective reactions 
to the drug, and the specific ways in which the patients 
employed the drug to manage their daily lives. The clini- 
cal material was collected by psychiatric interview and 
individual psychotherapy. 


CASE REPORTS 


Case l. Mark, a 21-year-old, single white man of Mediterra- 
nean descent, was the youngest of six children born to parents 
from a working-class background. He had been addicted to her- 
oin for three years when he sought treatment. 

At that time he claimed that he was using 12 bags of heroin 
per day and indicated that he had used up to a “bundle” (24 
bags) daily. He supported his habit by dealing in heroin and 
boasted that he could earn $800 in one hour on his own “turf.” 
The verve and pride with which he described his success as a 
freewheeling, independent drug entrepreneur were in sharp 
contrast to his own admitted “‘depression and feeling bummed 
out—and not caring” after being jilted by an older girl friend 
when he was 16. Immediately after this he had turned to a 
group of older boys who were using drugs heavily and was in- 
troduced to amphetamines and proprietary opiates. By the time 
he was 18-he was using heroin regularly and exclusively. 

Amphetamines had helped him to be more active, but they 
also had made him feel “tense, shaky, and aggressive.” He con- 
trasted this with the tranquilizing effects of heroin, saying, 
“That’s why I like heroin—it calms me down. I love it almost as 
much as girl friends.” In reviewing his sexual history, it was 
learned that he had considerable self-consciousness about his 
sexual prowess, including concerns about the size of his penis 
and premature ejaculation. He suggested that amphetamines 
helped him to copulate more frequently and that he had no 
problems with premature emission while on heroin. 

Although he enjoyed the euphoriant “nod” of heroin, he 
stressed that he felt “‘relaxed—mellow—and didn’t think about 
bad things on dope—but you can get up and do what you like, 
for example, play football.” He also stressed that heroin 
seemed to keep him going, that he had worked steadily as an 
electrician for two years while addicted to heroin. 


Case 2. Bob, a black technician, is married and the father of 
two children. He first sought treatment at a drug dependency 
clinic at age 25. He began to smoke marijuana regularly at age 
19 and was experimenting with heroin by age 20. Despite a 


moderately heavy habit he always held responsible jobs and 
supported his family. 

Bob was the eldest of five children. His parents were divorced 
when he was six, and until recently he rarely saw his father. 
Three of his four siblings had also been addicted to heroin. His 
mother always worked at maintaining the household despite in- 
sufficient food and clothing for the children and her own signifi- 
cant illness, physical disability, and pain, which included verte- 
bral disc problems dating back ta her adolescence, long- 
standing hypertension, headaches, and chronic heart disease. 
She was hospitalized on several different occasions, including 
once for a psychiatric disorder when the patient was in high 
school. The poverty in his background led to considerable 
shame and self-consciousness, as well as resentment and anger, 
which he focused and vented on his mother. In later years he felt 
considerable guilt for the blame that he had placed on her. 

Bob made no connection between his background of poverty, 
and its associated feelings, and his drug addiction. In general, 
he denied using drugs consciously for the purposes of dealing 
with personal distress. When giving his drug history, however, 
he claimed that heroin helped him to feel better when he was 
angry, nervous, or depressed, Bob said that he enjoyed the 
“high” he attained with heroin. Although he described heroin as 
a “monster,” he said that it helped him to relax and gave hima 
‘mellow feeling.” 

At about age six or seven he had developed biweekly head- 
aches (later diagnosed as migraines) that persisted into adoles- 
cence with increasing frequency. He discovered that he did not 
have headaches when using heroin or when maintained on 
methadone, but they returned during detoxification. 


Case 3. John, a 24-year-old white graduate student, sought 
psychotherapy for his drug problem. He had been mainlining 
heroin intermittently for five years, during which time he had 
had two treatment courses of methadone maintenance and sev- 
eral periods of abstinence. These periods were marked by a 
craving for heroin. 

John was raised by well-educated, devoted, but rather doting 
parents. Although he readily acknowledged his mother’s devo- 
tion to him, his chief complaint was that her love for him 
seemed contingent upon performances and achievement, an ex- 
pectation that he was frequently determined to thwart. In the 
course of treatment, a picture emerged of an indulgent mother- 
child relationship, in which the mother seemed to have been 
constantly ready and eager to meet her son’s dependency needs 
and spare him unnecessary frustrations. The description that 
the patient provided of his total dependence on the drug, which 
seemed to gratify his every need, corresponded precisely to the 
perception of his attachment to his mother. According to the 
patient, the mother insisted throughout his childhood and youth 
on seeing him as a brilliant and gifted Adonis without limita- 
tions, qualities that he knew realistically he did not possess and 
would not be able to acquire. He felt that he had been denied the 
experience of facing and accepting the pain of his own limita- 
tions. Instead he had grown up always fearing that he might dis- 
appoint his mother and lose her love if she discovered his actual 
shortcomings. 

As the patient entered adolescence he became increasingly 
uneasy about himself, especially in regard to his capacities as a 
student, his ability to make friends, and his success with girls. 
He constantly felt a nameless dread, a vague fear of rejection, 
and a kind of emotional void. His use of heroin, which began as 
a shared experience with a high school acquaintance, seemed to 
help greatly. In his words, “It was mind-filling” and ‘‘all-solv- 
ing.” The substance itself was seen as tremendously powerful 
and the experience of shooting drugs so intensely pleasurable 
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that nothing, not even the sexual experience, seemed to be its 
equal. The drug also helped to solve his problem of recurrent 
premature ejaculation. On heroin he could sustain an erection 
and perform the sexual act more effectively. 

With the drug in his system he felt instantly and dramatically 
transformed; all reality problems would disappear and his fear 
of rejection would be replaced by a feeling of solidarity with 
other drug takers. Pain, distress, and depression were replaced 
by a feeling of being part of a special subculture, with its pecu- 
liar rituals and drug-taking paraphernalia, a group privileged to 
have tasted ‘‘the apple in the Garden of Eden.” With his addict 
friends he would imagine a romantic vagabond existence, where 
a financial windfall would make hard work unnecessary. The 
solidarity that he felt with other drug-taking contemporaries 
was highly important to him and contrasted sharply with his 
bitter memories of the lack of self-confidence and anxiety that 
he had felt with his peers in high school. These relationships, al- 
though important, were less vital than the drug itself, for he 
readily acknowledged that members of the group would not 
hesitate to steal from each other when necessary to maintain 
their habits. 


Case 4. Paul, a 28-year-old white college graduate, is a di- 
vorced father of two children from an upper-class family back- 
ground. When Paul sought psychiatric help he had been ad- 
dicted to heroin for a little more than two years and was using 
up to 20 bags of heroin per day. 

The patient was the oldest of three boys. His father, a suc- 
cessful executive, was characterized as remote and author- 
itarian. Paul felt that he was close to his mother, who he 
claimed indulged him in all his wants and needs. In comparison, 
his brothers were more self-reliant and like their father. He felt 
that his parents, who were both college graduates, were ex- 
tremely conscious of status and exerted great pressure on him 
to perform in prep school and to gain entrance into a presti- 
gious college. His ultimate failure in both of these expectations 
was accompanied by much apprehension and depression. 

When he was first seen, he had been using heroin exclusively. 
However, he had become heavily involved with other drugs in 
high school, where he used significant amounts of ampheta- 
mines, hallucinogens, hashish, marijuana, cough syrup with co- 
deine, and combinations such as amyl nitrate with alcohol. He 
explained his indiscriminate use of every drug he could obtain 
as a way of gaining acceptance from “hippie-intellectual types” 
after he had gotten into trouble with the law and had become 
disillusioned with society. 

In the course of treatment it became clear that “‘society” rep- 
resented the patient’s father, whom he felt he could never be 
like. He described him as “awesome, self-disciplined, predict- 
able, and successful.” Despite his admitted mistrust of his fel- 
low junkies, he felt that he could gain acceptance and success 
more easily and on his own terms with a group of drug-taking 
friends. 

In giving his drug history the patient focused particularly on 
how irritable and mean he was, particularly when on ampheta- 
mines, and he descrided many violent situations in which he was 
sadistically ‘tbeating on” someone or was similarly being 
beaten. He explained that a good part of his violent behavior 
was calculated and deliberate to impress his buddies and girl 
friend with his manliness,” but there was also an impulsive 
side to this, over which he felt he had no control. He listed many 
situations of unprovoked assaults on people at parties and also 
while roaming the street with friends, for which he had been ar- 
rested a number of times. According to the patient his impulsive 
behavior was prominent when he used alcohol and stimulant 
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drugs but was more controlled and contained when he used 
opiates. 

Immediately prior to the patient’s initiation to heroin, there 
was a protracted period of several months during which he used 
large amounts of “methcrystal” (“speed”) during the day and 
barbiturates at night. He recalled that the first time he went 
looking for heroin he was “hassling” with his wife. He de- 
scribed his first experience with heroin as follows: “It was the 
epitome of everything I had tried. [t made me feel good, and it 
made me relax.” The first time he used heroin someone else 
gave him the injection, and he said, “I really dug the rush—it 
made my whole body relax instantly.” In his interviews he 
stressed that he became subdued after taking narcotics but that 
he was a ““madman’”’ when he was coming off them. He asserted 
that once he had satisfied his craving for narcotics he was able 
to “get going and do things.” For example, he went to a job in- 
terview at a prestigious company after injecting the contents of 
eight bags of heroin. After ascertaining that the interviewer was 
as status minded as his father, he assumed an aristocratic atti- 
tude and sufficiently impressed the man to get the job. He was 
still holding the job one year later when he entered treatment. 


Case 5. Tony, a 21-year-old single white man, was the second 
youngest of four children in a middle-class family of Greek de- 
scent. His father, an executive in a food supply company, 
worked his way up from the position of laborer in the same 
company. At the time of his discharge from the military Tony 
was not using drugs, but he volunteered to be a subject in a pro- 
spective study following veterans who had become involved 
with narcotics while stationed in Viet Nam. The following is a 
summary of his first interview. 

Tony said that before going to Viet Nam he frequently 
smoked “grass” after duty hours during the week, and on the 
weekends he used a fair amount of alcohol with his buddies 
back home. Upon arriving in Viet Nam he immediately looked 
for marijuana and was surprised to find that it was scarce and 
that “everyone” was smoking heroin. He said that this was the 
first time he had been away from home and claimed he was 
lonesome. He noticed that heroin smoking was most wide- 
spread and obvious in the barracks during “sleeping hours.” He 
decided to try it and discovered that it made him feel “secure 
and better about being away from home.” (Then, and sub- 
sequently, he only smoked it.) In addition to relating how her- 
oin helped him with his feelings of loneliness, he graphically de- 
scribed what else it did for him and for other men: “Things 
don’t penetrate when you're on heroin—like if you were 
straight.” He gave a number of examples: 


Guys get letters [ie., “Dear John letters’) from their 
girls and if they are stoned on heroin, they say fuck it and 
throw the letter away—you get very relaxed and into a 
state of mind of not caring. You have no sexual feelings— 
but physically, you feel ok—let’s say you have to go to the 
bathroom-—— you can overlook it. You nod—relax. You can 
read a book for hours and days. It can make you tired, but 
you can stay awake and relax. 


Tony emphasized that heroin was inexpensive in Viet Nam 
and that it was not necessary to steal in order to support a habit. 
He said that he had looked forward to going to Viet Nam, but 
once there he felt himself surrounded with danger (although he 
was never in combat) and trusted no one, including native 
troops, regular troops, blacks, and officers. He said, “ Every- 
body is doing something [i.e., drugs, alcohol, etc.], and you can’t 
trust anybody. If someone argues with somebody, they could 
just set a satchel charge [a homemade time bomb]—I would 
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rather spend a year in jail than a month in Viet Nam.” In this 
context he again stated, “but with heroin I didn’t care.” Signifi- 
cantly, he said that he drank only twice in the six months he was 
in Viet Nam, but that he thought he might have drunk more had 
his tuddies inbibed. He stressed that it was the Eés and E7s, 
“the career soldiers who were for the war, that did all the drink- 
ing.” In this same context he compared the effects of heroin to 
those of alcohol and barbiturates. He said that alcohol and bar- 
biturates affected the head, whereas heroin affected the whole 
body. 


DISCUSSION 


What appears to be unique about patients addicted to 
heroin—and an aspect of the disorder that has not been 
adequately described or explored—is the special role that 
the drug comes to play in the personality organization of 
these patients. They have noi successfully established fa- 
miliar defensive, neurotic, characterological, or other 
common adaptive mechanisms as a way of dealing with 
their distress. Instead, they have resorted to the use of 
opiates as a way of coping with a range of problems in- 
volving ordinary human pain, disappointment, anxiety, 
loss, anguish, sexual frustration, and other suffering. 
Failing to discover or adopt more common adaptive 
mechanisms to resolve their suffering, they have resorted 
to an extraordinary solution through the powerful action 
of the drug. In other words, the more familiar pathways 
to stability and predictability in personality organization, 
whether healthy or pathologic, have been supplanted by 
the stability of the moment that can be provided by the 
drug and all of the attendant rituals, practices, and 
pseudoculture that are involved with its use. 

An impreciseness in the diagnosis of individuals ad- 
dicted to opiates is reflected in discussions by Chein and 
associates (5), who refer to subgroups of pseudo “‘psycho- 
paths” and to “latent schizophrenia” and by Vail- 
lant (10), who refers to addicts’ schizoid and borderline 
qualities and underlying depression, which, however, is 
“highly defended against.” These patients probably defy 
a more precise characterological or symptomatic diag- 
nosis because the psychophysiologic action of the drug 
attenuates and subdues feelings and emotions that would 
ordinarily be resolved in a more familiar way through 
symptom formation or other adaptive mechanisms. 

In the clinical material presented, we noted an absence 
of the more usual mechanisms of defense and of attempts 
at conflict resolution. Instead, the opiates have been used 
by addicts as a costly form of adaptation, a kind of total 
solution to a variety of conflicts within the individual and 
in his interpersonal and work areas. All of the patients 
gave clear indications that the pharmacological proper- 
ties of opiates strongly influenced a range of feelings and 
emotions. The loss of a girl friend, a sense of failure in so- 
cial relations, painful self-consciousness among peers in 
adolescence, worries about success and achievement, an- 
ticipated inability to live up to parental expectations, 
loneliness, psychosomatic pain, feelings of rage, violent 
impulses, and many other forms of emotional distress 


and bodily tension are relieved and made more manage- 
able through the use of narcotic drugs. 

Indeed, our patients also offered evidence that the 
drugs did not necessarily interfere with gainful employ- 
ment. In some instances the opiates seemed to facilitate 
their obtaining and holding a job by quieting a range of 
fears and tensions. Three of the patients (Mark, John, 
and Tony) indicated that opiates helped them to over- 
come difficulties with sexual performance and/or to elim- 
inate and subdue distressing feelings associated with sex- 
ual tensions, heterosexual intimacy, and concerns about 
sexual adequacy. 

The special practices, transactions, rituals, and pseudo- 
culture that surround the opiate addict are not unrelated 
to the use of opiates as an adaptive and coping mecha- 
nism. As indicated earlier, opiates provide a chemical 
buffer for dealing with various human interactions; how- 
ever, the various activities and involvements that sur- 
round addiction are often significant. For some, it is the 
great investment made in achieving success as a heroin 
“wheeler and dealer.” For others, the drug culture repre- 
sents the first place where they achieved a sense of be- 
longing and acceptance. In many cases a social vacuum is 
filled, and problems of emotional emptiness and of form- 
ing and sustaining friendships and relationships are over- 
come, albeit in a tenuous and often shallow fashion. The 
powerful action of the drug may obviate the need for 
more lasting object relations and personal involvement. 

The cases of the black addict and the Viet Nam vet- 
eran who became addicted deserve special mention. In 
the case of the black addict, factors of poverty, family 
disorganization, and deprivation may loom particularly 
large. However, a serious question remains as to whether 
economic and emotional deprivations cause heroin addic- 
tion and/or whether heroin becomes a way of dealing 
with this kind of painful reality. In a brief discussion such 
as this the question can only be touched upon. 

It is not uncommon to hear many addicts and others 
insist that the reason they repeatedly and avidly return to 
using opiates is that they have not escaped from those 
same societal influences that originally caused their prob- 
lem. What tends to be overlooked in such a broad, over- 
simplified generalization is how these societal influences 
and intrafamilial factors can produce early ego impair- 
ments that leave a person less equipped to deal with later 
developmental challenges and adult stresses. The rever- 
sion to drugs may then be viewed more as an indication 
that an individual needs the adaptive value offered by the 
psychophysiological action of the drug because he lacks 
or has failed to discover alternative coping devices or 
mechanisms. 

In the case of the Viet Nam veteran, one may feel com- 
pelled to justify and explain the use of opiates on the 
basis of environmental factors, although in this case the 
influences appeared later in the individual’s life. How- 
ever, most soldiers found alternative ways to deal with 
the disillusionment of an unpopular war and the loneli- 
ness, mistrust, fear, and danger associated with their ex- 
perience. Tony made a compelling case for using drugs to 
combat all the painful feelings he described, but it is 
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probably safe to sav that his addiction was as adaptive or 
maladaptive as other reactions in this and previous wars 
(e.g., shell shock in World War I, traumatic or combat 
neurosis in World War IJ, and, more recently, combat 
exhaustion [11]). 

However, Lifton(12) has recently observed special 
problems in ‘‘survival emotion, guilt, violence, and rage” 
associated with the Viet Nam war that might encourage 
the use of the readily available heroin as a “symptom 
choice.” That is, the Viet Nam veterans had participated 
in a war that had no victory parades and no enemy that 
was commonly recognized, by either the soldiers or citi- 
zens back home, to justify the feelings of violence and ha- 
tred engendered by war. One of us (E.J.K.) has described 
elsewhere (13) how narcotics are particularly effective in 
muting and attenuating feelings of violence and rage, 
which probably accounts in part for some of the appeal 
of heroin in Viet Nam. 

It is from the Viet Nam addict or the addict from a 
low-income minority background that one most often 
hears how external factors such as peer-group pressures, 
increased availability of drugs, or the “ills of society” 
caused his addiction. However much these factors may 
contribute to the problem, many of these arguments are 
used by individuals who remain addicted as justifications 
and rationalizations to psychologically support the con- 
tinued use of the drug because they lack the capacity or 
fear the inability to find other ways to solve their prob- 
lems. 

As with deprivation, certain forms of overindulgence in 
the mother-child relationship can also result in early ego 
impairments that may later lead to addiction problems. 
In the case of John, his mother’s lifelong indulgence of 
his dependency needs and her need to minimize his frus- 
trations apparently denied him the opportunity for learn- 
ing to tolerate the experience of limitations in himself 
and in the outside world and for developing adequate de-- 
fensive and adaptive mechanisms for dealing with the in- 
evitable disappointments he was to encounter once he left 
home. Instead, he resorted to opiate use and its attendant 
subculture and rituals as a way of eliminating all fears of 
rejection, emotional pain, and anxiety. 

We have been impressed with a rather specific ego 
impairment having to do with self-care and self-regula- 
tion that characterizes many addicted individuals. Or- 
dinarily such functions protect individuals from hurting 
themselves, serve to avoid danger, and in general ensure 
that an individual can take care of himself. We believe 
that the adequate establishment of this function has to do 
with optimal nurturing and caring in the early mother- 
child relationship. Failure to establish these self-preser- 
vation functions may result from extremes of deprivation 
or indulgence. 

Approaching this problem from another viewpoint, 
Lewis and associates (14) have described how lapses and 
failures in adequate mother-child caring cause the child 
to be prone to accidental ingestion of poison. We believe 
that part of the apparent self-disregard evident in a num- 
ber of our addicted patients is an adult derivative of sim- 
ilar failures of the mother-child relationship as described 
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by these authors. Our own observations and those of 
Lewis and associates suggest that we need-to learn more 
about how deprivation and indulgence can impair the de- 
velopment, internalization, and maintenance of self-care 
functions and about how impairments in such ego func- 
tions can result in an individual’s susceptibility to addic- 
tion. 

Rather than stretching the boundaries of our existing 
diagnostic categories to find a place for addicts, either 
symptomatically or characterologically, we would do 
better to consider the centrality of the addict’s depen- 
dence on his drug in trying to describe and understand the 
addicted individual. The central problem for most people 
who have become addicted to opiates is that they have 
failed to develop effective symptomatic, characterologic, 
or other adaptive solutions in response to developmental 
crises, stress, deprivation, and other forms of emotional 
pain, which may not in themselves be extraordinary. 
Their response has been to revert repeatedly to the use of 
opiates as an all-powerful device, thereby precluding 
other solutions that would normally develop and that 
might better sustain them. It is on this basis that addicts 
are probably so desperately dependent on their drugs and 
have so little confidence that they can endure without 
them. That is, the use of the drug is their characteristic or 
characterological way of adapting and dealing with their 
inner world of feelings and emotions and the real world 
around them. 

The implications for treatment can be considered only 
briefly here. In appreciating the central role that opiates 
play for the addict in adapting to a range of problems and 
conflicts, it is less difficult to understand the initially high 
drop-out rates from most forms of treatment. Regardless 
of which treatment approach is considered, we feel that it 
is most important that one understand the role that the 
drug plays in the addict’s adaption to his inner and outer 
world. Considered in this context, tt does not seem as ger- 
mane to engage in polemics about abstinence or main- 
tenance. Rather, the main consideration becomes one of 
controlling the addiction through a variety of ways until 
such time as the original areas of avoidance and failures 
in mastery have been sufficiently influenced to allow for 
alternative ways of life and other adaptive solutions. 

Specifically, we believe that psychotherapy must be of 
an educational variety in which the therapist actively pur- 
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sues with the patient the wavs in which he has used drugs 
to avoid life’s inevitable pain and vicissitudes. In order to 
do this the therapist must be willing to make significant 
aspects of his own personality available to the patient and 
to share with him some alternative ways to bear disap- 
pointment and endure distress. In such a process the ther- 
apist provides opportunities for the patient to identify 
with the healthier qualities of the therapist, who more 
successfully adapts to and masters his or her own con- 
flicts and life experiences through other means. 
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Opium Smoking in Laos: A Survey of 40 Addicts 


BY JOSEPH WESTERMEYER, M.D., PH.D. 


An intensive survey of 40 opium addicts in Laos showed 
that opium smoking, like narcotic usage in general, can 
be powerfully addicting. As is true of alcoholism in the 
United States, the families of the addicts appeared to 
have inordinately high rates of addiction. The sample 
showed an unusually high proportion of women addicts 
and addicts from rural areas, but a low rate of criminal- 
ity. In addition, addiction in Laos was not regularly asso- 
clated with the severe social incapacity reported among 
narcotic addicts elsewhere. Unlike narcotic addiction in 
the United States and Korea, opium addiction in Laos 
may be an endemic rather than epidemic phenomenon. 


EARLIER STUDIES of opium smoking in Laos have focused 
on the role of opium in Laotian society and on the epide- 
miology of opium use in that country (1, 2). The study re- 
ported here consisted of an intensive survey of 40 opium 
addicts. Environmental factors in Laos that-have favored 
opium use include its low cost and widespread availabili- 
ty and its use as an accepted pharmaceutical agent and 
social intoxicant. 


METHOD 


Laotian friends and associates from my previous work 
in Laos provided an entree to these addicts, most of 
whom were their clansmen, friends, or neighbors. All of 
the 40 addicts were volunteers, living and functioning 
within their society; they were not a “patient” popu- 
lation. An attempt at obtaining a representative sample 
was made by contacting addicts at various sites: ten at 
opium dens, ten at various public places, and 20 in their 
homes. With few exceptions those contacted agreed to 
participate. Since all interviews were held within a family 
or neighborhood setting, there were ample opportunities 
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for consensual validation or invalidation of the addicts’ 
accounts. i 

The subjects were contacted at various places in Vien- 
tiane province where many addicts were known to live 
(i.e, Na-Hai Deo district and refugee villages). Inter- 
views were conducted in Lao, the lingua franca of the 
area, between February and April of 1971. All of the sub- 
jects were active opium addicts who had experienced nar- 
cotic withdrawal symptoms. All but one had come as ref- 
ugees from provinces further north (although this fact 
could theoretically bias the data, the wholesale move- 
ment of entire villages out of the northern mountains has 
led me to believe that these people comprise a representa- 
tive sample). 


RESULTS 
Demographic Characteristics 


Table | presents the demographic data collected for 
the sample. The addicts ranged in age from 27 to 70 
years, with a mean of 46.2 years. The mean age of the 
nine women (43.3 years) was slightly below that of the 31 
men (47.0 years). Although the sample of women was 
small, there was a noticeable trend for women addicts to 
be divorced or widowed and to belong to the Meo tribe (a 
people who raise opium as a cash crop). A larger sample 
of addicted women and further interviews would be nec- 
essary to elucidate these issues. 

The low male-female ratio among the Meo people in 
this sample (2.1:1; 19 men and nine women) was remark- 
able. In my previous survey of Meo addicts the sex ratio 
had been 1.9:1 (21 men and 11 women) (1). This two-to- 
one ratio was much less than the four- or five-to-one ra- 
tios ordinarily encountered in populations of narcotic 
and alcohol addicts (3-7). 

The four single men were a curiosity, for the unmarried 
state is uncommon among adults in Laos. They included 
a 36-year-old Lao with chronic mental illness (probably 
process schizophrenia), a 53-year-old Chinese immigrant 
beggar, and two young Meo veterans with severe war in- 
juries. 


Social Competence 


Designations of social class were based on the subject’s 
residence, education, type of work, and income. Most 
subjects were rural farmers and were categorized in this 
study as “peasants.” The remainder, all urban dwellers, 
were classified as “lower class’ (unskilled laborers, 
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TABLE I 
Demographic Characteristics of 40 Laotian Opium Addicts 








Characteristic Number of Subjects 
Age 
Under 20 0 
20-29 2 
30-39 8 
40-49 li 
50-59 14 
60-69 4 
70 or over l 
Sex 
Male 31 
Female 9 
Ethnic background 
Meo 28 
Lao 9 
Haw (Chinese) 3 
Marital status 
Single 4 
Married 28 
Divorced 2 
Widowed 6 
Social class 
Upper ] 
Middle 4 
Peasant 32 
Lower 3 


unemployed), ‘‘middle class” (skilled workers, mer- 
chants, government functionaries), and “upper class” 
(the elite, wealthy). The finding that most addicts in this 
sample (90 percent) were farmer-peasants or middle- 
class workers varied from the common stereotype, in 
which a decrease in social competence is thought to ac- 
company addiction (8, 9). The following presents a typi- 
cal history of a peasant addict: 


Case 1. This 60-year-old Lao peasant had begun smoking 
opium in his mid-40s after developing severe arthritic pains that 
prevented him from doing his farming and other work. He 
found that he could resume his work by using opium. Over a pe- 
riod of 15 years he was able to support his family and maintain 
his social position in the village. Although his acute arthritis 
had long since been resolved, he continued to smoke opium 
twice a day. 


To be sure, a few of the subjects were unable to main- 
tain their roles as productive family members and be- 
came beggars or day laborers. This decrease in social 
competence occurred for three subjects: an unmarried 
mentally ill Lao man, a widowed Meo woman, and an 
unmarried immigrant from China. The history of the 
Chinese immigrant follows: 


Case 2. This 53-year-old Chinese man had formerly been a 
businessman and money lender. At the age of 26 he began to use 
opium daily for chronic bloody diarrhea. Gradually he used 
more and more opium, and he eventually lost his money and 
business. Next he did common labor; at the time of the inter- 
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view he mostly begged. Since he had come alone from south 
China 20 years previously, he had no relatives on whom he 
could depend. 


Just as often, however, the subjects notably advanced 
themselves: two Meo government workers assumed posi- 
tions of responsibility, a Meo farmer became an impor- 
tant leader, and a 70-year-old Meo refugee farmer sup- 
ported himself and his extended family by playing a 
musical instrument on national radio. The history of one 
such socially successful addict was as follows: 


Case 3. During his adolescence this Meo man used opium oc- 
casionally. At age 19, while working as an elementary school 
teacher, he joined some friends in daily opium smoking. At age 
24, while a functionary in the Ministry of Education, he began 
smoking twice a day. He was continuing this pattern at age 28. 
Recently he was promoted to the position of bureau chief. This 
man was married and had four children. 


In a few instances it could be argued that the use of 
opium may actually have enabled certain addicts to 
maintain their productivity in spite of disabling physical 
conditions (e.g., chronic arthritis, chronic pulmonary dis- 
ease, chronic gastrointestinal or pelvic disorders, chronic 
psychiatric conditions). 


Onset of Opium Addiction 


Tae histories of opium use before the onset of addic- 
tion varied widely. Many subjects came from families in 
which opium use had been common; others had used it 
often for medicinal or social purposes; some had never 
used it before their addiction. Regardless of the initial 
patterns of use, all the subjects knew when they were ad- 
dicted by the amounts of opium they were using and by 
the presence of withdrawal symptoms (e.g., anorexia, 
runny nose, sneezing) when use was interrupted. 

Many Laotian addicts, like American addicts, initially 
thought they had only a respiratory illness. Often it was 
another addict, amused at the naïveté of the recent user, 
who explained the nature of the problem and recom- 
mended more frequent use to stave off the withdrawal 


- symptoms. This almost universal experience served as a 


rite of passage of sorts into the addict population. 

The age of onset of addiction ranged from 16 to 49 
years, with a mean of 30.8 years (see table 2). Most sub- 
jects (75 percent) became addicted during their 20s or 
30s. The date of onset did not show epidemic trends. 


Holmes, Rahe, and associates have noted that a vari- 
ety of major life changes precede major illness in a large 
proportion of people (10, 11). Of course a large sample 
and a control group would be necessary to demonstrate 
such a correlation in a statistically significant way. Al- 
though in the present study time did not permit such a 
thorough study, precipitating events prior to the onset of 
opium addiction were sought during each interview. 
Each subject was asked an open-ended question about 
the beginning of his addictive opium use. Thirty-three 
subjects related it to “illness” or “pain” (both tchaep in 
Lac) and four to “social use.” Three could not relate it 
to anything in particular. (Of course the question re- 


mains, among the addicts ascribing their addiction to 
“illness,” whether the illness was actually the cause of 
addiction or merely the occasion for starting opium ad- 
diction—or even the rationale fabricated at a later date.) 

A detailed social and family history was taken for the 
year prior to the onset of addiction. Among the four ad- 
dicts in the ‘‘social use” group, three had extended their 
responsibilities during that year (one by a job promotion, 
one by marriage, and one by election to a public posi- 
tion). One of the three people in the “no particular 
cause” category had lost her husband and only child in 
death: 


Case 4. Twenty years ago this 37-year-old Meo widow had 
lost her husband and only child in rapid succession. She became 
disconsolate, thought only about her departed loved ones, and 
could not work. One day she joined some relatives in smoking 
opium. This made her feel better, and she persisted in doing it. 
She was gradually able to resume her responsibilities within the 
extended family. 


All of the “illness” group reported major physical 
symptoms for which opium is commonly used in Laos as 
a folk medicine; these included pain, diarrhea, and 
chronic cough. Many of the “illness” group had also suf- 
fered major losses in the year preceding addiction: the 
loss of a child, a leg amputation, divorce, a refugee move- 
ment. In addition, five of the women in the “illness” 
group had been pregnant during the year prior to addic- 
tion. 


Course of the Addiction 


The subjects in this sample had been addicted for a pe- 
riod of from three to 35 years, with a mean of 15.5 years. 
Table 2 shows the duration of addiction in five-year inter- 
vals. 

Most subjects (73 percent) made serious attempts to 
stop their addiction. Nine addicts made short-lived at- 
tempts lasting several days (range: four to 20 days). 
Twenty other addicts were more successful, achieving ab- 
stinence for just under seven months on the average 
(range: four to 12 months). Among this latter group, half 
of the subjects had two or more “‘successes’’—followed 
each time by recurrence of their habit. 

A return to the opium pipe was usually laid to physical 
illness, generally the same illness that led to the original 
addiction. A few addicts stated frankly that addiction re- 
curred at times of health, such as the Meo woman who 
reported the following: “But then (some months after 
withdrawal on two occasions) others with me would start 
smoking. I would smell the smoke and see them smoking. 
I would plan to take only one pipe, so I could enjoy it too. 
But each time I started smoking every day and became 
addicted again.” 

Despite their manifest lack of success in achieving and 
maintaining withdrawal, the addicts still showed consid- 
erable interest in discontinuing their addiction. Over half 
of them spontaneously asked during the interview 
whether other treatments might be successful. Even 
among the younger, short-term addicts there was a sense 
of feeling trapped. As one addict expressed it, “You don’t 
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TABLE 2 
Onset and Duration of Opium Addiction 
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Characteristic Number of Subjects 
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Age at onset 
Under 20 3 
20-29 15 
30-39 15 
40-49 6 
Unknown \* 

Date of onset 
1936-1940 
1941-1945 
1946-1950 
1951-1985 
1956-1960 
1961-1965 
1966-1970 
Unknown 

Number of years addicted 
1-5 
6 -10 
11-15 
16-20 
21-25 
26-30 
31-35 
Unknown 
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* 





* This subject suffered from chronic mental illness and had no kin from whom 
we could gether historical information. 


consume the opium; it consumes you.” Addicts with long 
histories of opium use complained of lost pleasures and 
their fear of stopping: “I don’t enjoy it now as much as I 
did in the past”; "Before the opium was strong and pleas- 
ant; this stuff today is no good”; “I would like to stop, 
but I am afraid I would die.” 

Eleven addicts had never voluntarily attempted to stop 
smoking opium. As a group they had been addicted for a 
relatively short time (mean: 8.1 years) compared with 
addicts who had tried to withdraw (mean: 18.3 years), al- 
though there was some overlap between the two groups. 


Family History 


One or both parents of 23 addicts (58 percent) had 
been addicted or had used opium regularly. Four addicts 
without addicted parents did have addicted siblings. 
Among the remaining 13 addicts without addicted blood 
relatives, seven had affinal relatives who were addicted 
(four spouses and three fathers-in-law). Many addicts 
had a variety of addicted relatives—often including a 
parent, sibling, and close affinal relatives. Only six ad- 
dicts (15 percent) had no close blood or affinal relatives 
who were addicted. 

In comparison to the low rate of habitual and addicted 
opium smokers in the general adult Meo population (less 
than three percent in a previous survey [1]), these rates of 
family addiction were uncommonly high. They imply 
that genetic as well as environmental factors may operate 
in the genesis of opium addiction. It is of interest that 
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both genetic (12) and environmental factors (13) have 
been implicated in the development of alcoholism in the 
United States. 


DISCUSSION 


In many respects the findings of this study on opium 
addiction in Laos resembled findings on alcohol addic- 
tion in the United States (9) and narcotic addiction in 
Hong Kong (14), Chicago (15), and New York (16). Our 
subjects began addictive use between adolescence and 
their mid-40s, with a concentration of onset in the 20s 
and 30s. The typical course repeated in monotonous de- 
tail the classic progression of addiction: gradual increase 
in dosage and frequency of use, change from minor ef- 
fects of withdrawal (anorexia, nasal stuffiness, sneezing, 
yawning, malaise) to major effects (generalized aching, 
abdominal cramps, vomiting, diarrhea). After some years 
repetitive and futile attempts were made to stop the ad- 
diction. In the end the addict reported less enjoyment 
from his drug use but could not break away from what 
had become a core element in his daily existence. Some 
data have indicated that both genetic and environmental 
factors influence the onset of addiction; our data appear 
to support this hypothesis. And, although some highly 
visible addicts in Laos could be categorized as lower 
class, most Laotian addicts were self-sufficient, produc- 
tive members of their society. 

The Laotian subjects also demonstrated certain ex- 
ceptions to the usual patterns of addiction. First, the 
male-female ratio among Meo addicts indicated a much 
greater proportion of women than has been noted else- 
where. Second, in Laos opium addiction was primarily 
rural in origin, whereas narcotic addiction elsewhere has 
most often been a metropolitan phenomenon (although 
this may not be as true for alcohol addiction in the 
United States). Third, opium addiction may not be uni- 
formly correlated with decreasing social competency— 
as has often been assumed but seldom shown. (Indeed, 
many narcotic addicts in the United States may be so- 
cially incompetent because they never achieved any social 
competence in the beginning—not because the use of nar- 
cotics undermined their competency.) Finally, in Laos 
criminality was not associated with addiction, as has of- 
ten been true elsewhere—especially in the United States. 

The reasons for the worldwide similarities in courses of 
addiction appear to be mainly psychopharmacologic: ad- 
dictive substances taken regularly in sufficient doses seem 
to have a regular, predictable effect on physiology and to 
produce certain drug-centered behaviors regardless of 
race or culture. What differences do exist can be most 
readily explained by sociocultural factors. Among the 
people of northern Laos, opium has been readily avail- 
able as a cash crop, a medium of exchange, a folk rem- 
edy, and a social intoxicant. Although addiction to opium 
is not considered socially desirable, its use does not carry 
the social opprobrium found elsewhere. In addition, since 
one can raise his own opium or purchase it at a small 
price, addicts are not driven to violence to obtain it. Since 
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all “welfare” has been administered primarily by ex- 
tended families, by neighbors, and—less often—by small 
charities, rather than by an impersonal, monolithic bu- 
reaucracy, addicts have of necessity had to support them- 
selves as well as their habit—the family would not do so 
(unless an elderly member were in the terminal stages of 
a disease). As a result, addicts have not been encouraged 
to spend all of their time intoxicated on opium. 

Recent work by Hughes and associates in the United 
States and Kim in Korea has convincingly demonstrated 
the epidemic nature of narcotic addiction in those coun- 
tries over the last three decades (17-19). By contrast, the 
data from Laos do not indicate an epidemic pattern. The 
area of Laos inhabited by most of these addicts has seen 
social and political change: interruption of communica- 
tion and commerce during the Japanese occupation in 
1941-1945, political change to independence in 1946- 
1950, the Viet Minh violence in 1951-1955, refugee 
movements and the Vietnamese invasion in 1961-1965, 
and large-scale ground war and bombing in 1966-1970 
(20-22). Yet neither the periods of disruption nor the 
years of relative stability (1936-1940 and 1956-1960) 
have produced inordinate numbers of new cases. In- 
stead, unlike the situation in the United States or Korea, 
a steady number of cases developed each year in an en- 
demic fashion. 

In Korea and the United States there have been vary- 
ing policies and social attitudes over time toward the use 
of narcotics. Changes in laws, police pressure, and propa- 
ganda from the mass media have been associated with 
wide fluctuations in the price, availability, and attractive- 
ness of narcotics. By contrast, the social policy of the au- 
thorities and institutions in Laos has been a constant one: 
verbal opposition but physical noninterference. In addi- 
tion, from antiquity Laos has had an inexhaustible sup- 
ply of cheap opium. 

The very fluctuation or “‘epidemicity” of narcotic ad- 
diction in such countries as the United States can be 
viewed as in itself contributing to narcotic addiction. The 
potential Laotian addict could realistically survey all 
phases and aspects of narcotic addiction merely by look- 
ing around him; there were always enough addicts in 
early or advanced stages of opium addiction for him to 
make a realistic assessment of the advantages or disad- 
vantages of risking addiction. The potential user in a 
country with narcotic epidemics, however, might-—de- 
pending upon his social group—see only the “‘hip”’ scene 
that Finestone has portrayed in Chicago (23). As a result 
many who might be dissuaded by a more balanced view 
of addiction opt to use the narcotic. 


CONCLUSIONS 


Opium addiction in Laos resembles narcotic and alco- 
hol addiction elsewhere in certain respects. The age at on- 
set, withdrawal symptoms, cycles of cessation and recur- 
rence of drug use, and eventual decline of enjoyment 
appear to be elemental aspects of addiction that vary 
little among different peoples. 


Opium addiction in Laos differs from narcotic addic- 
tion reported elsewhere in its relatively high proportion 
of Meo women addicts, occurrence in a rural setting, and 
low association with criminality and soctal detertoration. 
These differences can be explained by the status of opium 
in Laos as a stable cash crop, with resulting low cost, easy 
availability, and limited social opprobrium. In addition, 
the ‘‘work imperative” (not to be confused with “work 
ethic”) that is basic in a country without government- 
sponsored welfare may prompt addicts to keep their drug 
use within bounds—i.e., addicted but not constantly in- 
toxicated. 

Our data suggest that opium smoking occurs in an en- 
demic pattern in Laos, unlike the epidemic pattern noted 
in the United States. An epidemic pattern of drug addic- 
tion may in itself be a pathogenic factor, since large num- 
bers of young people may become liable to addiction be- 
tween epidemic outbursts out of ignorance of its 
subsequent stages. 
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DISCUSSION 


STEVEN M. MIRIN, M.D. (Belmont, Mass.)—In our attempts to 
understand the complexities of opiate addiction there is an all- 
too-human tendency to reduce the problem to its narrowest and 
most manageable components. This leads some to define opiate 
dependence in purely pharmacologic terms, while others em- 
phasize the early relationship between the addict and his par- 
ents. Although both lines of inquiry possess value, neither can 
be said to promise an early solution to the problem of opiate ad- 
diction. Therapeutic approaches based on pharmacodynamics 
alone are successful to some degree in controlling socially unac- 
ceptable behavior but relate only marginally to the problems 
that predispose a person to addiction in the first place. Sim- 
ilarly, treatment methods that depend on the patient’s devel- 
oping insight or psychodynamic understanding of his problem 
have proven efficacicus for only a small segment of the addict 
community. 

It is in this context that I welcome Dr. Westermeyer’s effort 
to place chronic opiate use in a cross-cultural perspective. 
Though I cannot agree with all of his conclusions, his paper il- 
lustrates two points that I feel are crucial to an understanding 
of opiate addiction. First, although some of the behavior we ob- 
serve in opiate users is clearly related to the pharmacologic 
properties of the drugs themselves, this behavior also takes 
place within a specific psychosocial context. Second, cross- 
cultural data of the type reported here are vital to our attempts 
to define that segment of the population among whom opiate 
use may reach epidemic proportions, given the right set of cir- 
cumstances. 

As Dr. Westermeyer makes clear, environmental and cul- 
tural factors exert considerable influence on the course of nar- 
cotic addiction. In an area with high drug availability, such as 
Laos, it is not surprising that a significant proportion of the 
population, particularly in rural areas, choose to self-medicate 
their physical or psychic distress with opium. As is true else- 
where, a small percentage continue use beyond the period of 
acute stress and some of these go on to develop the full-blown 
addiction syndrome. However, unlike more closely regulated 
societies, in Laos one can depend on a relatively stable, in- 
expensive supply of opium, which reduces the need for addic- 
tion-related crime. There also exists in Laotian society a consid- 
erable tolerance toward drug use, provided the user remains 
socially and economically self-sufficient (1). Thus, in most in- 
stances the Laotian addict retains his place in the community— 
in sharp contrast with most other cultures. Finally, since smok- 
ing the drug is the preferred method of administration in this 
part of the world the potentially disabling sequelae of intra- 
venous use are generally avoided. 

Despite the fact that local environmental and cultural factors 
greatly color the addiction syndrome, this group of Laotian 
addicts demonstrated some features in common with drug-us- 
ing groups elsewhere. There was, for example, a high incidence 
of opiate use within the nuclear family. Analogous findings 
demonstrating the importance of a parental roie model for drug 
use have been reported for families that produce alcohol- 
ics (2,3) as well as for those who abuse other psychotropic 
agents (4). Though Dr. Westermeyer suggests that both genetic 
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and environmental factors influence one’s propensity for opiate 
addiction, I would caution that carefully controlled, prospective 
studies--perhaps utilizing the twin techniques so prevalent in 
schizophrenia research (5)-—-would be required to establish the 
presence of a genetic factor. 

As in other addict populations the onset of the disease proc- 
ess could often be traced to a period of acute distress, relieved 
to some degree by opiate use. Repetitive use was followed by 
gradually increasing physical and psychic dependence, punc- 
tuated by sporadic attempts at abstinence. Recognizing some 
common threads in the addiction process suggests the follow- 
ing. 

From a public health perspective it is obvious that if any 
progress is to be made in decreasing the incidence of narcotic 
addiction we need to define, within a given society, who con- 
stitutes the population at greatest risk. It is among these sus- 
ceptible individuals that stress, coupled with easy availability 
of drugs, can precipitate a chain of behaviors leading to addic- 
tion. In Viet Nam, for example, a history of disorganized fam- 
tly life, marginal education, and prior drug experience have 
been shown to correlate with a high risk of opiate use (6, 7). On 
the other hand, it is also clear that by raising the level of envi- 
ronmental stress, the high-risk population may be expanded to 
encompass a great many people who under other circumstances 
might never use opiate drugs (8). 

In conclusion, this paper should remind us that behavior as 
complex as opiate addiction cannot be successfully approached 
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from a narrow perspective. The opiate user must be understood 
in the light of his individual dynamics, his culture, the degree of 
environmental stress to which he is subjected, and the pharma- 
cologic attraction these drugs hold for certain groups of sus- 
ceptible individuals. 
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Ego Development and Cultural Differences 


BY CHARLES A. PINDERHUGHES, M.D. 


Analogues of aggressive-differentiating and affectionate- 


affiliating behavior are presumed to exist in human sys- 
tems at all levels of organization—from cells to suprana- 
tional organizations. The author offers hypotheses about 
the nature and relationships of these component sub- 
systems of the body, the personality, and associated so- 
cial structures. Integrating psychoanalytic, general sys- 
tems, and physiological perspectives into a conception of 
the differentiating and affiliating modes in ego attitudes, 
emotional attachments, cognitive styles, and sociocul- 
tural forms, he illustrates his concept with a clinical de- 
scription of a renal transplant patient. 


f 
ta 


IN HIS PRESENTATION of general systems behavior the- 
ory (1), Miller classified each cell, tissue, organ, orga- 
nism, group, organization, society, and nation as a sub- 
system of larger systems and as a suprasystem of smaller 
systems. Elsewhere (2, 3) he stated that, regardless of the 
level, all living systems have critical subsystems for the 
intake, processing, and output of matter, energy, and in- 
formation, and for reproduction. 

In order to maintain homeostasis and a state of health, 
all the characteristic functions of open living systems 
must be regulated so that modifications in the behavior of 
the organism and its subsystems may adequately com- 
pensate for any actual or impending deficiency, overload, 
loss, conflict, threat, disorganization, or other stressful 
condition wherever it occurs. 

In the psychoanalytic conceptual system, ego opera- 
tions comprise some of the behavioral mechanisms with 
which human organisms attempt to regulate and main- 
tain the delicate balance in the relationships among inter- 
inal systems and between internal and external systems. 

Ordinarily, the word “ego” is reserved for those behav- 
ioral mechanisms anchored in the patterns of the central 
nervous system whose character has been significantly in- 
fluenced by life experiences. Biological mechanisms 
whose character is not ordinarily influenced significantly 
by life experiences are not classified under ego mecha- 
nisms, although technically they might be. Behavioral 
mechanisms that are partially determined by culture may 
therefore be discussed as ego mechanisms, while those 
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which deal with minute internal subsystems relatively in- 
sulated from the outside world are not ordinarily dis- 
cussed as ego mechanisms. The word “‘ego”’ has included 
behavioral mechanisms having to do with: 1) environ- 
mentally influenced motivation, perception, cognitive 
functions, memory, and language; 2) adaptation, identifi- 
cation, or psychological mechanisms of defense; and 3) 
mechanisms regulating or organizing energy, libido, ag- 
gression, motor functions, emotions, and the body im- 
age (4-17). 

If, in line with general systems behavior theory, we 
group the ego mechanisms of psychoanalytic theory un- 
der headings such as reproductory functions, intake func- 
tions, output functions, and processing functions dealing 
variously with matter, energy, and information, we might 
increase the possibilities for transfer of data and concepts 
between these two conceptual systems. By placing com- 
parable areas of the two conceptual systems in apposi- 
tion, lacunae in each may also become evident. 


THE PSYCHIC SYSTEM 


Evolutionary developments have made it possible for 
the human central nervous system to record, retain, accu- 
mulate, and interrelate impressions from experiences so 
that orderly arrangements and processes exist for latent 
and active psychic impressions and all their connections. 
Memory, knowledge, thinking, creative work, and cul- 
ture are expressions of this psychic system. The psychic 
system is conditioned and programmed by stimuli origi- 
nating in the body and by stimuli originating in the out- 
side world. 

It can be useful to think of the body image as a system 
composed of many subsystems. Included among them 
are a subsystem of body representations, a subsystem of 
object representations, a subsystem of more abstract rep- 
resentations of emotions, and a subsystem of idea repre- 
sentations, each having unique input, output, con- 
nections, source of stimuli, and locus of effect. Feedback 
from each subsystem may effect changes in the other 
three and one system may be entrained to the rhythms 
and cycles of another. Somatic, emotional, psychic, and 
social behavior may be conceptualized as becoming 
aligned, synchronized, and bonded together by in- 
tegrating processes in the body image. 

Since somatic functions cannot vary beyond the nar- 
row limits essential for life and health, control of somatic 
functions cannot be closely linked to any representations 
that are subject to marked change. When objects, emo- 
tions or ideas become tightly linked to somatic processes 
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through relationships in the body image, inconstancy in 
emotions, objects, or ideas may become pathogenic. Un- 
der these circumstances individuals attempt to stabilize 
their relationships to objects, to emotions, or to ideas. Ri- 
gidity of ideas or emotions, or rigidity in the object 
world, may be required for health by some people; rela- 
tive constancy seems adequate for most. Common obses- 
sions and paranoid beliefs represent attempts to achieve 
constancy in the idea subsystem. When delusions are 
shared and facilitate social relationships, we consider 
them healthy. When they are not shared and alienate an 
individual from social relationships, they are considered 
pathological. Human needs for religions and ideologies 
reflect needs for stable attachments in the idea subsystem 
in order to promote constancy in the body. 

_ During millions of years of phylogenetic development, 
stable regulatory mechanisms have developed for somat- 
ic systems. Less stable regulatory mechanisms exist for 
personality (psychic) systems that have existed for only 
one or two million years at most. The least stable regu- 
latory mechanisms exist for complex sociocultural sys- 
tems that have evolved relatively recently. Moreover, 
somatic systems and psychic systems have been embed- 
ded in physiology and are thus subject to its demand for 
constancy, whereas culture has not. 

Both initiators of culture and accommodators to cul- 
ture have within them representations of the culture to 
which they relate. Mental and physical health depend to a 
considerable degree upon the extent to which the somatic, 
psychic, and sociocultural systems are aligned and if they 
fit together harmoniously. 

When a group of people and their descendants live to- 
gether in the same circumscribed area for many genera- 
tions, they experience dynamic interactions between psy- 
chic and cultural systems that develop more and more 
analogues of each within the other. Pressures from socio- 
cultural systems influence the content and structure of 
psychic systems; pressures from the psychic systems of 
influential people influence the content and structure of 
cultural systems until relative stability and constancy are 
achieved in all systems and subsystems at every level. At 
this point, all conscious and unconscious behavioral and 
cultural processes have been aligned, bonded, and syn- 
chronized into a single relatively harmonious human so- 
mato-psycho-socio-cultural system. 


EGO RESPONSES TO CULTURAL CHANGE AND TO 
CULTURAL DIFFERENCES 


A person whose psychic and somatic systems have 
been attuned to one culture may find adjustment to an- 
other culture difficult or impossible. Each newcomer to 
an open social system interacts in a manner that induces 
old familiar family role relationships with the new asso- 
clates (18). My associates and I have observed this on 
hospital wards even where the ward “culture” differs 
greatly from any previously experienced (19). In my 
work for eight years on-a chronic hemodialysis and renal 
transplant unit, I have observed remarkable adaptations 
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in individuals and in families in their interaction with the 
dialysis-transplant culture. This experience has given me 
an opportunity to observe the behavior of normal person- 
ality systems and family systems in the presence of depri- 
vation, overload, loss, conflict, altered organization, and 
other stress. 

I have made contact with over 100 of these patients 
and have maintained contact over a period of time with 
about 50 patients of varying sociocultural backgrounds. 
Some have been seen three times a week for as long as 
eight years. Usually spouses and often families are inter- 
viewed during workup; additional interviews are offered 
as needed. 

Three years ago, as I made rounds with a social 
worker, a patient awaiting surgery asked if we might ease 
his mind by talking to his wife, who was annoyed with 
him. The conflict between the patient and his wife cen- 
tered around the patient’s dependent, affiliative attach- 
ment to his extended family. His wife perceived this as 
quite abnormal and as interfering with his responsibilities 
as a husband and father. A family interview revealed that 
the patient, his sister, and his mother were Italians who 
greatly valued intense, close, interdependent family rela- 
tionships. The patient’s wife was Irish. She had been 
reared in a family that placed a high value on separating 
and on achieving individual] identity and independence. 
She had successfully achieved independence from her 
parents and siblings as she developed a close and uncon- 
sciously dependent relationship with her husband. 

The Irish wife viewed the patient’s persistent bond to 
his original family as competitive and unhealthy. The 
Italian family members thought of their bonds as healthy 
and wondered why the wife remained pathologically sep- 
arate and aloof. 

A second family interview included the patient’s sis- 
ter’s Irish husband. He volunteered that his wife had 
retained her attachments to her family, and that he also 
had felt jealous and critical. In order to improve their 
marital relationships, the Italian spouses had attempted 
to reduce contacts with their extended families, but con- 
flict and guilt were precipitated when they did so. 

After some discussion, they all concluded that the Ital- 
ian people they knew maintained strong bonds to ex- 
tended family members along with bonds to the marital 
family, while the Irish people they knew placed far 
greater emphasis on bonds to the marital family. Thus, 
family bonds for the Italians tended to be conducted in 
parallel, and for the Irish in series. When the Irish mates 
told their spouses, “You aren’t children anymore, you 
now have a family of your own,” they revealed their be- 
lief that dependent affiliative attachments to parents and 
siblings were permissible in childhood but were to be 
overcome by adults. The Italians viewed strong inter- 
dependent family attachments as desirable for adults as 
well as for children. 

Irish mates experienced as intrusions from the ex- 
tended family those situations in which Italian mates felt 
comfort and support from the extended family. The Irish 
mates showed more independence in their positions; they 
talked more, interrupted more, and were dominant in 


most verbal interactions. The Italian mates, on the other 
hand, showed more consideration, deferred more, and 
accommodated more. The Irish mates showed more suc- 
cess in verbalizing ideas and in expressing strong feelings 
verbally in an ego process that reduced their emotion. 
The Italian mates showed more conflict in verbal expres- 
sion in an ego process that often increased emotion or 
blocked its verbal expression. The Irish mates were 
strongly oriented toward vertical, hierarchical, authori- 
tative relationships while the Italians showed perference 
for more horizontal, affectionate relationships. 

After three family interviews during the ten days be- 
fore the patient’s major surgery, both couples related 
more adaptively. Realizing that close cooperation and 
minimal conflict between him and his wife would improve 
his lengthy adjustment on home dialysis, the patient 
called his Italian family members together and explained 
the importance of reducing his contacts with them. He 
also chided them for not understanding and supporting 
his wife in ways that would produce comfort for her. He 
was surprised to note that heightened respect and self- 
esteem followed his assertive declaration. 

Following three operations in rapid succession, the 
patient had psychophysiological constipation and wanted 
to remain in bed or be sent home to his family. Enemas, 
suppositories, and oral laxatives failed to work for sev- 
eral days; he felt bloated and he vomited. He revealed 
that he had never had a bowel movement during several 
hospitalizations as an adult (he could recall no details of 
hospitalization for a tonsillectomy at age five). 

I offered the interpretation that he had been through a 
lot and was loaded with feelings he suppressed and kept 
within himself. He appeared frightened or angry at times 
and I had noted that he felt unable to criticize his mother, 
family members, or others, such as doctors, who were 
close and trying to be helpful. I suggested that he was es- 
pecially fearful of further loss, was remaining in bed, con- 
serving energy, and holding onto everything, including 
feces, to prevent further loss. Within hours his behavior 
abruptly changed. He became aggressive, expressed some 
anger, spent the next day walking constantly saying, “I 
have to move.” The following day he had diarrhea and 
said, “I’m better but I’ve got to stop moving. Each time I 
walk I get cramps.” The next day he took up smoking 
again for the first time since his operation and from then 
on showed no dependent attitude toward other persons 
including family members. He expressed pride in his ac- 
tivity and competence and asked for occupational ther- 
apy. 

After the operations, recovery of bodily integrity was 
his-greatest concern. Not knowing what to do to improve 
things, his ego had adopted an ultraconservative attitude 
of preserving the status quo. The sense of system over- 
load was prominent. It was as if he said, ‘‘I’ve had 
enough, there should be no more, halt business, close the 
shop.” Introduction of anything more was perceived 
symbolically as getting bloated and having to vomit, 
thereby reducing the overload. In this case, pregnancy 
fantasies offer a model for expressing the theme that 
something has been introduced into the body that has al- 
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tered the body’s integrity and stimulated a sense of stress 
and overload. 

At all times, ego subsystems and culture subsystems 
interact dynamically through their connections in the 
psychic system. Most of the time the interaction seems 
relatively stable because of the powerful cultural, biologi- 
cal, and social forces aligned against change. Yet this 
patient adaptively took the route toward separation-indi- 
viduation when his culturally determined preference for 
dependent-affiliative behavior was maladaptive and pain- 
ful. Before making this adaptive change he tried to hold 
onto his past and even tried to manipulate the hospital 
culture into alignment with the preferred culture of his 
family and his personality. 

When a personality is under unusual stress, one can ob- 
serve modifications in psychic systems that, under other 
circumstances, are rare or unachievable. In the case de- 
scribed above, paired opposing tendencies appeared in 
dynamic interaction with one another in his somatic, psy- 
chic, and social systems. Is this a prominent character- 
istic of human systems at all levels or merely an idiosyn- 
crasy of this case or of our perception? 


EGO DEVELOPMENT AND CULTURE: AFFILIATIVE AND 
DIFFERENTIATIVE POTENTIALS 


It seems likely that affiliating and differentiating 
modes of behavior and some of their derivatives are com- 
mon to all living systems. For instance, intake functions 
would be classifiable as an affiliating mode of behavior. 
Approach behavior and affectionate behavior are affilia- 
tive, while avoidance behavior and hate behavior are dif- 
ferentiating and discriminating. 

Cultural programming of individuals would define the 
circumstances in which one mode or the other (or its de- 
rivatives) would be reinforced or inhibited. Cultural pro- 
gramming would also ensure alignment and synchro- 
nization of these modes throughout all levels of related 
human systems. It would define when numerous individ- 
uals would respond to the same cue, signal, or circum- 
stance with similar or analogous behavior. Such a hy- 
pothesis is testable. Data could be collected on the 
differentiating or affiliating modes in somatic systems, 
ego attitude, emotional attachments, cognitive style, and 
sociocultural forms. 

The behavioral potentials in these areas can be out- 
lined roughly as follows. In terms of general ego attitude, 
differentiating and affiliating ego behaviors are manifes- 
tations of opposing polar tendencies. Differentiating ego 
behavior includes projective behavior oriented toward 
initiating, mastering, ruling, controlling, disciplining, 
separating, and individuating. Affiliating ego behavior 
includes introjective behavior oriented toward accommo- 
dating, being disciplined, accepting direction, cooperat- 
ing, joining, and sharing. In terms of emotional attach- 
ments, the differentiating manifestations include bonds 
conducted in series with autonomy, separate identity, 
and respect emphasized; the affiliating manifestations in- 
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clude bonds conducted in parallel with interdependence, 
sharing, and affection emphasized. 

In cognitive style, differentiating tendencies are mani- 
fested in an emphasis on distinctions, differences, and 
compartmentalization, as well as a greater degree of in- 
tellectuality; the affiliating tendencies are manifested in a 
lesser degree of differentiation, compartmentalization, 
and intellectualism and a greater emphasis on sim- 
ilarities. In terms of sociocultural forms, the differ- 
entiating forms involve a more closed society; more com- 
partmentalization, division of labor, and specialization; a 
more differentiated class structure and vertical social or- 
ganization; more prejudice and discrimination; and con- 
servative political practices. The affiliating forms involve 
a more open society; less compartmentalization, division 
of labor, and specialization; a less differentiated social 
structure; more horizontal social organization; less prej- 
udice and discrimination; and liberal political practices. 

In our culture, differentiating behavior is frequently 
symbolized by masculine imagery and by light com- 
plexion while affiliating behavior is often symbolized by 
feminine imagery and by dark complexion. 

The observations and concepts offered are in accord 
with many other reports of relationships between culture 
and psychology (20-23). Parallel observations are de- 
scribed in different cultures and by different individuals. 
In Chinese medicine the patterns are symbolized by yin 
and yang. Roheim cited projection or introjection as ba- 
sic mechanisms that are differentially reinforced in differ- 
ent cultures (22). Aggression is characterized by the proc- 
essing of energy, matter, and information for 
differentiating behavior. Affection is characterized by the 
processing of energy, matter, and information for afili- 
ating behavior. 

In the case described in this paper, the Irish spouses 
showed a predilection for differentiating patterns in their 
personalities and in their culture. The Italian spouses 
showed a predilection for affiliating patterns in their per- 
sonalities and culture. When given a choice the patient 
preferred affiliating patterns. If affiliating patterns were 
discouraged, he was capable of shifting to differentiating 
behavior patterns in individual or social behavior. 
Viewed in this perspective, ego development or cultural 
development may involve shifts in emphasis from one 
mode to another (or increased integration) at critical 
points. 

Ego patterns produced under impact of culture are not 
exclusive; they are on the order of preferences, pre- 
dispositions, and predilections. Under appropriate condi- 
tions, ego patterns that had previously been subordinate 
emerge into dominance. 

Dynamically related, paired, antagonistic patterns ex- 
ist at every level in human systems. In a well-organized, 
strongly acculturated person the patterns are aligned and 
synchronized among cell, tissue, organ, organism, group, 
and society levels so that well-regulated analogous behav- 
ior may occur from level to level and system to system. I 
have offered hypotheses suggesting that the paired oppos- 
ing processes in societies, groups, and personalities origi- 
nate from biological sources although they may be per- 
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petuated and reinforced by other factors (24). 

Physiological processes that exist in dynamic paired 
antagonistic relationships are responsible for the paired 
antagonistic patterns in the psychic apparatus. Paired an- 
tagonistic relationships in the body image and primitive 
ego functions are reflected in ambivalence and conflict in 
behavior and cultural products. In a real sense, body 
structures and processes program the structures and 
processes of the mind. These in turn program the in- 
novations and modifications that occur in cultural prod- 
ucts. Once produced, culture may be perpetuated through 
its programming effect upon the ego development of per- 
sons in successive generations. 

Similarities in ego development that are universal are 
related to similarities in basic structures and processes in 
anatomy and physiology. They are also related to univer- 
sal experiences that result in cross-cultural similarities in 
body image and ego functions. 


SHARED PSYCHIC CONTENT RESULTING FROM 
UNIVERSAL ENVIRONMENTAL AND DEVELOPMENTAL 
EXPERIENCES 


Although it originates from other sources, some shared 
psychic content may be reinforced by cultural factors. 
For instance, the high is universally valued over the low. 
Early ongoing experiences with the effects of gravity 
probably program all humans toward this bias. This uni- 
versal environmental experience is reinforced by univer- 
sal developmental experiences of being “low” children 
among taller parents and older siblings. Further rein- 
forcement of the bias favoring the high over the low 
comes from universal social experiences in which use of 
the head is encouraged while use of lower parts of the 
body is discouraged in group settings. The unconscious 
programming effects of ongoing experience with night 
and day initiates universal biases that favor light over 
dark. These may gain reinforcement from cultural expe- 
riences although they do not begin as such. Differences in 
ego development that occur from culture to culture can 
be discussed in terms of differential reinforcement or in- 
hibition of selected mechanisms and differential bonding 
to varying objects, concepts, and values. 

All societies have potential for both open-horizontal 
development and closed-vertical development, since these 
forms in social systems are aligned with the affiliative and 
aggressive behavior that are always present in individ- 
uals. Reinforcement in any system or level may take 
place in either direction, and at all times some mixture of 
both potentials is present, since both are essential for the 
survival of all living systems. 

The accumulation of associated impressions, latent im- 
ages, and pathways in the central nervous system make 
up the body image, which is the main substance of the 
psychic system. Programs introduced into the body im- 
age influence all psychic products that are based upon 
projections from the body image. Because universal influ- 
ences like gravity, the revolution of the earth, and the 
body’s form exert common programming influences 


upon everyone, we find that people all over the earth have 
biases, illusions, and delusions that favor the high over 
the low, the light over the dark, the front over the rear, 
etc. These biases are projected into the cultural products 
created by humans and appear in man-made objects, ac- 
tivities, and social arrangemenis. When the biases 
projected from the body image are externalized and con- 
cretely represented in sociocultural patterns and prod- 
ucts, these can subsequently exert programming effects 
upon developing egos. 

I wish to clarify that I have no opposition to findings 
and concepts concerning the programming effects of cul- 
ture upon individual human systems. I do feel that we 
have given too little attention to the programming effects 
of somatic systems upon the psychic system and (through 
the psychic system) upon sociocultural systems. 

Only by understanding the programming processes in 
both directions can we accurately formulate the nature 
and dynamics of human systems. 
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Correlative Aspects of Introjective and Projective Mechanisms 


BY W.W. MEISSNER, S.J., M.D. 





The author discusses the correlative nature of projection 
and introjection, their early roles in development and dif- 
ferentiation, and their later defensive uses. He describes 
how, in paranoid states, the interplay between projecting 
and introjecting leads to conflicted ambivalence between 
preserving and annihilating significant objects. 


IT IS GENERALLY AGREED that projection is the character- 
istic and basic defense mechanism employed in paranoid 
states. Since it is obvious that projection is found quite 
consistently in a variety of other clinical conditions (1), 
we cannot regard it as a defining or pathognomonic as- 
pect of paranoid states. Freud (2) put considerable em- 
phasis on projection in trying to illuminate the psycho- 
dynamics of paranoid delusions. The paranoid deals with 
painful or intolerable inner impulses by projecting them 
onto external objects. The process can be rationalized in 
terms of the economic principle that it is easier to avoid 
and flee from a threatening external source of pain than 
to avoid an internal source of pain (3). But it is not imme- 
diately evident why this should be the case. 

The mechanism of projection can be considered mean- 
ingfully only in the context of its correlative intrapsychic 
process—introjection. The two processes are intimately 
related in the psychic economy (4). Although psycho- 
analysts, following Freud, have focused primarily on the 
role of projection in paranoia, there has been a tendency 
to overlook and underplay the equally important, al- 
though less apparent, role of introjective mechanisms. 

It is difficult to indicate the starting points for the oper- 
ation of projection and introjection, but it must be ex- 
tremely early in life. Klein (5) cited the presence of these 
processes in the first few months of life. She was un- 
doubtedly correct in pointing to the operation of these 
mechanisms, but whether they operate in the manner she 
described is a matter of controversy. The operation of 
projective and introjective mechanisms requires a certain 
degree of differentiation in intrapsychic structure—cer- 
tainly enough to support a minimal degree of differ- 
entiation between self and object. Projection involves an 
attribution of parts of the self-representation to an object 
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representation; introyection involves a reciprocal attribu- 
tion of parts of object representations to the self-repre- 
sentation. At the same time projection and introjection 
are in part responsible for the emerging differentiation 
between self and object. 

At their most primitive level these processes are rela- 
tively unstructured and undifferentiated. It is impossible 
to know what the content of such neonatal processes 
might be or what degree of awareness they might include. 
Freud’s speculation that projection deals primarily with 
the operation of the pleasure principle and that the orga- 
nism responds in order to maintain an inner pleasurable 
state—the purified pleasure ego—was probably near the 
mark. It is difficult to know whether at this primitive 
level the processes involved are defensive. Klein insisted 
that they are, but they may be primarily serving the inter- 
ests of differentiation and development and are only sub- 
sequently brought into the uses of defense. At this level, 
internalizing and externalizing processes are differ- 
entiating rather than defensive processes, and they are di- 
rected to the formation and establishment of boundaries 
between the inner and the outer worlds, between self and 
object. Once these fundamental differentiations are es- 
tablished, the same operations are caught up in the com- 
merce between the internal and the external. 

The structuring of the inner world begins very early in 
life. Incorporative aspects of the infant’s global and un- 
differentiated experience precede the capacity to distin- 
guish between self and object, but they contribute a quali- 
tative modification to the global experience. The 
experience is good or bad, or perhaps both; to the degree 
that it is unpleasurable, it leads to primary attempts at 
externalization that organize the emerging lines of differ- 
entiation. As these lines begin to form, introjection be- 
comes possible and the continuing structuralization of 
the inner world takes place through introjective mecha- 
nisms. The quality of introjects is derived from and con- 
stituted by elements in both the inner and the outer 
worlds. What is introjected is qualitatively determined by 
the characteristics of the real object in conjunction with 
the elements attributed to it that derive from the inner 
world. The introject functions after the manner of a tran- 
sitional object—it represents a combination of deriva- 
tives from the inner and the outer worlds that is assimi- 
lated to the inner world (4). 

What is internalized through introjection is a function 
of an interaction between the real qualities of the object 
and the qualities attributed to the object that are derived 
from the subject’s inner world. This attribution of quali- 
ties drawn from the inner world and attached to objects 
in the outer world is projection. The quality of introjects, 


then, depends in part on the qualities projected from the 
inner world of drives and instincts. To the extent that 
hostile and destructive instincts are projetted onto the 
object, the object becomes a bad, threatening object and 
introjection of the object creates a bad, threatening in- 
troject. Similarly, projection of good, loving impulses can 
help to provide good and loving introjects. The quality of 
the introject, however, is mitigated by the response of the 
object. A good and loving object can absorb significant 
amounts of aggressive, projective affect and, in a sense, 
neutralize it, so that the introject is modified in the direc- 
tion of ambivalence. Aggressive impulses thus become 
less threatening and the infant’s capacity to tolerate rage 
is increased. However, a hostile, rejecting object can in- 
tensify the destructive and threatening quality of the in- 
troject so that the internally destructive aspects of ag- 
gression are intensified. 


INTERPLAY OF INTROJECTION AND PROJECTION 


The interplay of introjective and projective mecha- 
nisms weaves a pattern of relatedness to the world of ob- 
jects and provides the fabric out of which the individual 
fashions his own self-image. His capacity to relate to and 
identify with the objects in his environment also develops 
out of this interplay, and it determines the quality of his 
object relations. Projection and introjection must be seen 
in a developmental and differentiating perspective, which 
does not merely reduce them to defense mechanisms. In- 
trojection and projection serve important developmental 
functions, particularly in the early course of devel- 
opment. They are intimately involved in the gradual 
emergence of differentiation between self and object. 

The developmental and defensive aspects of in- 
trojection and projection are intertwined. As devel- 
opment progresses, however, intrapsychic differentiation 
and the differentiation between subject and object reach a 
point at which further developmental progression de- 
pends on the emergence of other, more highly integrated 
and less drive-dependent types of processes. The per- 
sistence of projection and introjection beyond this point 
suggests that they are being employed in the service of 
defensive needs rather than facilitating the interaction be- 
tween subject and object, which serves both to build the 
structure of the inner world through internalization and 
to qualify the experience of the outer world through pro- 
jection. The persistence of introjective and projective 
mechanisms in the work of development extends at least 
through the resolution of the oedipal situation, since in- 
trojection and projection are involved in the formation of 
the superego and the ego ideal. 

It is difficult to say when their developmental function 
ceases. They may play a role in the reworking of previous 
developmental crises during adolescence. But beyond 
that they are primarily defensive in nature. Introjective 
responses to loss, while they provide the matrix for 
adaptive change and personal growth in the course of the 
life cycle, are primarily defensive responses. It may be 
most accurate to say that the balance between the devel- 
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opmental and defensive aspects of introjection and pro- 
jection shifts in the course of the life cycle and that these 
mechanisms therefore undergo a change in function. 
They are continually at work adjusting the balance of in- 
stinctual pressures between the inner and the outer 
worlds. The process.is always in some degree defensive 
and in some degree developmental, in that its effects in- 
volve the structuralizing of intrapsychic aspects. 

It is important to realize that introjection and projec- 
tion are correlative. When we speak of projective mecha- 
nisms in paranoid states, we must remember that we are 
also speaking of their correlative introjects. What is 
projected is derived from inner introjects. Beyond the 
level of the most primitive primary projections, by which 
the differentiation between self and object is established, 
projection is a process of reexternalizing what has been 
internalized by introjection and internally modified by 
the influence of drive derivatives. Thus the understanding 
of projection requires an understanding of the operation 
of the introjective mechanisms that have been involved in 
the developmental processes. To understand what comes 
from the inner world we must try to understand what 
comprises the inner world and how it got there. 

Looking at projection in its broadest terms, Rapa- 
port (6) described it as the structuring of the world in sub- 
jective terms according to an organizing principle inher- 
ent in the individual personality that seeks to diminish 
internal stress. This encompasses a variety of subtypes: 1) 
infantile projection, by which whatever is painful is ex- 
ternalized: 2) transference processes, which may include 
projective elements; 3) defensive projection (paranoid) of 
inner impulses; and 4) the structure of the inner world as 
reflected in projective testing. The subjective structuring 
has to do with the internalization of introjects, which are 
then projected and help the infant to structure his world 
and to define the limits of self and the boundaries be- 
tween what is within and what is without. The complex 
interplay between introjection and projection in struc- 
turing the inner and outer worlds is modified by the struc- 
turalizing effects of the processes of identification and the 
resulting emergence of a stable self. As the self becomes 
organized and stabilized, there is a corresponding defini- 
tion of the structure, limits, and inherent stability of ob- 
jects. Perception of the world becomes less drive depen- 
dent and less organized in terms of defensive needs. The 
capacity for reality testing and tolerance for the dis- 
tinctness and difference of objects matures. 

Projection may be viewed as involving a partial de- 
differentiation or fusion of self and object representa- 
tions (7). The infantile interplay between introjection and 
projection is involved in efforts to define and establish the 
boundary between self and object, and such fusion and 
confusion are undoubtedly part of the problem. In later 
defensive projections, however, such confusions are not 
apparent and patients seem to be hypersensitive to differ- 
ences between themselves and others, particularly the ob- 
jects of their projections. Attribution to an object of char- 
acteristics that derive from aspects of the self do not 
necessarily connote fusion of representations. Rather, in 
the defensive use of projection, the distinction between 
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self and object is amplified in the interest of putting 
greater distance between the self and what it seeks to re- 
ject. 

The defensive use of projection can take a variety of 
forms. An attribute or quality that lies wholly in the sub- 
ject and not at all in the object is perceived as a quality of 
the object and not as a quality of the subject. Conflict is 
resolved by ascribing to the other person or group the 
emotions, attitudes, or motives that actually belong to 
the self or one’s own group. This use of projection in- 
volves a considerable degree of denial and involves a se- 
vere distortion of external reality. Projection may also 
take the form of an exaggeration or accentuation of qual- 
ities in the other that the subject also possesses, although 
the degree to which the subject is able to acknowledge the 
quality in himself varies. Allport (8) called this the 
“mote-beam” projection. Freud (9) pointed out that pro- 
jection of this kind was often involved in jealousy, when 
one partner minimizes his own impulses to infidelity 
while accentuating the impulses of the other partner. He 
assumes the presence of impulses to infidelity in both 
partners, even though they may be unconscious. Projec- 
tion need not, however, take the form of either creating 
or exaggerating qualities in the other. It may simply take 
the form of providing an explanation and a justification 
for an inner state of mind by an appeal to external influ- 
ences or the imagined intentions and motives of others. 

It is important to keep the understanding of projection 
distinct from related usages. I have been discussing the 
developmental and defensive forms of projection that 
share certain characteristics and are closely related. Such 
projections are correlative with introjection and are thus 
pertinent to the forming of the self-image and the organi- 
zation of object relations. Projection should be carefully 
distinguished from transference phenomena, which in- 
volve displacements from object to object rather than 
from subject to object (7, 10). It should also be clear that 
the so-called “phobic projections” can only be called pro- 
jections by analogy and are better described as ex- 
ternalizations. 


AMBIVALENCE IN OBJECT RELATIONS 


Projection is a defense that pertains primarily to object 
relations. The content of a projection derives from in- 
trojects, which are in turn derived from object relations. 
Moreover, projection is immediately caught up in the de- 
velopment of object relations. Jaffe (1) pointed to the 
dualistic and conflictual role of projection in involving 
the self in a persistent mode of ambivalence in dealing 
with objects. At one pole annihilation of the object is 
sought, whereas at the opposite pole identification with 
and preservation of the object is desired. There is a basic 
conflict between the impulse to destroy the object, to 
which some threatening subjective impulse has been as- 
cribed, and the wish to protect the object, with which the 
subject has identified and which is thus invested with nar- 
cissistic cathexis. The ego is faced with a need to main- 
tain inner stability in the face of structural regression, 
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with its attendant threat of loss of control and instinctual 
discharge. It is interesting in this regard that paranoid 
patients are terribly threatened by any attempt to con- 
front them with their rage and disappointment against 
significant (particularly primary) objects. The paranoid 
position often seems to be calculated to preserve these 
objects and to preserve the object relation. The ambiva- 
lence in the relationship is too difficult to tolerate and the 
rage against the object cannot be faced. These relation- 
ships are often an important source of introjects and the 
projection onto other objects provides a way of pre- 
serving the good aspects of the object relationship. On 
another level, projection onto such important introjective 
objects provides a way of preserving the relationship, al- 
beit on desperate terms. 

The duality of preserving and annihilating, of in- 
trojecting and projecting, is inherent in the full spectrum 
of paranoid states. What seems most significant in the 
operation of these mechanisms is their close relation to 
situations or circumstances in which the ego has suffered 
or is about to suffer a significant loss. At such points the 
ego is confronted with its own inner sense of inadequacy 
and weakness. The mechanisms operate in the direction 
of preserving the inner elements that support self-esteem 
and its related narcissism. The complex of projection/in- 
trojection operates to rework the object relations in- 
volved so as to preserve the self in a meaningful context 
of relatedness. The analogue is the interplay of infantile 
projection/introjection in establishing the self and build- 
ing its relatedness to objects. The operation of these 
mechanisms, therefore, cannot be regarded in isolation or 
as the result of intrapsychic dynamisms alone; it must be 
seen in the larger context of the subject’s relatedness to 
objects and his embeddedness in a social context. 

While the defenses are operating in an attempt to pre- 
serve the self, it is apparent that their capacity to do so is 
limited. The paranoid patient is under duress from within 
and from without. His defensive struggle is aimed at re- 
jecting the painful and evil parts of his self-—placing them 
outside (projection)—and affiliating unto himself the 
fragments of relationship that can enhance his own sense 
of self and his relatedness to the world of objects around 
him (introjection). But the attempt is abortive since both 
projection and introjection operate in part to diminish 
the sense of self. Projection preserves a relation to the ob- 
ject of a certain distorted quality, but at the expense of 
losing the projected parts of the self and compromising 
the capacity to relate in ways that facilitate the growth 
and integration of self. 

Introjection preserves the relation to the object within 
the ego, but in so doing it creates an internalized presence 
that is subject to primary process influences and that pre- 
serves its derivative character. The cost to the self is the 
persistent infringement on its internal consistency and 
the reduction in its capacity to relate to objects more 
maturely. The defensive operation of introjection there- 
fore attains some self-preservative compromise, but it in- 
terferes with the ego’s capacity to integrate itself less in 
drive-derivative terms and more in terms of mature ob- 
ject relatedness. ‘Introjection in its early developmental 


aspects allows the emerging ego to work through primary 
process types of organization and thus prevents the emer- 
gence of more autonomous secondary process forms of 
ego integration (4). 

One of the striking clinical aspects of paranoid condi- 
tions relates to the issue of autonomy. The paranoid 
patient lives in a state of continually threatened auton- 
omy. He is constantly preoccupied with the issues of con- 
trol and domination. He may feel, in an acute delusional 
condition, that his thoughts are being controlled. Events 
and relationships are cast in the mold of an impending 
need to submit. Simple requests or directives from others 
become a demand for submission to the will of the other. 
Paranoid cooperation or obedience becomes a groveling 
prostration of self, in which the patient feels his weakness 
and impotence and hates it. Such patients cannot give in 
to another person or accede to the will of another person 
without the situation’s taking on the proportions of a 
total or near-total surrender of any sense of personal au- 
tonomy (11). 

A mature and stable sense of autonomy can allow 
room for a relaxation of inner controls that will permit a 
certain degree of spontaneity or even of regression for 
adaptive or creative purposes—regression in the service 
of the ego. It can also allow itself to be open to the sug- 
gestion or influence of others, or can even submit itself to 
the will of others. It is capable of recognizing and respect- 
ing the autonomy of others and allowing them their 
measure of self-determination. It can do these things 
without a sense of shame. The autonomous person can 
give in without giving up. The paranoid can do none of 
these things. His sense of autonomy is rigid, fragile, and 
unstable. 

I might add a word about superego projections, since 
they form a considerable proportion of typically para- 
noid projections. Superego projections are closely linked 
with the issue of autonomy. The autonomy of the para- 
noid personality is threatened both internally and ex- 
ternally. The internal threat derives from introjects, the 
most important of which are the superego introjects. The 
inner diminution of a sense of autonomy Is closely tied to 
other effects of superego aggression. It calls forth feelings 
of inadequacy, diminished self-esteem, worthlessness, 
shame, and guilt (12). Projection serves to release some 
of this superego pressure. The paranoid projection can 
serve as a defense against the feelings of inner loss and 
futility that are associated with the internal threat to au- 
tonomy. If autonomy is threatened externally, at least the 
inner futility can be lessened and the external threat can 
be contested. Even if it cannot be avoided or overcome, 
one can preserve a false sense of rebellious autonomy in 
the face of an external threat. One cannot do this in the 
face of an internal threat. Superego projection is really a 
special case of the overall problem of projection/in- 
trojection in paranoid states. 
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DISCUSSION 


ELLIOT R. REINER, M.D. (Worcester, Mass.)—Dr. Meissner’s 
condensed material integrates useful concepts on the theory of 
the paranoid process. He states that internalizing and ex- 
ternalizing processes of the neonate are differentiating rather 
than defensive processes. This prompts a question concerning 
the usefulness of trying to distinguish, in the early organization 
of the neonate, whether differentiation and development are 
separable from defensive measures. Since differentiation and 
development function for adaptation, they are at the same time 
primordial defensive mechanisms. In later comment the author 
notes the presence of these concurrent processes. 

Dr. Meissner writes that introjection and projection are cor- 
relative, His statements suggest the model of a ‘‘double-track”’ 
transport system for commerce between two stations within the 
adaptive realm of the ego—projection and introjection—with 
tracks capable of carrying a “good” and “bad” cargo of mental 
representations. The basic concept of this report is that of an in- 
teracting system in which qualities of the subject’s inner and 
outer object worlds zre oscillated by introjection or projection. 
This hypothesis is derived from Modell’s description of the 
transitional object in his book Object Love and Reality (1). 

Dr. Meissner describes how threatened paranoid patients are 
by any attempt to confront them with their rage and disappoint- 
ment against significant (particularly primary) objects, and how 
this position seems designed to preserve primary object rela- 
tions. He explains that the introjecting and projecting mecha- 
nisms function to preserve the inner elements that support self- 
esteem and narcissism. I believe this has relevance for treat- 
ment of cases in which the therapist diminishes the role of the 
destructive introjective and projective processes by influencing 
the replacement of more self-affirming representations for these 
same processes. 

The author notes the infantile interplay between introjection 
and projection involved in the efforts to define the boundary 
between self and object. He mentions that in later defensive 
projections such comparisons are not apparent; patients seem 
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to be hypersensitive to the differences between themselves and 
others, particularly the objects of their projections. This con- 
forms with clinical observation but, in addition, one may find 
this infantile interplay between introjection and projection 
existing in paranoid depressive reactions of later life. It occurs 
when the individual who is uncertain of his autonomy and iden- 
tity is confused about whether it is he or the image of the mean- 
ingful other who is controlling. The patient is clearly seeking 
boundaries between self and objects, just as he is attempting to 
defend himself by projective and introjective mechanisms. 

Dr. Meissner mentions that an attribute of the subject may be 
perceived as a quality of the object that does not really exist. 
Such use of projection, he continues, involves a considerable de- 
gree of denial, with distortion of external reality. This recalls a 
situation in my own experience in which a paranoid patient re- 
jated how angry he was at his wife for expressing affection to- 
ward him. The patient projected the representation of the bad 
mother onto his wife. He ignored the positive concern of his 
wife and he displaced his emptiness and loneliness on her 


through a process of projection of the bad maternal introject. 
Such an instance suggests that denial in the paranoid process 
may often be processed by introjective-projective mechanisms. 
Scme of the author’s comments are sufficiently nonspecific to 
create some puzzlement as to his precise meaning. For example, 
in his use of the term “autonomy,” does he include the sense of 
self, the identity, or only the self-determining freedom of the 
subject? Elsewhere in his paper he speaks of the “inner world of 
drives and instincts,” which leaves the reader without the hypo- 
thetical entity required for precise understanding of his concept. 
In addition, some clinical illustrations would have strengthened 
the applicability of the author’s views. He has, however, en- 
hanced the understanding of the paranoid process by empha- 
sizing its relationships to introjection in an instructive paper. 
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SPECIAL SECTION: Drug Treatment of Affective Disorders 
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A Guide for Drug Use in Depressive Disorders 


BY ALLEN RASKIN, PH.D 


The author extracts information from the multihospital 
NIMH collaborative studies of drugs and depression that 
might be of practical use to the clinician. The drugs used 
in these controlled studies were chlorpromazine, imipra- 
mine, diazepam, and phenelzine, drugs that exert differ- 
ent effects on the major symptoms of depression and on 
certain patient subtypes. The author also describes the 
frequency and nature of adverse reactions to these drugs. 


APPROXIMATELY EIGHT YEARS AGO, the Psychophar- 
macology Research Branch (PRB) of the National In- 
stitute of Mental Health decided to sponsor a series of 
multihospital collaborative studies of the drug treatment 
of depression. These studies were designed with two ma- 
jor questions in mind. Do different classes of drugs—spe- 
cifically a major and minor tranquilizer, tricyclic antide- 
pressant, and monoamine oxidase inhibitor (MOAI)— 
have selective effects on the major symptoms of depres- 
sion? Further, do these drugs have differential effects on 
subclasses of depressed patients? Answers to these ques- 
tions did emerge and reports of study findings have ap- 
peared in the scientific literature (1-5); for a detailed, de- 
finitive exposition of both the positive and negative 
results of these studies the reader is referred to these orig- 
inal papers. The purpose of this paper is to extract from 
these studies results that may provide practical guidelines 
for drug use in the treatment of depressive disorders. 


Dr. Raskin is Research Psychologist, Psvchopharmacology Research 
Branch, National Institute of Mental Health, 5600 Fishers Lane, Rock- 
ville, Md. 20852. 


The work on which this paper is based was conducted by the National 
Institute of Mental Health’s Collaborative Depression Study Group 
and was supported by Public Health Service grants MH-10420, MH- 
10546, MH-10295, MH-10331,-MH-10812, MH-10889, MH-10495, 
MH-10455, and MH-10892 from the National Institute of Mental 
Health. 


BRIEF OUTLINE OF THE NIMH COLLABORATIVE 
DEPRESSION STUDIES 


Patients 


There were 555 patients in study | and 325 in study 2. 
Study | subjects were drawn from patients admitted to 
two large metropolitan receiving hospitals,’ four state 
hospitals,’ and four private institutions’; nine of these 
ten hospitals participated in study 2. A diagnosis of de- 
pression was not a criterion for entrance to these studies. 
Rather, patients were rated by two psychiatrists or a psy- 
chiatrist and psychologist on three separate scales mea- 
suring the degree of depression manifested in the 
patient’s verbal report, behavior, and secondary symp- 
toms, Patients admitted to these studies had to have a to- 
tal score on these scales indicating at least a moderate de- 
gree of depression. The background characteristics of 
study patients are outlined in table 1. The age range for 
patients in study | was 16 to 70. In study 2 the upper age 
limit was lowered to 60 years because of reports of ad- 
verse effects of the MAO inhibitor, phenelzine, on elderly 
patients. 


Drugs and Dosage 


On their third or fourth day in the hospital, patients 
were randomly assigned to one of three treatment groups; 
176 patients in study | received chlorpromazine (Thora- 
zine), 200 imipramine (Tofranil), and 179 a placebo. In 
study 2, 104 patients were given diazepam (Valium), 110 


'D.C. General Hospital, Washington, D.C., and Malcolm Bliss Mental 
Health Center, St. Louis, Mo. 


*Boston State Hospital, Boston, Mass.; John Umstead Hospital, But- 
ner, N.C.; Rochester State Hospital, Rochester, Minn.; and Rochester 
State Hospital, Rochester, N.Y. 


Hartford Hospital, Hartford, Conn.; Mercy-Douglass Hospital, Phila- 


delphia, Pa; Sheppard and Enoch Pratt Hospital, Towson, Md.; and 
Philadelphie Psychiatric Center, Philadelphia, Pa. 


Am J Psychiatry 131:2, February 1974 181 


GUIDE FOR DRUG USE 


phenelzine (Nardil), and 111 a placebo. A fixed medica- 
tion schedule was devised for both studies that included 
an option for raising or lowering the study medications 
within prescribed limits. However, these options were sel- 
dom used and the median daily dosages were 600 mg. of 
chlorpromazine, 300 mg. of imipramine, 30 mg. of diaze- 
pam, and 45 mg. of phenelzine. The design also called for 
the gradual withdrawal of all medication during the 
patient’s fifth week in the study until patients received no 
medication at all during the last two weeks. The purpose 
of this off-medication phase was to identify “true” active 
drug and placebo responders, i.e., patients who did well 
with these treatments and then relapsed when the treat- 
ment was withdrawn. 


Evaluations 


Evaluations of treatment effects were made at the end 
of one, two, three, five, and seven weeks.* The rating 
scales that were used for this purpose included, among 
others, the Brief Psychiatric Rating Scale (BPRS), In- 
patient Multidimensional Psychiatric Scale (IMPS), the 
NIMH Mood Scales, and modifications of the Symptom 
Checklist and Ward Behavior Rating Scale. 

The criterion or outcome measures in these studies 
consisted mainly of scores derived from factor analyses 
of these rating scales and sampled patient psycho- 
pathology in I1 major areas: depressive mood, feelings of 
guilt and worthlessness, anxiety, hostility, retardation in 
speech and behavior, sleep disturbances, social participa- 
tion, cognitive disturbances, somatic complaints, para- 
noid and grandiose delusions, and hallucinations. Ratings 
were also made that reflected the severity of the patient’s 
illness and his global improvement from the point of his 
entry into these studies. 


PRACTICAL IMPLICATION OF STUDY FINDINGS 
General Comments 


One of the first issues the physician must resolve in the 
treatment of a depressed patient is whether the patient 
needs medication or not. In this regard a few general 
comments regarding depression and drug treatment in 
depression are in order. 

First, for many patients depression tends to be a self- 
limiting illness. The spontaneous recovery rate has been 
estimated to be as high as 44 percent within the first 
year (6). Second, many depressed patients show a good 
response to a placebo. Klerman and Cole(7), for ex- 
ample, pooled the results of 23 controlled studies using 
imipramine and reported that 46 percent of newly hospi- 
talized acutely depressed patients receiving placebo 
showed improvement within the first few weeks of treat- 
ment. In like manner, Klein and Davis (8) pooled the re- 
sults of 36 double-blind studies comparing imipramine 


‘The statistical analyses were performed at the Computer Systems 
Branch of the National Institute of Mental Health and at the George 
Washington University Biometric Laboratory, which was supported by 
Public Health Service contract PH-43-67-1395. 
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TABLE | 
Backzround Characteristics of Patient Subjects 


Characteristic Study | Study 2 
Age (median) 42 37 
Sex (percent) 

Women 71 67 

Men 29 33 
Prior hospitalization (percent) 54 47 
Years of schooling (median) 10 {2 
Livinz with spouse (percent) 58 48 
Days in hospital (median) 48 41 


and a placebo and reported a 39-percent improvement 
rate on placebo. Third, the advantage of an active drug 
such as imipramine over a placebo is not very great. As 
Klerman and Cole (7) noted, patients receiving imipra- 
mine showed a 60- to 70-percent improvement rate; 
Kleir. and Davis (8) reported a 70-percent improvement 
rate with imipramine. 

After three weeks of treatment, patients in the NIMH 
studies averaged a 36-percent improvement rate with pla- 
cebo compared to a 44-percent improvement rate with 
the active agents (2). These values are somewhat lower 
than the results obtained in other studies, but they do in- 
dicate that the advantage of an active treatment over a 
placebo for hospitalized depressed patients is not very 
great. 

Results from the two NIMH studies also suggested 
that a distinction needs to be made between pill respond- 
ers and placebo responders (4). Pill responders were 
patients who did well on either an active treatment or a 
placebo. Presumably, these were primarily patients who 
had spontaneous remissions or who showed a good re- 
sponse to the hospital milieu. These patients tended to 
have neurotic, anxious depressions, to be under 40 and 
married, and to have had few (if any) prior psychiatric 
episcdes. Placebo responders were patients who did well 
on placebo and poorly on active treatment; there were 
few patients in either study who fit this description. 

Despite these remarks there was evidence in the two 
NIMH studies that the same drug produced different ef- 
fects in certain symptom areas and for certain depression 
subtvpes. These differences were most pronounced in 
four symptom areas (sleep disturbances, anergia, anxiety, 
and hostility) and for three patient subtypes (psychotic, 
anxious, and hostile depressions). 


Sleep Disturbances 


The major tranquilizers, minor tranquilizers, and tri- 
cyclic antidepressants (including imipramine) have all 
proven useful in reducing sleep disturbances (1, 9-11). 
The monoamine oxidase inhibitors, on the other hand, 
have generally been of little value in this regard. In the 
first NIMH study, both chlorpromazine and imipramine 
were better than a placebo for sleep disturbances (1). In 
study 2, diazepam was significantly better for sleep dis- 


turbances than either a placebo or phenelzine, an 
MAOI (5). In both studies, these differences appeared at 
the end of the first week of treatment and persisted 
throughout the active treatment phase, which lasted four 
weeks. 


Anergia and Motor Retardation 


Symptoms of anergia and retardation tn speech and 
behavior are often accompaniments of depression, espe- 
cially in older, more severely depressed patients. As one 
might expect, the tricyclic antidepressants, and imipra- 
mine in particular, are better treatments for symptoms in 
this area than the major tranquilizers (1, 12). In the first 
NIMH study, not only imipramine but a placebo was a 
better treatment than chlorpromazine for symptoms of 
anergia (1). Chlorpromazine’s hypokinetic effects im- 
peded improvement and, in some cases, exacerbated 
symptoms. The withdrawn-retarded depressions de- 
scribed by Overall and associates (12) also showed a bet- 
ter response to imipramine than to the tranquilizer thio- 
ridazine (Mellaril). 

In the first NIMH study, imipramine was an especially 
good treatment and placebo an especially poor treatment 
for patients having psychotic depressions (1). These were 
patients who had been diagnosed as having psychotic de- 
pressive reaction, involutional psychotic reaction, and 
manic-depressive reaction, depressive type. At pre- 
treatment, these patients were older and more severely ill 
and exhibited less interest and involvement in activities 
than other patients in the study. In three areas of psycho- 
pathology-—emotional withdrawal, depression, and social 
participation—imipramine was a significantly better 
treatment than either chlorpromazine or a placebo for 
the psychotic depressions. 

The psychotic depressions in the first collaborative de- 
pression study shared many of the characteristics as- 
cribed to endogenous depression. These included an age 
over 40, a high pretreatment level of depression, and 
symptoms of anergia and motor retardation. Hence the 
results of that study are consistent with reports in the lit- 
erature of a better response to imipramine in endogenous 
depression than in neurotic depression. The neurotic de- 
pressions in the initial collaborative depression study 
generally did as well or better on a placebo as on either 
imipramine or chlorpromazine. Previous note was also 
made of the fact that neurotic depression was one of the 
factors associated with pill response. 


Anxiety 


In study | both chlorpromazine and imipramine were 
of value for symptoms of anxiety (1). In study 2, diaze- 
pam was a better treatment than either phenelzine or a 
placebo for the anxious depression subtype (5) described 
by Overall. These patients had high scores on the anx- 
lety, tension, and depressive mood factors of the Brief 
Psychiatric Rating Scale (BPRS). As one might expect, 
the presence of symptoms of anxiety and depression in 
the same patient is not an unusual occurrence. Approxi- 
mately 57 percent of the patients in two Veterans Admin- 
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istration (VA) studies (12-15) and 60 percent of the 
patients in the two NIMH studies were classified as hav- 
ing anxious depression. 

A number of VA studies have reported the beneficial 
effects of the major and minor tranquilizers for anxious 
depressive patients. In these studies, thioridazine (Mella- 
ril), Triavil (a combination of amitriptyline [Elavil] and 
perphenazine [Trilafon]), diazepam, and acetophenazine 
(Tindal) were all of value in the treatment of anxious de- 
pressive patients (12-15). 

Phenelzine was not an especially good treatment for 
the anxious depressed patients in study 2. However, there 
is a persistent belief, especially in England, that the MAO 
inhibitors are of value for atypical depressions, i.e., de- 
pressed patients, usually women, seen mainly in out- 
patient settings and having phobic anxiety or hysterical 
symptoms. A very recent study by Robinson and col- 
leagues (16) lends some support to this point of view. Ina 
sample of 87 outpatients, referred primarily by general 
practitioners, phenelzine was significantly superior to a 
placebo on *‘arousal” measures, 1.e., anxiety, irritability, 
and agitation. An interesting feature of this study was 
that all patients receiving phenelzine were given sufficient 
medication to maintain an 80-percent level of mono- 
amine oxidase inhibition in blood platelets. Consequently 
the MAOIs may have a useful role tn the treatment of 
certain types of depressed outpatients, provided care is 
taken to give these patients sufficient medication to main- 
tain high levels of the MAO inhibitor. 


Hostility 


In the VA and NIMH studies (1, 5, 12), roughly 20 
percent of the newly hospitalized patients admitted to 
these studies fell into Overall’s hostile depression sub- 
type. These patients had high scores on the somatic con- 
cern, anxiety, depressed mood, and hostility items of the 
Brief Psychiatric Rating Scale. Overall characterized 
these patients as having anxious depressions with hostil- 
ity added and noted they were agitated, overtly resentful, 
and extropunitive, 

In the first NIMH study (1), placebo was a better 
treatment than either imipramine or chlorpromazine dur- 
ing the four weeks of active treatment for hostile depres- 
sion. Further, patients with hostile depression who had 
been receiving imipramine showed dramatic improve- 
ment after this drug was discontinued. 

Imipramine has been implicated in activating psy- 
chotic, hypomanic, manic, and hostile behavior in certain 
people (17-22). The suggestion has recently been made 
that this unusual response to imipramine may be in- 
dicative of an underlying bipolar illness (23). Bunney and 
his associates (23) have noted that when patients with 
bipolar depression are given imipramine during their de- 
pressed phase they became hypomanic or manic. A poor 
response to Imipramine has also been reported in de- 
pressed women patients with histories of suicide attempts 
and/or paranoid features (24-27). 

Negative drug effects for the hostile depressed patients 
were even more apparent in the second than in the first 
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NIMH study (5). Study nurses noted significantly greater 
clinical improvement at weeks one and two in anxious de- 
pressed patients receiving diazepam and significantly less 
clinical improvement in the hostile depressives receiving 
this same drug. The negative effects of diazepam for the 
hostile depressed patients was also apparent in core 
symptoms of depression such as depressed mood and 
feelings of guilt and worthlessness, in mood swings or 
variability in mood from day to day, and in problems in 
the cognitive sphere (5). 

At first blush, the negative effects of diazepam on the 
hostile depressed patient seem to fall within the realm of 
paradoxical reactions, especially since this drug has bene- 
ficial effects on the anxious depressions. However, there 
is a fairly extensive literature on such “paradoxical” re- 
actions as increases in rage, hostility, anxiety, excitement, 
depression, paranoid symptomatology, and suicidal idea- 
tion associated with either diazepam or another ben- 
zodiazepine derivative, chlordiazepoxide (Librium) (28- 
41). 


Side Effects 


An important consideration that a physician must 
weigh in prescribing a drug is the potential hazards or ad- 
verse effects of that drug for the patient. This issue as- 
sumed prime importance for an entire class of antide- 
pressants in the mid-1960s. At that time the monoamine 
oxidase inhibitors were implicated in severe hypertensive 
or vascular crises in a significant number of patients, 
Subsequent investigation revealed these crises were re- 
lated to the intake by these patients of foods with a high 
tyramine content, such as chicken liver, beer, and cheese. 
As a consequence, patients in the second NIMH study 
were given special diets that restricted their intake of 


these foods. However, none of the 110 patients in that- 


study who had received the MAOI phenelzine had to be 
terminated for an acute hypertensive crisis (42). Con- 
sequently, these drugs seem to be relatively safe to use 
provided care is taken to impose the necessary dietary re- 
strictions. 

For the most part, side effects were not a serious prob- 
lem in the NIMH collaborative depression studies. Six 
percent of the total sample (31 patients) in study | and 
two percent of the patient sample in study 2 (six patients) 
had to be dropped because of the adverse effects of the 
drugs (1, 5). However, the drug that caused the greatest 
concern in this regard was chlorpromazine. Twenty-two 
of the 31 cases dropped from the first NIMH study for 
serious side effects were receiving chlorpromazine. Skin 
rash (six patients) and hypotensive reactions (five 
patients) were the two major causes for dropping patients 
receiving chlorpromazine from the study. 

An analysis was also made of the identifying and back- 
ground characteristics of the patients dropped from study 
] because of side effects. This analysis revealed that these 
patients were primarily women and that the majority had 
been diagnosed as having a depressive reaction. This find- 
ing lends some credence to the popular belief that the less 
sick the patient is, the less well he or she tolerates a physi- 
ologically active drug. 
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CONCLUSIONS 


First, it was noted that for many patients depression is 
a self-limiting illness with a high spontaneous recovery 
and high placebo response rate. This seems to be particu- 
larly true for hospitalized patients; it is very likely that 
the removal of the patient from sources of conflict on the 


_ Outside and the effects of the hospital milieu have a sig- 


nificant impact on patient recovery. In the two multi- 
hospital NIMH studies it was the patient with neurotic 
depression, in particular, who showed the greatest im- 
provement over the seven-week course of the study; such 
patients generally did as well or better with placebo as 
with active treatment. Neurotic patients also showed less 
tolerance of the adverse effects of the drugs than psy- 
chotic patients and more were dropped because of serious 
side effects. Consequently, serious consideration should 
be given to the possibility of withholding medication en- 
tirely or of using medication sparingly for the hospital- 
ized depressed patient with a neurotic diagnosis. 

Fer the roughly 60 percent of hospitalized patients who 
are both anxious and depressed, one of the major tran- 
quilizers such as thioridazine or chlorpromazine may be 
the best treatment. Other options for these patients 
would include diazepam, a minor tranquilizer, and one of 
the combination treatments such as Triavil, which in- 
cludes an antidepressant, amitriptyline, and a major tran- 
quilizer, perphenazine. Imipramine may also be of some 
value for symptoms of anxiety and for patients with pho- 
bic anxiety states. 

For the patient who is slowed motorically and who 
shows little interest in or involvement with his environ- 
ment, the tricyclic antidepressants such as imipramine or 
amitriptyline should be considered. Generally these are 
the older, more severely ill patients who are diagnosed as 
having psychotic depression. Chlorpromazine and any 
drug with strong hypokinetic effects is contraindicated 
for these patients since these drugs tend to exacerbate 
symptoms of motor retardation and anergia. 

When hostility, restlessness, agitation, paranoid idea- 
tion, and irritability are prominent features of the de-. 
pressive illness, there is little consensus on a truly effec- 
tive treatment regime. However, certain drugs do seem to 
be contraindicated for this group. This would include the 
minor tranquilizer diazepam and possibly chlordiazepox- 
ide as well. Imipramine may also be a bad choice for 
these patients, especially where there is a potential for ac- 
tivation of a psychotic episode, as in schizophrenic de- 
pression, or the possibility of a manic or hypomanic at- 
tack, as in bipolar depressive illness. It is well to stress 
this point, since these contraindications for drug use of- 
ten fail to receive the attention they deserve. 
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Treatment of Depression by Drugs and Psychotherapy 


BY GERALD L. KLERMAN, M.D., ALBERTO DIMASCIO, PH.D., MYRNA WEISSMAN, M.S.W., 
BRIGITTE PRUSOFF, M.P.H., AND EUGENE S. PAYKEL, M.D. 


Prevention of relapse following depression is a pressing 
research problem. The authors tested the efficacy of the 
tricyclic antidepressant amitriptyline and psychotherapy, 
alone and in combination, in preventing the relapse of 
150 neurotic depressed female patients. They found that 
patients receiving amitriptyline and little psychotherapy 
had a 12-percent relapse rate, compared to a 16-percent 
rate for those receiving more psychotherapy and no med- 
ication. There was no significant difference between drug 
therapy alone or drug therapy in combination with psy- 
chotherapy. However, psychotherapy was beneficial to 
patients with problems of social adjustment and inter- 
personal relations. The need for further research and im- 
plications for treatment are discussed. 


THIS PAPER DESCRIBES some salient findings from the 
Boston-New Haven Collaborative Depression Project, in 
which a large sample (N = 150) of depressed female out- 
patients were treated with drugs or individual psycho- 
therapy or a combination of the two. The overall goal of 
the study was to evaluate maintenance treatment of de- 
pression, including its feasibility, efficacy, and safety. We 
developed this study in the mid-1960s as a collaboration 
between research groups at the Connecticut Mental 
Health Center in New Haven, Conn. (affiliated with Yale 


Medical School), and at the Boston State Hospital in ` 


Boston, Mass. (affiliated with Tufts Medical School). 

At that time we were convinced of the value of treat- 
ment for hospitalized depressed patients and decided to 
focus our research upon outpatients, who comprise the 
predominant proportion of depressed patients found in 
community and epidemiological surveys (1). We were 
convinced that drug therapy had established its efficacy 
for the symptomatic resolution of acute depressive epi- 
sodes and therefore believed that the more pressing re- 
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search problem was to assess maintenance treatments, 
where the major goals are prevention of relapse and 
maintenance of social performance. Finally, we were 
compelled to study individual psychotherapy because in 
clinical practice this modality, together with drugs, has 
been and probably will continue to be the most common 
mode of treatment for depressed patients in outpatient 
settings. 


RESEARCH DESIGN 


The design of the maintenance treatment phase, which 
constituted the main experimental treatment phase of the 
total project, called for a sample of 150 patients to com- 
plete eight months’ treatment; these 150 patients were 
then assigned randomly to a six-cell design. In order to 
develop this sample, it was necessary to treat a large 
number of patients in a preliminary treatment phase to 
yield a group of 150 patients who had shown themselves 
to be symptomatically responsive to amitriptyline. Ac- 
cordingly, the study was divided into three phases: a pre- 
liminary treatment phase, a maintenance treatment 
phase, and a follow-up phase. 

The preliminary treatment phase was an open trial of 
amitriptyline therapy for neurotic depressed patients. A 
total of 278 depressed outpatients were treated for four to 
six weeks with moderate dosages of amitriptyline (100 to 
200 mg.). 

Following this preliminary phase, 150 patients who 
had shown significant clinical improvement were as- 
signed to the experimental treatment design. This sequen- 
tial study design is very similar to that of a study initiated 
at the same time in Britain by the Medical Research 
Council, which was also interested in maintenance treat- 
ment of depression (2, 3). In the maintenance phase of 
our project, patients were assigned to treatment in a six- 
cell design in a double-blind controlled manner and were 
maintained for eight months while they were being 
treated with drugs or psychotherapy or both. 

In the follow-up phase we intend to study the patients’ 
subsequent course upon completion of treatment. In a 
noncontrolled, natural follow-up, we hope to determine 
the existence of possible enduring effects of the treat- 
ments and to verify the hypothesized role of other vari- 
ables in influencing outcome. 

Because we were also interested in trying to assess drug 
and placebo effects, the pharmacologic treatments in- 


TABLE | 
Relapse Rates in Different Treatment Groups (N = 150) 
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Treatment Group Total Number Withdrew 
High interpersonal contact 

Drug 25 3 

Placebo 25 0 

No pill 25 3 
Low interpersonal contact 

Drug 25 2 

Placebo 25 3 

No pill 25 0 


Cumulative Chance of Relapse 


Completed Study Relapsed (Percent}* 
19 3 12.5 
18 7 28.0 
18 4 16.7 
20 3 12.0 
15 7 30.8 
16 9 36.0 





* The cumulative probability of relapse was calculated by the life table method. which has been used extensively in mortality studies in public health but has not been 
applied much to clinical trials. \By this method the calculation of probability of outcome for separate treatment groups is adjusted for the change in the numbers of 
patients differentially over time within each treatment group (4). Starting from the point of drug randomization (three months after the acute episode), the proba- 
bility of clinical relapse was calculated at monthly intervals until the end of the maintenance phase (month 9). Patients terminated prior to month 9 for reasons other 
than relapse were counted for each completed month but for only one-half of the month of termination. Standard deviations were calculated using the method of 


Greenwood (5). 


cluded three groups: an active drug group (amitriptyline); 
a placebo group; and a no pill group (a control for pla- 
cebo effect), which received regular monthly visits from a 
psychiatrist and the same battery of rating scales as the 
other groups, but which did not receive any medication or 
pills. By this design we hoped to assess those specific ef- 
fects that might be related to the symbolic transaction in- 
volved in receiving an inert medication, an effect much 
speculated upon in the literature. 

In addition to the three pharmacologic groups, 
patients receiving psychotherapy were split into a high 
contact group and a low contact group. The high contact 
group met with a social worker for a minimum of one 
hour a week. 

The high contact group was compared to a low contact 
group, which saw the project psychiatrist for 15 minutes 
once a month for the completion of the rating scales, 
management of drug doses, and questions about possible 
side effects. 

As shown in table |, this design generated six treat- 
ment groups. For entrance into the study, it was required 
that patients score at least 7 on the Raskin Depression 
Scale, which has previously been used as a screening scale 
for depression in various controlled drug studies (6). The 
criterion for completion of the preliminary phase and en- 
trance into the maintenance phase was a 50-percent de- 
crease in the patient’s initial score on the Raskin Depres- 
ston Scale. 

Patients’ progress was assessed by multiple techniques, 
including global clinical judgments, self-report using the 
Hopkins Symptom Checklist (7), a modification of the 
Hamilton Rating Scale for Depression, and the Social 
Adjustment Scale developed by Weissman and asso- 
ciates (8), as a modification of the technique developed by 
Gurland. . 

Statistical analyses involved univariate tests, including 
‘analysis of covariance for assessment of rating data and 
the life table.or actuarial method for describing survival 
experiences over time (9). 


The Sample 


All of the participants in the study were women. Their 
median age was in the late 30s. The patients were from 
social classes III and IV using the Hollingshead 
scale (10)—that is, they came from lower-middle-class 
and working backgrounds. By self-report and clinical 
judgment, they were moderately depressed. Since 85 per- 
cent of our patients were diagnosed as having neurotic 
depressions, according to criteria from the American 
Psychiatric Association’s Diagnostic and Statistical 
Manual of Mental Disorders (11), there is a need to be 
more detailed as to the clinical characteristics of the pop- 
ulation. The majority of the patients had only had one 
episode of depression; since only five percent of the pa- 
tients had had a previous episode of mania, the majority 
fell within the unipolar group. All of the patients were 
assessed by the Brief Psychiatric Rating Scale (BPRS) 
(12); using typology developed by Overall and associates, 
the majority of our patients fell into the ‘“anxious-de- 
pressed” group. Therefore the majority of the patients 
were neurotic, depressed, ambulatory, and nonpsy- 
chotic and for the most part had had one or no previous 
episodes of depression. 


RESULTS 


Preliminary Treatment Phase 


Of the 278 patients who entered the preliminary phase, 
over 70 percent showed a significant clinical improve- 
ment within four to six weeks after amitriptyline therapy 
was initiated. This was a higher percentage than we had 
anticipated, and we now wish that we had included a pla- 
cebo group in this phase. The earlier literature is mixed 
as to the possible value of tricyclics in the treatment of 
neurotic depression, Many of the earlier reports are 
equivocal because of small sample size, low dose, and 
high placebo response rate. However, recent well-con- 
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trolled studies indicate that properly designed studies of 
tricyclics at moderate doses (100 to 200 mg. per day) for 
neurotic depressive patients will produce an effect signifi- 
cantly better than placebo (13). An examination of the 
combined specific and nonspecific effects revealed that 70 
percent of our patients entering the preliminary treat- 
ment phase showed a significant improvement within 
four to six weeks; and 150 of that group entered into the 
maintenance six-cell design. 


Maintenance Treatment Phase 


The six-cell design of the maintenance phase allows a 
number of clinically relevant questions to be answered si- 
multaneously. The first question that comes to the clini- 
clan’s mind is: What are the probabilities that the 
patients, left alone, will show a relapse? As shown in table 
1, the low contact-no pill group is the nearest approxima- 
tion to a natural illness control group. Thirty-six percent 
of that group relapsed. This rate compares well with find- 
ings from other studies (3). 

Further questions have to do with the efficacy of differ- 
ent types of treatment. Because there were only 25 
patients in each cell, the interpretation of the relapse 
rates may be difficult. If the study were to be done again, 
we would include larger numbers of patients tn each cell. 
Having 25 patients per cell did not yield highly significant 
results on relapse rates, and we are left with some diffi- 
cult problems of interpretation. The problem of statisti- 
cal significance will be discussed later, but for current dis- 
cussion, let us assume that the relapse percentage 
differences in table | might hold up as stable and reliable 
in a replication study with a larger sample size. 

The second question would be: If only active medica- 
tion—in this case amitriptyline—were given, how much 
improvement might we expect? For the active drug-low 
contact group, the relapse rate was 12 percent. Main- 
tenance therapy with tricyclic drugs thus reduced the re- 
lapse rate to about one-third of that of the control group. 

The third question asked is: What if psychotherapy 
alone were used? An experienced social worker saw the 
high contact patients in casework therapy once a week to 
explore the patients’ personalities and life experiences. 
How effective was this treatment? The results from the 
high contact-no pill group indicate that this approach 
yields a relapse rate of 16.7 percent. Using these data, 
psychotherapy or amitriptyline would be similarly effec- 
tive in the reduction of relapse. 

The fourth question is: How good is the “cocktail” of 
drugs and psychotherapy? Most psychiatric treatment is 
a variation of the cocktail principle—i.e., as with the 
martini, if a little gin is good, a lot of gin is better, and 
adding a little vermouth offers something more. In clini- 
cal practice most patients receive a cocktail composed of 
a drug and psychotherapy (individual, group, or family 
therapy). How effective was the cocktail approach? The 
active drug-high contact group in the design provides this 
cocktail group. The results indicate that the combination 
of drugs and psychotherapy does not offer anything 
more than either treatment alone in preventing relapse. 
No therapeutic benefit was evident for the cocktail ap- 
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proach—amitriptyline and psychotherapy—for the pre- 
vention of relapse. 

A fifth question is: Was there a placebo effect? A no 
pill group was included in the design for methodological 
reasons. We expected a gradient of no pill, placebo, and 
active drug; that is, we expected that the relapse rate for 
the no pill group would be reduced by placebo and that 
we would get more reduction by the active drug. There is 
a widely held assumption that placebo adds a social psy- 
chological expectational effect independent of the specif- 
ic pharmacologic effect provided by active drugs such as 
amitriptyline. In the low contact groups the expected gra- 
dient was found; a weak placebo effect appeared, and 
there was an added effect with amitriptyline. However, 
there was a small negative placebo effect in the groups 
that received psychotherapy (high contact). 

The drug effects did reach the p<.05 level of signifi- 
cance. If one follows the strictest criterion of the .05 level 
of significance, the only effect that is clearly demon- 
strated on relapse is that of amitriptyline, the active drug. 
Based on the relapse criterion alone, there was no differ- 
ence between tricyclic therapy alone or in combination 
with psychotherapy. Psychotherapy did not offer any 
additional therapeutic benefit over maintenance drug 
therapy in the prevention of relapse. The comparison of 
the high contact and low contact combined treatment 
cells suggests a very slight advantage to psychotherapy, 
but this did not reach statistical significance. 


Effects of Psychotherapy 


Although the effects of psychotherapy in preventing 
relapse were suggested but not found statistically signifi- 
cant, significant effects were shown on measures of social 
adjustment and interpersonal relations. The main out- 
come variable showing these effects was the Social Ad- 
justment Scale (8). Previous factor analysis of the items 
on the scale had identified six factors: work performance; 
anxious rumination; interpersonal friction, which princi- 
pally reflects hostility in the marital situation; inhibition 
of communication and reticence; a phenomenon of sub- 
missive dependence, a factor that seems to be character- 
istic of acutely depressed women; and family attachment, 
which is a pattern of social adjustment in which social in- 
volvement is almost exclusively limited to those within 
the primary family group (14). The psychotherapeutic 
group did show statistically significant improvement in 
most of these components of social adjustment (15). 

Moreover, a differential time course was observed. 
Amitriptyline had more immediate effects on symptoms 
and prevention of relapse; the effects of psychotherapy 
did not fully appear until the eighth month of treatment, 
and they became maximum later on. The effectiveness of 
psychotherapy took a longer time to build up, and when 
it did appear it showed mainly in interpersonal relations 
and social adjustment. 


Adverse Effects 


No serious adverse effects were reported. No patients 
were withdrawn from the study. because of side effects in- 
volving the liver, blood, or heart. Some reports of hypo- 


tension and arrhythmia have been reported with ami- 
triptyline in older patients, but they were not observed in 
this sample. For the most part, patients tolerated the 
drug treatment well; only minor effects such as dry 
mouth, constipation, weight gain, and some early drowsi- 
ness were reported. 


DISCUSSION 


Four aspects of the findings from this study merit dis- 
cussion: the problems of diagnosis, the efficacy of tri- 
cyclics in neurotic depressions, the value of maintenance 
therapy with tricyclics, and the role of psychotherapy. 


Diagnostic Considerations 


Any report of the treatment of depressions requires 
some discussion of diagnostic trends. As reported by the 
Veterans Administration-NIMH study (16), the bipolar- 
unipolar distinction within the manic-depressive group is 
highly predictive of differential response to tricyclic anti- 
depressants or lithium. By any criteria, our sample was 
not bipolar. Very few of our patients (five percent) were 
bipolar. However, we are not sure that all non-bipolar 
depressed patients are necessarily unipolar. No consen- 
sus exists for the criteria for diagnosis of the unipolar, de- 
pressed group. Perris (17) required three previous psy- 
chotic depressive episodes in order to classify a patient as 
unipolar—a very stringent criterion. The VA-NIMH 
study required two previous episodes. Only about one- 
half of our patients had had a previous depressive epi- 
sode; 40 percent of them were experiencing their first de- 
pressive episode. Since there is no agreement that all 
patients who are not bipolar are unipolar, we cannot be 
sure that our sample was definitely not bipolar. 

As with the bipolar-unipolar distinction, the “neurotic 
depressive” diagnosis causes definitional confusion. 
Some restrict the term “neurotic” to include one end of 
the endogenous-reactive spectrum. Others, particularly 
the British, use it to describe those depressions that occur 
in persons with long-standing maladapted personality 
patterns. In our study we use the term “neurotic depress- 
ive” in a very broad sense to describe a group of non- 
psychotic, non-bipolar, depressed outpatients. The diag- 
nosis is made without regard to personality type or to 
whether they had had previous episodes. 

Using the BPRS data, Dr. Overall analyzed and classi- 
fied our sample and found that the majority of our 
patients (about 70 percent) fitted into the anxious depres- 
sive group. This indicates to us that there are probably 
other subtypes that have not been detected by the current 
clinical diagnostic method. One of us (E. S. P.) did 
apply a cluster analysis technique in a previous study, 
which we will apply to this sample (18). We are also in- 
volved in collaborative research with Drs. Derogatis, 
Lipman, and Klein to develop new approaches to the 
typology of outpatients, and we will try to divide our 
group into different categories that we hope will be pre- 
dictive of treatment response. 
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Tricyclics in Neurotic Depressions 


Even with these limitations in the diagnosis of neurotic 
depressed patients, the grouping has utility in clarifying 
drug response. Up until recently, the conventional re- 
search wisdom in the psychopharmacology of depression 
has endorsed the value of tricyclics for endogenous, psy- 
chotic, or retarded depressions. Most reviews have been 
skeptical as to the efficacy of tricyclics in neurotic de- 
pressed patients, particularly because of the tendency for 
such patients to have high spontaneous improvement 
rates, considerable improvement with placebo, or both. 


Although it was not the major focus of this study, the 
findings from the preliminary phase indicated a rapid 
symptomatic improvement with the initial course of 
treatment with amitriptyline. By four to six weeks, over 
two-thirds of the patients met the criterion of a 50-per- 
cent reduction in depression, and most were asymptoma- 
tic or only mildly ill. Since this phase of the study did not 
employ a control group, it is not possible to conclude that 
this improvement was due specifically to the drug. How- 
ever, this finding, taken in conjunction with recent reports 
by Covi and associates (19), Downing and Rickels (13), 
and others, indicates that the use of tricyclic antidepres- 
sants in the outpatient treatment of neurotic depressed 
patients has greater value than was previously recog- 
nized. 


Value of Maintenance Therapy 


The data from this study, taken in concert with a num- 
ber of other studies, indicate the feasibility, efficacy, and 
safety of maintenance therapy with tricyclic antidepres- 
sant drugs. There are now four studies of maintenance 
therapy with tricyclics, using either imipramine or ami- 
triptyline. Three of these, including our study, are re- 
ported in this issue of the American Journal of Psychia- 
try (16, 19). In addition, there is a recently published 
report from the British Medical Research Council (2, 3). 
The results of all four studies are consistent: Main- 
tenance therapy with a tricyclic antidepressant is better 
than whatever the control group may have been receiv- 
ing, whether placebo or no pill. 

If the studies are ranked in order of the severity of the 
patient’s illness upon entry into the study, a reasonable 
gradient across studies appears. The most severely ill 
patient group is that reported upon by Prien and asso- 
ciates in the VA-NIMH study (16). In their unipolar 
group, 92 percent of the placebo group relapsed, con- 
trasted with 48 percent of the patients receiving imipra- 
mine. The second study ranked in order of severity of ill- 
ness is the British Medical Research Council study (2, 3), 
which studied hospitalized patients with endogenous de- 
pressions who were followed for one year after discharge. 
The British placebo group had a relapse rate of 55 per- 
cent over a nine-month period, which was cut to a figure 
of 22 percent by maintenance amitriptyline therapy. In 
our study, the control group had a relapse rate of 36 per- 
cent, and maintenance therapy with a tricyclic dropped 
that to 12 percent. Although the findings from the study 
by Covi and associates (19) were not translated into re- 
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lapse percentage rates, they seem to fall roughly into the 
same range. 

On the basis of these four studies, consensus is evident 
as to the value of maintenance tricyclic therapy. All four 
studies reported that the relapse rate is cut in half by tri- 
cyclic therapy, and all four studies indicate that the mag- 
nitude of the placebo relapse rate seems directly propor- 
tional to the severity of the patients’ illness prior to 
treatment. 


Role of Psychotherapy 


The strength of the psychotherapy effect, however, is 
not consistent. Relatively few, if any, systematic attempts 
have been made to study psychotherapy in depressed 
patients. In planning for this study, we were not able to 
find a single systematic published report of the psycho- 
therapy of depression that included more than 12 re- 
ported cases or described any attempt at a quantitative 
measure of outcome. In our experience, psychotherapy of 
the type described in our study—a once-a-week interview 
focusing on interpersonal, transactional relations of the 
patients—is effective predominantly in improving the 
patient’s social adjustment and family relations. It may 
have some effect on the prevention of relapse, but that is 
not as apparent in our data as are the drug effects. 

We did not find any negative interactions between psy- 
chotherapy and drug, although many psychotherapists 
have argued that taking pills may impede or interfere 
with the psychotherapeutic process. Our preliminary data 
indicate that medication had no negative effects on the 
content or the nature of the psychotherapeutic inter- 
action. Our interpretation of the effects of psychotherapy 
in our study follows the point of view proposed by Je- 
rome Frank (20) and his associates at Johns Hopkins 
University. The main impact of individual psychother- 


apy is on patients’ interpersonal relations and social ef- — 


fectiveness. 


CONCLUSIONS 


It has long been recognized that the prognosis for 
acute depressive episodes is generally good. Alexander’s 
extensive review of outcome studies made in the 1920s 
and 1930s, prior to the development of convulsive thera- 
pies, concluded that over 40 percent of hospitalized 
patients recovered within the first year and that the re- 
covery rate approached 60 percent for the second 
year (21). There was a significant mortality rate due to 
suicide and intercurrent infection, malnutrition, and ex- 
haustion, particularly among middle-aged and elderly 
patients with psychotic depressions. 

The advent of effective biological treatments: electro- 
convulsive therapy in the 1940s and the new tranquil- 
izers in the 1950s served to shorten the duration of hospi- 
talization, to decrease mortality, and to promote 
remission. In the late 1950s these trends were accelerated 
with the introduction of monoamine oxidase inhibitors 
and the tricyclic antidepressants related to imipramine 
and amitriptyline. One index of the success of these ef- 
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forts emerged from a comprehensive study of treatment 
patterns of depressed patients in New Haven, Conn., in 
1967-1968, where 85 percent of the patients were symp- 
tom-free at follow-up ten months after the acute depres- 
sion (22). 

As the outcome for acute depressive episodes has im- 
proved substantially, the focus of treatment has shifted to 
patients’ long-term treatment, particularly for the sub- 
stantial proportion of patients (40 to 50 percent) who ex- 
perience relapse and recurrence. 

On the basis of our findings and those of other recent 
studies, we conclude that maintenance therapy is effec- 
tive, feasible, and relatively safe, is reasonably effective in 
reducing relapse, and that the degree of efficacy depends 
upon the diagnostic and historical backgrounds of the 
patients. 

An unresolved issue in the research on maintenance 
therapy is that of the relative role of tricyclics compared 
to lithium. We need a rational set of guidelines to deter- 
mine which types of patients require maintenance ther- 
apy and, of that group, who should be assigned to lithium 
or to tricyclics. The evidence indicates that both treat- 
ments have varied degrees of efficacy and safety. 

Although the value of the drug effect is significantly 
confirmed in our study, there remain many unanswered 
questions about the value of psychotherapy. If the study 
were to de repeated, we would modify the preliminary 
treatment phase to begin psychotherapy immediately 
upon patients’ entry into the study. Because our prelimi- 
narv findings indicated that the value of psychotherapy 
was most apparent in those patients who had maladap- 
tive patterns and manifest difficulties in their interper- 
sonal relations, we would select patients for psychother- 
apy who were having symptomatic difficulties in their 
interpersonal relations. 

Although further research is needed as to the specific 
patient characteristics predictive of response to lithium, 
tricyclics, psychotherapy, or no treatment, the most con- 
clusive current findings support the efficacy of main- 
tenance drug therapy for selected depressions. 
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Drugs and Group Psychotherapy in Neurotic Depression 


BY LINO COVI, M.D., RONALD S. LIPMAN, PH.D., LEONARD R. DEROGATIS, PH.D., 


JAMES E. SMITH HI, M.D., AND JOSEPH H. PATTISON, M.D. 


Chronically depressed neurotic women outpatients were 
randomly assigned, after a two-week placebo washout 
period, to receive one of three medications (imipramine, 
diazepam, or placebo} and to either weekly group psy- 
chotherapy or biweekly brief supportive sessions at one‘ 
of two clinics. Analyses of covariance for the first 16 
weeks of active treatment (N = 146) indicated a marked 
therapeutic advantage for imipramine on most of the out- 
come measures. No advantage for group therapy was de- 
tected on these measures. Patients who showed improve- 
ment were continued in further controlled drug treatment 
for up to a total of 71 weeks; preliminary analyses of this 
Phase showed some continuing advantage for treatment 
with imipramine. 


ALTHOUGH THE COMBINATION of group therapy and 
pharmacotherapy is widely employed in the treatment of 
depressed outpatients, only one study (1) was available in 
the literature at the time this research was initiated. As 
Uhlenhuth and associates (2) pointed out, the design of 
that study precluded a clear-cut interpretation of results. 
The pharmacotherapy of depression, on the other 
hand, has been studied extensively; recent efforts have fo- 
cused on finding the right drug for the right patient. In 


this regard, the work of Hollister and Overall and their 
associates (3, 4) strongly suggested that the tricyclic anti- 
depressants were most beneficial in the treatment of re- 
tarded depression, while the major tranquilizers were 
more effective in the treatment of anxious depression. 
Collaborative NIMH inpatient studies reported by Ras- 
kin and associates (5, 6) were also directed toward eval- 
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TABLE | 
Design of the Study of Outpatient Treatment of Depression 





Number of 
Patients Period Description of Phase 
Week 0 Screening. 

346 Weeks 1-2 Two evaluation sessions; withdrawal from 
previous medication; placebo washout. 

218 Weeks 3-19 Active treatment phase; random assign- 
ment to group therapy or minimal 
contact support therapy and to imipra- 
mine, diazepam, or placebo. 

149 Weeks 20-23 Tapering-off period: screening and cut- 
off of unimproved patients. 

99 Weeks 23-72 Maintenance phase; assignment of imip- 


ramine patients to imipramine or pla- 
cebo, of diazepam patients to diazepam 
or placebo, and of placebo patients to 
placebo or no pill; only brief suppor- 
tive contact with psychiatrist. 


uating the relative efficacy of major tranquilizers, tri- 
cyclics, minor tranquilizers, and monoamine oxidase 
inhibitors in relation to subtypes of depression. 


METHOD 


The design of this outpatient study of depression in- 
volved the double-blind comparison of three medications: 
diazepam (a minor tranquilizer of the benzodiazepine se- 
ries), imipramine (a tricyclic antidepressant), and pla- 
cebo, all prepared in capsules of identical appearance. 
Two types of nonsomatic therapy were employed: brief 
supportive contact, involving individual 20-minute inter- 
views held every two weeks after the initial three visits, 
and psychodynamically oriented weekly group psycho- 
therapy sessions of 90 minutes each. In order to collect a 
sufficiently large patient sample, two Baltimore clinics 
participated: the Gundry Hospital Outpatient Depart- 


ment (referred to in this paper as Gundry) and the Out- 


patient Department of the Henry Phipps Psychiatry 
Clinic of the Johns Hopkins Hospital (Hopkins). 
Patients were treated at these clinics by one of two ex- 
perienced psychiatrists; one (J.H.P.) had ten years’ expe- 
rience and the other (J.E.S.) had 18 years’ experience. 
Each participated in both treatment modalities at both 
settings. This procedure of employing the same two phy- 
sicians for both therapies at each clinic was thought to be 
a promising way of reducing “‘nonspecific”’ clinic vari- 
ance. The study design used a two-week placebo washout 
period, followed by 16 weeks of active treatment, after 
which patients who completed this phase were carefully 
screened to determine whether they were sufficiently im- 
proved to enter a 12-month maintenance medication 
phase. Those patients not sufficiently improved to enter 
maintenance were removed from the study and treated by 
doctor’s choice. The initial month of the 12-month main- 
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tenance phase was used to reduce medication and to 
switch patients, at random, to placebo. Half of the pla- 
cebo group was to continue to receive the pill and half 
would receive no pill. The design of the study is outlined 
in table I. 

The initial screening was followed by two evaluation 
visits, a two-week medication withdrawal and placebo 
substitution period, and then random assignment to one 
of the six combinations of three drugs and two types of 
therapy. The psychotherapy groups had been constituted 
by the two therapists prior to the start of the study, using 
patients similar to those in the study so that study 
patients could be directly assigned to an appropriate on- 
going group (“core group”), thus avoiding the difficulties 
inherent in using a waiting list. Throughout the course of 
the study, use was made of similar nonstudy patients to 
maintain active groups and to keep the size of the group 
within reasonable limits. Both group and supportive ther- 
apy patients were seen weekly for dosage adjustment af- 
ter the first two weeks on active medication (weeks 4 and 
5). After 16 weeks of active treatment (week 19), pa- 
tients were screened and, when appropriate, assigned to 
maintenance therapy and seen for some biweekly visits; 
patients were then seen once a month to complete the 12- 
month course of treatment. Only brief supportive contact 
by the same psychiatrist was given during maintenance. 

Medication was started at two pills a day following the 
placebo washout period. This corresponded to 100 mg. 
per day of imipramine and 10 mg. per day of diazepam. 
The following week, the dosage was increased by one pill 
to reach the modal dosage of 15 mg. per day of diazepam 
and 150 mg. per day of imipramine. Doctors were en- 
couraged to maintain this dosage level but were given the 
option of increasing or decreasing the dosage by one pill 
per day. In effect, then, the dosage could range between 
10 and 20 mg. per day for diazepam and between 100 and 


TABLE 2 
Description of Patient Flow: Numbers of Patients Who Withdrew or 
Were Rejected at Succeeding Points in the Treatment Program 





Category Hopkins Gundry Total 
a a nr een a arenes ert ere 
Patients screened 200 146 346 
Rejected or declined at intake 56 11 67 
Accepted at intake 144 133 279 
Didn’t show up at visit | I 4 5 
Dropped out before medication 33 23 56 
Assigned to active medication phase 110 108 218 
Dropped out early (week 4) 5 1 6 
Dropped out in middle (weeks 5-12) 22 17 39 
Dropped out late (weeks 13~19) 11 13 24 
Completed active treatment phase 72 77 149 
Not assigned to maintenance 23 18 4] 
Assigned to maintenance 49 59 108 
Dropped during tapering-off period 4 5 9 
Entered maintenance phase 45 54 99 
Dropped out early 16 18 34 
Dropped out in middle 6 7 13 
Dropped out late 4 4 8 
Completed maintenance phase 19 25 44 


TABLE 3 
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Summary of Analysis of Covariance on Outcome Measures at Week 19 and at End Point 





Patients Who Completed Week 19(N = 146) 


End Point of Treatment (N = 207) 





Drug Effects Additional Effects Drug Effects Additional Effects 
Criterion Measure F DF P Source F DF P F DF P Source F DF p 
SCL factors 
General sample 
Somatization 3.97 2 02 DxC 3.52 2 03 4.00 2 02 DxC 334 2 04 
Depression 12.20 2 0001 DxC 7.66 2 00i 12.55 2 0001 DxC 4.74 2 0l 
Anxiety 3.15 2 04 DxRx 2.62 2 .07 1.88 2 ns. 
Obsessive-compulsiveness 11.10 2 000! DxC 4.18 2 .02 8.67 2 0005 
Interpersonal sensitivity 7.42 2 OOF Dxe 4.15 2 02 10.19 2 0002 DxC 3.68 2 03 
Depressed sample 
Depression 12.73 2 0001 Dx 7.19 2 00l 13.04 2 0001 DxC 43l 2 0} 
Anxiety-somatic 3.54 2 03 4.23 2 02 DxRx 3.21 2 .04 
Anxiety-phobic 4.13 2 02 2.84 2 06 
Hostility 3.78 2 02 Dxc 3.72 2 03 4.07 2 02 DxC 3.90 2 02 
Sleep disturbance 1,14 2 oS DxC 2.08 2 13 1.33 2 ns, DxRx 584 2 004 
Modified POMS factors 
Depression 11.62 2 0001 Dxc 6.95 2 002 12.66 2 000: DxC 419 2 02 
Friendliness 4,40 2 0l DxRxxC 4.99 2  .008 3.63 2 03 
Anxiety 9.76 2 0003 DxC 5.06 2 008 11.39 2 .0001 DxC 3.32 2 .04 
Guilt 2.74° 2 7 4.24 2 02 
Hostility 11.87 2 0001 Dxc 6.18 2 = .003 12.60 2 0001 DxC 5.22 2 .006 
Activity 8.45 2 .0006 C 3.83 1  .05 8.24 2 0006 
Fatigue 10.65 2 0002 DxC 8.96 2  .0004 8.29 2 0006 DxC 5.95 2  .004 
Well-being 3.53 2 03 5.58 2 005 DxC 285 2 .06 
Cognition 4.96 2 009 DxRx 3,36 2 04 3.95 2 02 DxXRx 3.21 2 «04 
Carefreeness 6.01 2 004 C 4.09 l 04 7.34 2 001. DxC 306 2 05 


200 mg. per day for imipramine. An actual pill count of 
unused medication returned by the patient at each visit 
indicated that patients averaged roughly 125 mg. per day 
of imipramine and 12.5 mg. per day of diazepam. 

During the maintenance period, imipramine was pre- 
scribed at 100 mg. per day and diazepam at 10 mg. per 
day. Pill counts have not yet been analyzed for this phase 
of the study. 

All the patients selected for the study were white 
women who ranged in age from 20 to 50 years; their aver- 
age age was 34.4. We accepted into the study all patients 
with neurotic depressions whose severity score was at 
least 7 on the doctor’s rating of the Raskin Depression 
Screen (5), which measures verbal report, behavior, and 
secondary symptoms of depression, provided that this 
mild-to-moderate level of depression was present for at 
least two weeks before the study began and was main- 
tained during the placebo washout period. We excluded 
from the study all patients with psychotic symptoms, al- 
coholism, drug addiction, sociopathy, organicity, major 
medical problems, and depression sufficiently severe to 
require hospitalization and/or entail a definite risk of sui- 
cide. 

The typical patient was currently married (71 percent), 
Protestant (50 percent), nonworking (60 percent), and 
from social class IV (39 percent); had not had a previous 
depressive episode (40 percent; however, 28 percent had 
had one prior depressive episode and 19 percent had had 
two prior depressive episodes); and was felt by the treat- 


ing doctor to be a suitable candidate for psychotherapy 
and drug therapy (80 percent). The average duration of 
depression was 48 weeks. The intake psychiatrists classi- 
fied 67 percent of the patients as anxious depressives, 14 
percent as hostile depressives, five percent as retarded de- 
pressives, two percent as agitated depressives, and 12 per- 
cent as having other types of depression. A classification 
scheme derived from the Brief Psychiatric Rating Scale 
(BPRS) by computer assignment’ resulted in the classifi- 
cation of 38 percent as anxious, 40 percent as hostile, 16 
percent as agitated, and six percent as retarded. 

Only three patients had had ECT; 66 percent of the 
sample had not been previously treated with a tricyclic; 
73 percent had not received diazepam. 

It was hypothesized that active medications would be 
better than placebo, that group therapy would be better 
than minimal contact, and that medications would be 
found to interact with subtypes of depression in keeping 
with the earlier findings of Overall and Hollister and their 
associates (3, 4). We expected a more dramatic drug ef- 
fect for diazepam in the patients with anxious depressions 
and a better drug effect with imipramine in those with 
more retarded depressions. 

Thus far, most of our patient self-rating measures have 
been analyzed, while most of the other measures have 


'We wish to thank Dr. J. Overall for performing the BPRS analyses for 
us. 
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FIGURE | 
Main Drug Effect and Drug-by-Clinic Interaction for Modified POMS 
Depression Factor at Week 19* 
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* Drug effect: p < 0001; drug-by-clinic interaction: p < .002. 


not. Our major dependent measures have been culled 
from two outpatient self-rating scales that have proved 
quite sensitive to drug effects. The mood scale was a mi- 
nor adaptation of the Psychiatric Outpatient Mood Scale 
(POMS) developed by McNair and Lorr (7); its ten fac- 
tors are: depression, friendliness, anxiety, guilt, hostility, 
activity, fatigue, well-being, cognitive functions, and 
carefreeness. Our main study hypotheses were, of course, 
related to the depressed mood factor, but all these factors 
are of clinical interest. 

The second major measuring instrument was the 
Symptom Distress Checklist (SCL), which had its roots 
in the Cornell Medical Index, in the early work of Frank 
and others (8) and Parloff and others (9) at Johns Hop- 
kins University, and more recently in the research of 
Derogatis, Lipman, and their associates (10, 11). A gen- 
eral factor solution for this instrument comprises the di- 
mensions of somatization, depression, obsessive-com- 
pulsiveness, interpersonal sensitivity, and anxiety, while a 
factor structure derived from a depressed sample includes 
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somatization, depression, hostility, anxiety-somatic, anx- 
iety-phobic, and sleep disturbance. As with the mood 
scale, our main focus in testing the hypotheses lay in the 
symptom factor of depression. 

Additional analyses with a seven-point global improve- 
ment measure and with the total scores from the BPRS 
will also be discussed. 


RESULTS 


Unlike our earlier presentation (12), which reported 
results based on about two-thirds of the patient sample, 
this presentation uses the full sample on certain measures 
at certain time periods. Clearly, additional and more de- 
tailed analyses are needed; the present findings should not 
be considered exhaustive. With these reservations, let us 
now examine the characteristics of the patient flow 
through this study. As table 2 indicates, a total of 346 
patients were screened for inclusion in the study, 54 more 


FIGURE 2 
Main Drug Effect and Drug-by-Clinic interaction for SCL Depression 
Factor at Week 19* 
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* Drug effect: p < .0001: drug-by-clinic interaction: p < .001. 


at the Hopkins clinic than at Gundry. Of the 279 patients 
who were accepted for the study at intake, 149 completed 
~ the 16-week active treatment phase (a 46.6-percent drop- 
out rate). It should be noted that roughly half (47 per- 
cent) of this patient attrition took place during the two- 
week placebo washout period prior to the actual assign- 
ment of patients to medication. 

Of the 218 patients who entered the active treatment 
phase, 69 (31.7 percent) left the study before completing 
the full 16 weeks of treatment. These terminations were 
not reliably disproportionate as a function of the type of 
therapy or clinic but approached reliable dis- 
proportionality as a function of medication (x? = 3.90, 
df =2; .20 > p > .10). In this regard, the drop-out rate 
for placebo (40.3 percent) was somewhat higher than the 
drop-out rate for imipramine (29.2 percent) and diaze- 
pam (25.7 percent). 

Appendix | presents the effects that were examined by 
the 3 x 2 x 2 analyses of covariance that were employed 
to test the outcome of the study. There were tests for each 
of three main effects (medication, type of therapy, and 


FIGURE 3 


Main Drug Effect and Drug-by-Clinic Interaction for SCL Depression 
Factor at End Point* 
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FIGURE 4 
Main Drug Effects for the SCL Anxiety Factors at Week 19 
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clinic) and tests for the interactions among these vari- 
ables. 

A significant main effect indicates that one variable is 
generally superior to the other variable(s). Thus, a main 
effect for therapy might indicate that therapy A is gener- 
ally better than therapy B. A significant interaction ef- 
fect, on the other hand, indicates that the difference in the 
effect of one variable depends on the effect of the other 
variable(s) in the interaction. Thus, the effectiveness of 
tricyclic versus tranquilizer medication varied reliably as 
a function of the subtype of depression involved. 

Table 3 presents the outcome analyses forthe SCL and 
modified POMS after 16 weeks of treatment for that sub- 
group of patients who adhered to the protocol (N = 146) 
and for the entire sample of patients who completed at 
least two weeks of active treatment (N = 207). The data 
from week 19 were used as the variate for the “com- 
pleters,” and an end-point score corresponding to the 
patient’s last valid treatment visit was used as the 
variate for the end-point analyses. Week 3 scores were 
used as the covariates for both groups. It should be noted 
that, although the results of the analyses for the 146 


*The data for three patients who completed the 16-week active treat- 
ment period were not complete for the SCL and/or modified POMS. 
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TABLE 4 
Comparison of Patients’ Mean Global Improvement Ratings* 











Tota! Imipramine Placebo i Diazepam 
Patients’ Status Number Number Mean Number Mean Number Mean 
Completed 16 weeks 149 5] 43 1.77 55 2.05 
Terminated early** 63 19 I 27 2.70 17 2.53 
Totals 212 70 70 2.13 72 245 
* Scale: 0 = very much better, | = quite a bit better, 2 = a little bit better, 3 = no change, 4 = a little worse, 5 = quite a bit worse. 6 = very much worse. 


** Includes all patients who did not complete the 16-week active treatment phase but did stay on medication at least two weeks. 


patients who completed the 16-week active treatment 
phase can be generalized only to similar samples, the re- 
sults of the end-point analyses can be generalized to the 
larger sample of patients who completed at least two 
weeks of active treatment. 

As can be seen in table 3, the outcome pattern was very 
similar for the completers and the end-point analyses. 
Both sets of data indicate a very strong and very consist- 
ent main drug effect as well as the presence of a drug-by- 
clinic interaction. Figure | indicates graphically the main 
drug effect and the drug-by-clinic interaction for the 
modified POMS depression factor. 

As can be seen in figure 1, imipramine produced the 
greatest improvement at both clinics. However, the rela- 
tive advantage for imipramine over diazepam and pla- 
cebo was much more marked at Gundry than at Hopkins. 
Further, at Hopkins both active medications, imipramine 
and diazepam, produced greater improvement in depres- 
sion than did placebo, while at Gundry diazepam did not 
produce as much improvement as placebo. In other 
words, there was both a difference in the rank ordering of 
drug response at each clinic and a difference in the mag- 
nitude of the drug effects (i.e., drug-placebo differences) 
from clinic to clinic. Drug effects were much stronger at 
Gundry than at Hopkins. The Newman-Kuells range 
tests (13, pp. 85-88) indicated a significant therapeutic 
advantage for imipramine over both diazepam and pla- 
cebo. No reliable difference was found between placebo 
and diazepam. This same general pattern was found for 
the fatigue and hostility factors of the modified POMS, 
and the SCL depression factor also showed an almost 
identical pattern (see figure 2). The end-point analysis for 
the depression factor was also remarkably similar (see 
figure 3). 

Imipramine showed an overall advantage, but it was 
particularly marked at Gundry. Again, both active drugs 
showed a better response than placebo at Hopkins, 
whereas at Gundry diazepam was associated with less im- 
provement in depression than was placebo. Similar out- 
come patterns were found for the somatization and hos- 
tility factors. For hostility, however, imipramine was 
reliably different from diazepam but not placebo. Inter- 
estingly, the two anxiety factors from the SCL (anxiety- 
somatic and anxiety-phobic) reflected main drug effects 
favoring imipramine in the absence of significant inter- 
actions (see figure 4). 
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The results of the BPRS analysis, using total pathol- 
ogy as the dependent measure, revealed a main effect for 
medication in which imipramine was more effective than 
the other medications. No evidence for the postulated in- 
teraction between drug and subtype of depression was 
found. Although we plan to employ the BPRS subtype 
classifications using some of the more sensitive modified 
POMS and SCL factors as dependent measures, this end- 
point analysis for week 19 does not offer much promise 
for finding the postulated interaction on other measures. 

The patients’ global improvement ratings also con- 
firmed the therapeutic advantage of imipramine over 
both placebo and diazepam (p < .002 by t test); see table 
4. 

Finally, the scores for mood and symptom factors after 
two weeks of active medication were analyzed; main drug 
effects favoring imipramine were found on the SCL de- 
pression, obsessive-compulsiveness, interpersonal sensi- 
tivity, and hostility factors and the modified POMS de- 
pression, hostility, and fatigue factors. A few other 
measures showed interaction effects, but these inter- 
actions did not follow a consistent pattern. These findings 
are summarized in table 5. 


DISCUSSION 


Our analyses to date for the first 16 weeks of treatment 
indicate rather strong evidence to support the efficacy of 
imipramine in the treatment of chronic neurotic depres- 
sion; little or no evidence for an interaction between sub- 
type of depression and medication (however, further 
analyses, particularly in view of the medication-by-clinic 
interaction, may reveal patterns of interaction); and little 
support for a therapeutic advantage for group therapy 
over brief supportive psychiatric contact. However, other 
measures, yet to be examined, may be more sensitive to 
the effects of psychotherapy. 

Further analyses focusing on side effects, dosage devia- 
tion, doctor evaluation of improvement, and more re- 
fined predictor analyses as well as trend analyses using all 
data points are planned. 

Of the 149 patients who completed the active medica- 
tion phase of the study, 41 patients (according to the 


TABLE 5 
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Summary of Analysis of Covariance on Outcome Measures at Week 5{N = 146) 


Drug Effects 


Additional Effects 





Criterion Measure F DF P Source F DF P 
SCL factors - 
General sample 
Somatization 1.1] 2 n.s. DxRx 3.58 2 .03 
Depression 4.08 2 .02 
Anxiety 0,02 2 n.s, 
Obsessive-compulsiveness 3.49 2 .03 
Interpersonal sensitivity 4.62 2 0} 
Depressed sample 
Depression 5.72 2 .005 
Anxiety-somatic 0,85 2 n.s DxRx 3.43 2 .03 
Anxiety-phobic 0.44 2 n.s. RxxC 4.29 2 04 7 
Hostility 4.45 2 01 
Sleep disturbance 2.25 2 n.s DxRx 2.95 2 .05 
Modified POMS factors 
Depression 4.21 2 .02 
Friendliness 1.02 2 n.s RxxC 4,77 2 .03 
Anxiety 1.20 2 n.s 
Guilt 1.36 2 n.s. C 5.39 | .02 
Hostility 6.19 2 .003 
Activity 0.71 2 n.s. 
Fatigue 9,23 2 .0004 
Well-being 0.60 2 n.s 
Cognition 2.66 2 n.s 
Carefreeness 0.72 2 n.s 


protocol) were not considered sufficiently improved to be 
assigned to the long-term maintenance phase in which 
placebo and no-pill groups were involved. These 41 
patients were not randomly distributed as a function of 
treatment assignment (x? = 10.80, df=5, .10>p> 
05). In the imipramine group 11.3 percent were not 
assigned to maintenance, as contrasted with 21.7 per- 
cent of the placebo group and 27.3 percent of the diaze- 
pam group (x? = 3.11, .10 > p> .05 for imipramine 
versus combined diazepam and placebo). 

Only the imipramine data have been examined thus 
far. A total of 43 imipramine patients entered main- 
tenance; 24 were assigned to imipramine and 19 to pla- 
cebo. Only 20 of these 43 patients completed the full 11 
months on the maintenance dosage regimen. Neither the 
number of dropouts nor the rate of dropping out of treat- 
ment during maintenance was different as a function of 
whether the patient received imipramine or placebo. 
However, the patients’ global improvement ratings did 
show a reliable (t = 2.30, p < .05) advantage for the 12 
imipramine patients who completed treatment over the 
eight placebo patients who completed treatment. This 
same trend held when the end-point global improvement 
ratings were examined for the full sample of patients who 
started maintenance but withdrew prior to completion, 
but the trend did not reach statistical significance. Drop- 
out patients, regardless of their type of medication, 
showed less improvement (t = 3.99; p < .005) than com- 
pleters. | 

‘One of the more recent trends in the literature relevant 


to the pharmacotherapy of depression has been an in- 
creasing questioning of the general efficacy and specific- 
ity of the antidepressants (i.e., the tricyclics and mono- 
amine oxidase inhibitors) for the treatment of depressive 
disorders. Thus, both the major and minor tranquilizers 
have been suggested as alternative treatments for depres- 
sion, with a growing consensus that these classes of psy- 
chotropic drugs might be particularly effective for de- 
pressive disorders characterized by the presence of 
coexisting anxiety (14). Clearly, the data from the present 
study do not support this view. The drug effects, favoring 
imipramine during both the four-month active medica- 
tion phase and the 12-month maintenance medication 
phase, strongly argue for the general superiority of the 
tricyclic antidepressants. 

Moreover, in earlier studies we have not been able to 
document long-term drug effects in the treatment of anx- 
ious neurotic outpatients with minor tranquilizers (15, 

16). Thus, one might want to question the specificity and 
assumed therapeutic superiority of the minor tranquil- 
izers for the treatment of anxiety, particularly in light of 
the present finding that imipramine has been shown to 
have a long-term anti-anxiety effect. Although one obvi- 
ously cannot generalize findings from one diagnostic sub- 
group to another, it would seem quite reasonable to ex- 
pect an anti-anxiety effect from the tricyclics in the 
treatment of primarily anxious neurotics. This ex- 
pectation is derived from the general belief that most psy- 
chotropic drugs act symptomatically rather than on the 
basic disease process itself. 
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APPENDIX I 


Effects Examined by Analyses of Covariance 


Mair. Effects 


l. Drug (D) 
Imipramine 
Placebo 
Diazepam 

2. Psychotherapy (Rx) 
Group therapy 
Minimal contact 

3. Ciinic (C) 

Hopkins 
Gundry 


Interaction Effects 

4. Drug by psychotherapy (D x Rx) 

5. Drug by clinic (D x C) 

6. Psychotherapy by clinic (Rx x C) 

7. Drug by psychotherapy by clinic (D x Rx x C) 


Lithium Prophylaxis in Recurrent Affective Illness 


BY ROBERT F. PRIEN, PH.D., C. JAMES KLETT, PH.D., AND EUGENE M. CAFFEY, JR., M.D. 


The authors report on two recent two-year studies that 
attempted to determine the effectiveness of lithium car- 
bonate in treating recurrent affective illness. In study 1, 
205 bipolar (manic-depressive) patients were randomly 
assigned to lithium or placebo; in study 2, 44 bipolar 
and 78 unipolar (depressive) patients were randomly as- 
signed lithium, imipramine, or placebo. The results 
showed lithium to be effective in treating both manic and 
depressive episodes and imipramine to be effective in 
treating depressive episodes. The findings emphasize the 
importance of considering the patient's previous course 
of illness in selecting a program of maintenance treat- 
ment. 
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THE POSSIBILITY THAT lithium carbonate may have a pro- 
phylactic effect in recurrent affective illness has been a 
subject of international controversy. Initial claims for the 
prophylactic efficacy of lithium were based on longitudi- 
nal studies that compared the incidence of affective epi- 
sodes before lithium therapy with their incidence during 
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lithium therapy (1-3). These studies were criticized on 
methodological grounds (4,5). Although recent con- 
trolled studies have indicated that some patients with re- 
current affective illness may benefit from long-term treat- 
ment with lithium (6-11), there ts still skepticism about 
lithium prophylaxis, particularly in regard to its effec- 
tiveness in preventing depressive attacks. 

Four years ago the Veterans Administration and the 
National Institute of Mental Health jointly sponsored a 
multihospital collaborative project on the use of lithium 
therapy in treating affective illness. This project, con- 
ducted in 12 VA hospitals and six public and private hos- 
pitals, included two studies of lithium maintenance ther- 
apy. Study i was a two-year comparison of lithium 
carbonate with placebo in patients who had been recently 
hospitalized for mania. Study 2 compared lithium car- 
bonate, imipramine, and placebo over a two-year period 
in patients who had been recently hospitalized for recur- 
rent depression. This paper is a report on the findings 
from these studies. 


METHOD 


Procedure 


Patients were admitted to study | at the time that they 
were discharged from the hospital after treatment for 
acute mania. All 205 patients in this study had been diag- 
nosed as manic-depressive, manic type, by two psychia- 
trists. All were under 60 years of age and had no history 
of cardiovascular, adrenocortical, or renal disease or hy- 
pothyroidism. Following remission of the acute manic 
episode and prior to their discharge the patients were sta- 
bilized on maintenance doses of lithium carbonate ad- 
ministered in unmarked 250-mg. capsules. At the time of 
discharge the patients were randomly assigned to receive 
either lithium carbonate or placebo. The patients who 
were assigned to lithium continued at the established 
maintenance level. The patients assigned to placebo re- 
ceived placebo capsules identical in appearance to lith- 
ium capsules. 

‘Patients were admitted to study 2 following their dis- 
charge from the hospital after treatment for acute de- 
pression. To be eligible patients had to be under 60 years 
of age, had to have had at least one affective episode re- 
quiring hospitalization during the preceding two years 
(not counting the hospitalization before admission to the 


study) and at least two episodes requiring hospitalization 


during the preceding five years, and had to show no evi- 
dence of cardiovascular, adrenocortical, or renal disease 
or hypothyroidism. There were 122 patients in this study. 
Following remission of the depressive episode and prior 
to discharge each patient was stabilized on maintenance 
doses of lithium carbonate and imipramine. Lithium was 
administered in unmarked 250-mg. capsules and imipra- 
mine in 25-mg. capsules. At the time of discharge the 
patients were randomly assigned to receive lithium, 
imipramine, or placebo, Patients assigned to lithium or 
imipramine continued at the established maintenance 
level. Patients assigned to placebo received placebo cap- 
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sules identical in appearance to the capsules used for the 
active medication. 


Evaluation of Data 


Evaluation methods were identical in the two studies. 
Patients returned to the hospital every four weeks to be 
rated, to obtain medication, and to have their serum lith- 
ium levels monitored. Serum lithium concentrations were 
determined for each treatment group. The serum lithium 
levels of patients treated with lithium were maintained 
between 0.5 and 1.4 mEq./liter. Each patient was to re- 
ceive his assigned treatment for two years. The physician 
administering the treatment knew the identity of the 
patient’s medication, but the clinical raters and patients 
did not. 

The outcome of the treatment was evaluated primarily 
in terms of the occurrence of affective episodes. An affec- 
tive episode was defined as a manic or depressive attack 
requiring hospitalization or treatment on an outpatient 
basis with supplementary drugs (i.e. psycho- 
pharmacologic agents other than the patient’s assigned 
treatment). 

The patients were evaluated on a variety of in- 
struments (12) including the Inpatient Multidimensional 
Psychiatric Scale (IMPS) completed by a psychiatrist ev- 
ery three months, the Self-Report Mood Scale completed 
by the patient every three months, the Global Affective 
Scale completed by the treatment physician every month, 
and a global assessment scale completed by a social 
worker every six months. 


BACKGROUND CHARACTERISTICS OF THE PATIENTS 


The patients in the two studies were classified as uni- 
polar or bipolar. A patient was considered bipolar if he 
had a prestudy history of one or more manic attacks re- 
quiring psychiatric treatment and unipolar if he had a 
prestudy history, of depression without mania. Since this 
classification wds based on the patient’s course of illness 
before admission to the study, patients who developed 
mania for the first time during the course of the study 
were still classified as unipolar in the presentation of re- 
sults. There is good justification for looking at data on 
patients with affective illness in terms of bipolar and uni- 
polar types. Bipolar and unipolar patients have been dif- 
ferentiated in the areas of genetic and family history, 
course of illness, biochemical and physiological factors, 
and psychopharmacologic response (13-17). 

All 205 patients in study | were bipolar, since they 
were admitted into the study following an acute manic 
episode. The study 2 sample consisted of 44 bipolar 
patients and 78 unipolar patients. The background char- 
acteristics for the bipolar and unipolar patients are 
shown in table |. The differences between bipolar and 
unipolar patients corresponded to those reported in the 
literature. Bipolar patients were in general significantly 
younger than unipolar patients (p < .01, two-tailed t test) 
and had an earlier mean age at onset of illness (p < .05, 
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TABLE 1 
Background Characteristics of Bipolar and Unipolar Patients {N = 327} 


Bipolar* Unipolar 
Characteristic (N = 249) (N = 78) 
Mean age on admission to study 42.8 years 47.0 years 
Mean age at onset of first episode 29.5 years 33.0 years 
Sex (in percents) 
Male 68 55 
Female 32 45 
Percent of patients with first-degree 
relative having psychiatric illness** 27 17 
Bipolar affective illness 6 0 
Unipolar affective illness 12 10 
Other psychiatric illness 12 8 


*This included patients from studies | and 2. 
** This included only disorders requiring hospitalization 


two-tailed t test). The bipolar group had a higher propor- 


tion of men than the unipolar group (chi-square value = 
3.69) and a higher proportion of first-degree relatives with 
psychiatric illness (chi-square value = 2.90), but these 
differences were not statistically significant (p > .05). Of 
particular interest was the fact that six percent of the 
bipolar patients had relatives with bipolar illness, while 
none of the unipolar patients did. Winokur and asso- 
clates (15) and Brodie and Leff (17) also found bipolar ill- 
ness in the families of only bipolar patients. 

There was one difference in the background character- 
istics of the bipolar patients in study | and those in study 
2. For study | bipolar patients the ratio of manic to de- 
pressive episodes was 2:1. For study 2 bipolar patients 
the ratio was 1:2. This did not take into consideration the 
prestudy hospitalization (i.e., for mania in study | and 
depression in study 2), which would have accentuated 
the difference. 


TABLE 2 


RESULTS 


In study 1 the median maintenance dose of lithium 
was 1000 mg. a day. The median serum lithium level was 
0.7 mEq./liter. In study 2 the median lithium dose was 
1250 mg. a day and the median serum lithium level was 
0.8 mEq./liter. The median dose of imipramine in study 
2 was 125 mg. a day. 

The treatment outcomes for the patients in the two 
studies are summarized in table 2. Fisher’s exact proba- 
bility test showed that in study 1 the placebo-treated 
group of bipolar patients had a significantly higher pro- 
portion of patients with affective episodes than did the 
lithium group (p < .001). This difference between the two 
treatment groups was due mainly to the significantly 
higher incidence of manic episodes in the placebo group 
(p < .001). The placebo group also had a higher incidence 
of depressive episodes, but this difference was not statisti- 
cally significant (p > .05). 


For bipolar patients in study 2, both the placebo and 
imipramine groups had a significantly higher proportion 
of patients with affective episodes than did the lithium 
group (p < .01, using Fisher's exact probability test). The 
difference between the lithium and imipramine groups 
was due almost entirely to the higher incidence of manic 
episodes in the group receiving imipramine (p < .05). 
There was no significant difference between the lithium 
and imipramine groups in the incidence of depressive epi- 
sodes (p > .05). The difference between the lithium and 
placebo groups was due to both manic and depressive epi- 
sodes: both types of episodes were about three times as 
prevalent in the placebo group. However, the difference 
between the lithium and placebo groups reached statisti- 
cal significance only for depressive episodes (p < .05). 

Overall, bipolar patients from study 2 had a different 
ratio of manic to depressive episodes (1:2) during the trial 
than bipolar patients from study 1 (2:1). This was true 
for both the lithium and placebo groups and corre- 


Number and Percent of Bipolar and Unipolar Patients Who Had Episodes During Treatment 


Total 

Group Number 
Bipolar patients-—study | 

Lithium 101 

Placebo 104 
Bipolar patients—study 2 

Lithium 18 

Placebo 13 

Imipramine 13 
Unipolar patients—study 2 

Lithium 27 

Placebo 26 

Imipramine 25 


*Some patients had both manic and depressive episodes. 
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Total Number of 


Manic Episodes Depressive Episodes Patients with Episodes* 


Number Percent Number Percent Number Percent 
32 32 16 16 42 42 
Th 68 27 26 83 80 
2 1] 4 22 5 28 
5 38 8 62 10 77 
7 54 4 31 10 TF 
3 1} 12 44 33 > 48 
2 8 24 92 24 92 
l 4 12 48 12 48 


TABLE 3 
Cause of Early Terminations Among Bipolar and Unipolar Patients 
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Poor Clinical Failure to 
Response Cooperate Other Total Terminations 
Total 

Group Number Number Percent Number Percent Number Percent Number Percent 
Bipolar patients-—study ] 

Lithium 101 13 13 i2 12 6 6 31 31 

Placebo 104 47 45 16 15 4 4 67 64 
Bipolar patients—study 2 

Lithium 18 I 6 3 17 l 6 5 29 

Placebo 13 6 46 2 15 2 15 10 77 

Imipramine 13 7 54 3 23 0 0 10 77 
Unipolar patients—study 2 

Lithium 27 7 26 4 15 l 4 12 44 

Placebo 26 16 62 4 15 0 0 20 77 

Imipramine 25 5 20 4 16 3 12 12 48 


sponded to the ratios noted in the background character- 
istics of study | and 2 patients. 

For unipolar patients (all in study 2), the placebo 
group had a significantly higher proportion of patients 
with affective episodes than did either the lithium group 
or imipramine group (p < .001). This difference was due 
almost entirely to depressive episodes. Manic episodes 
occurred in only six patients—three on lithium, two on 
placebo, and one on imipramine. 

Several patients had more than one episode. This in- 
cluded ten percent of the patients on lithium and imipra- 
mine and 30 percent on placebo. Approximately 80 per- 
cent of the episodes in each treatment group required the 
patient’s hospitalization. The other 20 percent were 
treated on an outpatient basis with supplementary drugs. 

Table 3 presents the data on early terminations from 
the two studies. Most early terminations were due to 
poor clinical response. Other reasons included failure to 
return for scheduled visits, failure to adhere to the medi- 
cation schedule, a move from the study area, intercurrent 
illness, and toxicity. The median time of early termi- 
nation was week 38 for the lithium group, week 34 for the 
placebo group, and week 31 for the imipramine group. 
There were eight deaths. Two patients on placebo com- 
mitted suicide, and two patients on placebo, two on lith- 
ium, and two on imipramine died from causes not asso- 
ciated with their affective illness. 

Those patients who were able to complete two years of 
treatment with no affective episodes deserve special men- 
tion. In this recurrence-prone population, these patients 
must be considered unequivocal successes. Table 4 shows 
the proportion of episode-free patients in each treatment 
group. Again, the best results were obtained with bipolar 
patients on lithium and unipolar patients on lithium and 
imipramine. The proportion of episode-free patients in 
these groups ranged from 37 to 50 percent. The other 
treatment groups had a low proportion of episode-free 
patients (eight to 15 percent). 

The data from the various clinical scales were analyzed 


in two ways. The first set of analyses involved episode- 
free patients. The data for these patients were analyzed at 
six-month intervals, using chi-square analyses for the glo- 
bal scales and analyses of variance for the IMPS and 
Self-Report Mood Scale to determine whether the type 
of treatment made any difference in the likelihood that 
patients would be episode-free. The analyses showed no 
significant differences between the types of treatments 
among either bipolar or unipolar episode-free patients 
(p > .05). The second set of analyses, involving only 
patients with episodes, sought to determine whether there 
was any difference in the severity of the episodes accord- 
ing to the type of drug treatment. Chi-square analyses 
and analyses of variance were performed on the data that 
were obtained just before the patient’s hospitalization or 
the initiation of supplementary medication. There was no 
significant difference among the three treatment groups 
for either manic or depressive episodes (p > .05). 

Side reactions were reported by 63 percent of the lith- 


TABLE 4 . 
Patients Who Completed Treatment with No Affective Episodes 


Episode-Free Patients 


Total 
Group Number Number Percent 
Bipolar patients—study 1 
Lithium 101 48 48 
Placebo 104 10 10 
Bipolar patients-—-study 2 
Lithium 18 9 50 
Placebo 13 I 8 
Imipramine 13 2 15 
Unipolar patients—study 2 
Lithium 27 10 37 
Placebo 26 2 8 
Imipramine 25 l1 44 


Am Jd Psychiatry 131:2, February 1974 201 


LITHIUM PROPHYLAXIS 


lum-treated patients, 53 percent of the imipramine- 
treated patients, and 38 percent of the placebo-treated 
patients. In the lithium group, diarrhea, fine hand trem- 
ors, nausea, hyperactive deep tendon reflexes, and som- 
nolence were the most common reactions. In most cases 
these reactions caused little difficulty and disappeared 
without an adjustment in dosage. Twenty-two percent of 
the patients on lithium had reactions severe enough to re- 
quire a dosage reduction or withdrawal from medication. 
In only one case were side effects severe enough to re- 
quire a permanent discontinuation of the lithium carbo- 
nate. A 48-year-old woman developed hypothyroidism 
with goiter accompanied by persistent polyuria and poly- 
dipsia. Four other patients developed hypothyroidism 
without goiter but responded satisfactorily to treatment 
with thyroid extract while remaining on lithium therapy. 
One patient who terminated as a result of poor clinical 
response showed leukocytosis, which remitted following 
discontinuation of lithium carbonate, and another patient 
manifested severe vomiting and diarrhea. 

In the imipramine group, the most prevalent reactions 
were dry mouth, muscle weakness, nausea, constipation, 
and somnolence. Eight percent had reactions severe 
enough to require a reduction in dosage. Side reactions in 
the placebo group consisted mainly of anorexia, drowsi- 
ness, nausea, dry mouth, constipation, and somnolence, 
There was no significant difference in side reactions be- 
tween bipolar and unipolar patients in any group. 


DISCUSSION 


The results indicate that lithium carbonate is effective 
in preventing both manic and depressive episodes (1.e., at- 
tacks requiring hospitalization or supplementary drugs) 
in recurrent affective illness and that imipramine is effec- 
tive in preventing depressive episodes. These findings em- 
phasize the importance of considering the patient’s pre- 
vious course of illness in selecting a program of 
maintenance treatment. Patients with a history of manic 
episodes (i.e., bipolar patients) are not good candidates 
for a program involving imipramine. The risk of a manic 
attack is too great. Lithium carbonate is a more suitable 
treatment for these patients. Patients with a history of de- 
pression without mania (i.e., unipolar patients) appear to 
respond equally well to lithium and imipramine. 

Not all bipolar patients have the same risk of incurring 
a manic attack. Our results showed that bipolar patients 
whose last prestudy episode was manic (study 1) had a 
2:1 ratio of manic to depressive episodes both before and 
during the study. Conversely, bipolar patients whose last 
attack was depressive (study 2) had a 2:1 ratio of de- 
pressive to manic episodes. This was true for patients re- 
ceiving both lithium and placebo. This indicates that cli- 
nicians should be particularly alert for manic episodes in 
patients with a recent history of mania and for depressive 
episodes in patients with a recent history of depression. 

Major treatment decisions such as the need for hospi- 
talization or supplementary medication were made by the 
treatment physician, who knew the identity of the 
patient’s medication. This raises the question of physi- 
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cian bias and its possible effect on treatment outcome. A 
major concern would be the possibility that the physician 
may have been quicker to prescribe hospitalization or 
supplementary medication for placebo patients than for 
patients on active medication, which would result in a 
lesser severity of illness among placebo patients than 
other patients at the time of hospitalization or initiation 
of supplementary drugs. Such a finding would make it 
difficult to interpret the data on affective episodes. How- 
ever, this concern proved unfounded. Analyses of the 
scales completed just before hospitalization or initiation 
of supplementary medication revealed no significant dif- 
ference in severity of illness among treatment groups. 
These scales were completed by raters who were blind to 
the patient’s treatment and who had no knowledge of the 
trea:ment physician’s decision about whether to hospital- 
ize the patient or administer supplementary drugs. This 
suggests that physician bias was not a crucial factor af- 
fecting treatment decisions. 

Tne results of this study agree with findings from other 
controlled trials on lithium. Six studies have compared 
the effectiveness of lithium and placebo in treating recur- 
rent affective illness (6-11). All reported lithium to be 
more effective than placebo, although in two studies with 
small samples (8, 10) this difference did not reach the 
level of statistical significance. In three of the studies, re- 
sults were analyzed by bipolar and unipolar types. Baas- 
trup and associates (6) and Coppen and associates (7) re- 
ported that lithium was significantly more effective than 
placebo in treating both unipolar and bipolar illness. This 
corresponds to our findings. Cundall, Brooks, and Mur- 
ray (8) found lithium to be significantly more effective 
than placebo with bipolar patients (no conclusions could 
be drawn about unipolar patients because of insufficient 
numbers). In the one study comparing lithium with 
imipramine, Platman (18) found no significant difference 
between the two drugs and reported that neither exerted a 
“major prophylactic effect.” There was no breakdown of 
resu.ts for unipolar and bipolar patients. 

Our results indicate that lithium carbonate, when com- 
bined with regular clinical appraisals, is a safe and effec- 
tive treatment for preventing affective episodes in 
patients with both bipolar and unipolar illness. However, 
our results also indicate that lithium is not the only psy- 
chopharmacologic agent that may be effective in this ca- 
pacity. Imipramine appears to be just as effective as lith- 
ium in treating unipolar patients. It is possible that 
chlorpromazine and similar agents may be useful with 
bipolar patients. Further research is necessary before any 
drug can be regarded as the treatment of choice for pre- 
venting manic and depressive episodes in recurrent affec- 
tive illness. Finally, our study provided further validation 
of the bipolar-unipolar classification of recurrent affec- 
tive illness. The bipolar and unipolar patients in these 
studies not only differed in background characteristics 
but zlso responded differently to the study treatments. 
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EDITORIAL 





Depression 


FROM THE PSYCHIATRIST’S VIEWPOINT only, depression is an exceedingly satisfactory 
disease. [t is comforting, in this day of existential doubt and psychosocial malaise, to 
have an illness that is quite treatable and that is recognized by almost everyone as a 
real illness demanding treatment. 

When a patient has a severe depression and comes to a psychiatrist for treatment, 
the diagnosis is often clear-cut and the illness often remits after psychotherapy (less 
frequently), drug therapy (more frequently), or electroconvulsive therapy (very fre- 
quently). Even better, the patient almost always returns to his or her reasonably satis- 
factory preillness adjustment. Sull better, recent large-scale studies of both lithium 
and tricyclic drugs suggest that half of all recurrent Be pressions can even be prevented 
by maintenance drug therapy. 

The general prospect is indeed pleasing to psychiatrists of most persuasions. From 
the private practitioner’s viewpoint, depressed patients both have health insurance and 
tend to be reliable bill payers. From the public psychiatrist’s viewpoint, patients with 
depression have good outcomes and don’t tie up expensive hospital beds. The psycho- 
pharmacologist can be proud both of his drugs and of his seductive network of bio- 
chemical theories of depression. Even the geneticist finds in depression nice clear ge- 
netic data about which to get elated. And the genetic curse is sufficiently weak to leave 
lots of room for psychodynamicists and environmentalists to play in. A wonderful dis- 
ease! 

There are, of course, some good-sized flies in the honey. The diagnosis of severe re- 
tarded endogenous depression is clear to all, but depression as a symptom occurs in 
a wide range of other psychiatric disorders and can be inferred, with even less reli- 
ability, in still others. Since ECT is a safe, effective, and remunerative treatment for 
depression, its practitioners are always being accused of overusing it—while its 
opponents are equally accused of underutilizing it—and a clear, sensible, enforceable 
code for monitoring the use of ECT may well be impossible to achieve. 

At the milder end of the depressive continuum, diagnosis and pharmacotherapy are 
getting considerably muddied. At least two presumed antidepressants (doxepin and 
phenelzine) may well be effective in the treatment of patients in whom anxiety is at 
least as prominent as depression. Maybe the presumed differences between anti-anx- 
iety drugs and antidepressant drugs, which are so clear in animal pharmacology, don’t 
exist in human patients. Recent work by the Yale and NIMH groups comparing anx- 
ious and depressed outpatients support this blurring. Depressed outpatients differ 
from anxious outpatients mainly in being more symptomatic on all measures. Anxious 
outpatients are not more anxious than depressed outpatients. 


In this section, the Editor samples varied opinions on topical problems. The opinions 
expressed herein are not necessarily those of the Editor, nor can they in any way be 
construed as marking the official policy of the Journal. 
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Lastly, there is the threat always hanging over psychiatry that whenever a psychiat- 
ric illness becomes easy to diagnose and treat, it is taken over by the internists and 
general practitioners. In the case of paresis this happened long ago. In the case of de- 
pression the takeover has already partly occurred and perhaps should be encouraged 
to go further. Certainly the earlier real depressions are diagnosed and adequately 
treated, the better; depression is still a potentially lethal disease and a major public 
health problem. 


JONATHAN O. Cole, M.D. 


Dr. Cole is Chairman, Department of Psychiatry, Temple University Health Sciences 
Center, Philadelphia, Pa. 
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Alcohol Sensitivity and Ethnic Background 


BY JOHN A. EWING, M.D., D.P.M., BEATRICE A. ROUSE, M.ED., AND E.D, PELLIZZARI, PH.D. 


Previous clinical studies have shown Oriental subjects to 
be significantly more sensitive to alcohol than Occidental 
subjects. The results of this study corroborated these 
findings: the 24 Oriental subjects tested showed signifi- 
cantly more skin fiushing, increased heart rate, drop in 
blood pressure, and general discomfort with alcohol than 
the 24 Occidental subjects. In addition, the former more 
frequently reported family histories of flushing. The need 
for further studies to elucidate the mechanism is appar- 
ent. The evidence suggests that the low rates of alcohol 
abuse and alcoholism commonly found among Oriental 
people may have physiological rather than cultural ori- 
gins. 


WOLFF (1) HAS CONDUCTED a study on the allegedly 
greater sensitivity to alcohol of Oriental persons than of 
Caucasians. His subjects were 117 Japanese and Taiwan- 
ese adults and infants and Korean adults. He reported 
that 83 percent of the Oriental adults responded to alco- 
hol ingestion with a marked visible flush and with in- 
creased optical density of the earlobe. Only one of the 34 
Caucasian adult controls in the study showed visible 
flushing, and only two had an increase in optical density 
of the earlobe comparable to that of the Oriental adults. 
Wolff also reported a much greater incidence of sub- 
jective complaints among the Oriental subjects, including 
a hot feeling in the stomach, palpitations, muscle weak- 
ness, and dizziness. Since newborn infants showed the 


Dr. Ewing and Ms. Rouse are with the University of North Carolina, 
Chapel Hill, N.C. 27514, where Dr. Ewing is Professor of Psychiatry 
and Director, Center for Alcohol Studies, and Ms. Rouse is Research 
Associate, Department of Psychiatry and Center for Alcohol Studies. 
Dr. Pellizzari ts a Chemist, Chemistry and Life Sciences Division, Re- 
search Triangle Institute, Research Triangle Park, N.C. 


This work was supported in part by funds provided by the State of 
North Carolina to the University of North Carolina Center for Alcohol 
Studies and in part by Public Health Service grant MH-05993 from the 
National Institute of Mental Health to the six medical students who as- 
sisted in the completion of these studies: Julian T. Brantley, Jr., Drew 
Bridges, Levan N. Kuck, Hoke D. Pollock, David M. Reid, and E. 
Brooks Wilkins. The authors are grateful for their invaluable assis- 
tance. 
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same type of alcohol responses as the adults he concluded 
that postnatal dietary factors and cultural variations in 
drinking habits did not account for the observed differ- 
ences. All of his adult subjects were given beer; the Orien- 
tal subjects received consistently less beer than did the 
Occidental subjects. Wolff, however, did not study the 
subjects’ blood alcohol levels, so that differences in their 
absorption rates or metabolic rates might have been a 
factor in the differences noted between the two groups. 
Wolff concluded that the differences were probably re- 
lated to variations in autonomic nervous system respon- 
sivity. 

More recently Wolff (2) has extended his findings by 
reporting similar vasomotor responses to alcohol in 
North American Indians and Americans of Mongolian 
extraction who were born and reared in the United States 
and raised entirely on Western diets. 

Another relevant study, which examined the rates of 
metabolizing ethanol, is that of Fenna and associates (3). 
They studied Eskimos and Indians in Canada to test 
whether they take longer to sober up after an alcoholic 
bout than do Caucasians. They administered ethanol in- 
travenously to these subjects and to a group of Cauca- 
sians and found that the concentrations fell significantly 
faster in the Caucasians. Neither the subjects’ previous 
experience with alcohol nor their general diet appeared to 
account for this difference, leaving genetic factors as the 
indicated cause. 

Findings such as these are important because they 
throw light upon racial differences that have formerly 
been explained on cultural grounds. The traditional belief 
has been that the Chinese, for example, have had moder- 
ate drinking habits and low rates of alcoholism because 
of their cultural patterns of alcohol use and their family 
stability (4). If, however, subjective discomfort is asso- 
ciated with alcohol ingestion among Oriental people, the 
correct explanation for their low rates of excessive drink- 
ing might be physiologic. The difficulties that American 
Indians and Eskimos have had with alcohol have been 
noted for a long time and have similarly been attributed 
to psychological and cultural factors, most recently by 
MacAndrew and Edgerton in their book. Drunken Com- 
poriment: A Social Explanation (5). However, we now 


know that at least some Indians stay drunk longer than 
Caucasians do and, therefore, future studies of their be- 
havior under the influence of alcohol need to take physi- 
ologic factors into consideration. A second reason that 
findings such as Wolff's are important is the need to de- 
termine the mechanisms whereby sensitivity to alcohol 
occurs. Once we have an adequate understanding of this 
matter we might discover new methods to add to our 
therapeutic armamentarium that could help susceptible 
people avoid drinking to excess. 

The reaction of Wolffs Oriental subjects to alcohol 
impressed the first author (J.A.E.) as being clinically 
very similar to a typical alcohol-disulfiram (Antabuse) 
reaction (6). The sensitivity toward alcohol that disulfir- 
am provokes is believed to be due to the drug’s ability to 
inhibit aldehyde dehydrogenase activity, thereby causing 
an accumulation of acetaldehyde in the blood. Acetalde- 
hyde is a metabolic product of ethanol and is normally 
cleared rapidly from the bloodstream (7). 

In view of all these findings it was decided to attempt 
to replicate Wolffs studies, while scrutinizing certain as- 
pects of the subject in more detail. 


METHOD 


The subjects were recruited on the basis of race and 
drinking experience from a file of volunteers for studies 
on alcohol. The study took place in central North Caro- 
lina. The sample of Occidental subjects consisted of 24 
Americans of European origin. The Oriental sample con- 
sisted of 24 persons who were at the time of the study re- 
siding in the United States and whose parents were from 
the Orient: 11 from China, five from Japan, three from 
Taiwan, three from Korea, and one from South Viet 
Nam. One subject was of mixed Japanese-Chinese par- 
entage. There were no significant differences between the 
two groups in previous frequency of alcohol use, and all 
subjects were healthy. Their ages ranged from 18 to 51 
years, with a mean of 25.7 + 5.6 years. The Oriental sub- 
jects were significantly older (mean = 27.8 + 7.0 years) 
than the Occidental subjects (mean = 23.8 + 2.7 years). 
Most of the Occidental subjects were undergraduate stu- 
dents, whereas the Oriental subjects tended to be gradu- 
ate students or local residents. 

The subjects reported to our laboratory, where alcohol 
was administered orally on the basis of body weight, usu- 
ally to two people at a time. The first 24 subjects (12 from 
each racial group) were given 0.3 ml. of synthetic ethanol 
per kilogram of body weight; the latter 24 subjects (12 
from each racial group) were given 0.4 ml. per kilogram 
of body weight. An attempt was originally made to per- 
form the study on a double-blind basis, with subjects 
being randomly assigned to ethanol mixed with ginger ale 
or to undiluted ginger ale with 1.0 ml. of ethanol floating 
on the surface. This proved impracticable, since both 
groups of subjects and also the experimenters quickly be- 
came aware of whether or not alcohol had been adminis- 
tered. Accordingly, no attempt was made to persist with 
the double-blind methodology. The dose was increased 
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from 0.3 to 0.4 ml. at the halfway point in the study since 
some Oriental and most Occidental subjects felt little ef- 
fect with 0.3 ml. per kilogram of body weight. 

Data were collected on the subjects’ ethnic back- 
grounds, current and past drinking habits, dietary histo- 
ries, and presence or absence of a family history of flush- 
ing of the skin following drinking. Before the person 
ingested the proferred drink as well as throughout the fol- 
lowing two hours or more, repeated physiologic measures 
were taken, including pulse rate, blood pressure, optical 
densitometry of the earlobe, Breathalyzer samples to de- 
termine blood alcohol levels, and blood samples to deter- 
mine ethanol and acetaldehyde levels using gas chro- 
matography.’ Each time these assessments were made, 
an observer scored on a three-point scale the presence or 
absence of any facial or body flushing, and the subjects 
filled out a subjective questionnaire regarding how they 
felt at the time their blood alcohol levels were at their 
highest (i.e., when Breathalyzer tests taken at ten-minute 
intervals leveled off at the same height or when the sec- 
ond one was slightly lower than the first). 

Redmond and Cohen (9) have found a difference by 
sex in the amounts of acetaldehyde exhaled by mice 
that received large doses of ethanol administered intra- 
peritoneally. This difference disappeared when the male 
mice were castrated and thus appeared to be related to 
sex hormone differences. They pointed out that acetalde- 
hyde is a potent pharmacological agent in its own right 
and has been the object of much recent research interest. 
They noted that there are well-established differences in 
the drinking practices of men and women; these have usu- 
ally been attributed to social causes. Although Redmond 
and Cohen established an acetaldehyde-level difference 
for male and female mice, such a comparison has not 
been made for men and women. We felt that such-studies 
were indicated. Therefore, we also took blood samples 
from all subjects to test total and free testosterone levels. 
In addition, during a physical examination subjects were 
rated on a ten-point scale for their degree of hirsutism, 
since there is a possibility that hirsutism reflects levels of 
circulating free testosterone. These data will be reported 
in another paper. 


RESULTS 


Facial and body fiushing. Seventeen of the 24 Oriental 
subjects showed flushing of the face; often this was seen 


' Gas-solid chromatographic (GSC) analyses were performed on 1.2 M 
silanized glass columns containing Porapak N 50-80 Mesh (Waters As- 
soc.) at 160C. A Model 4400 Fisher-Victoreen gas chromatograph 
equipped with dual-flame ionization detectors and a vibrating reed elec- 
trometer (10°'’ amps full scale) was used for the entire program, Carrier 
gas (N2), Hz, and air flow rates were 60, 35, and 285 ml./min., respec- 
tively. Signal amplification from the detector was displayed on a | milli- 
volt (full scale) Perkin-Elmer strip chart recorder. 

Standard curves were prepared for acetaldehyde and ethanol by add- 
ing known quantities to 1.0 ml. of blood in serum-stoppered bottles and 
analyzing 1.0 ml. of the headspace by gas-solid chromatography. Areas 
from chromatographic peaks were determined by triangulation meth- 
ods (8). 
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TABLE | 


Mean Heart Rates of Oriental and Occidental Subjects Before and After 
Ingesting Small Amounts of Alcohol 


Oriental Occidental 
Group Group 
Time (N = 24) (N = 24) Significance 
Mean + S.D. Mean + S.D. 
Before ingestion 79.0+ 9 78.8 + 10 n.s. 
30 minutes after ingestion 89.1 + 14 75.8 + 10 p < .001 
60 minutes after ingestion 85.8 + 12 76.4 + 11 p < .02 


also on the ears and neck and sometimes on the chest and 
the palms of the hands. A lesser degree of flushing was 
noted in three of the 24 Occidental subjects (p < .001). 

Earlobe densitometry. In general our results corrobo- 
rated those of Wolff: a strong flush was usually accom- 
panied by an increase in earlobe pulse pressure as mea- 
sured by a densitometer. This appeared to reflect 
increased capillary blood flow. 

Blood pressure. Wolff (1) did not report on blood pres- 
sure changes, but in our study a drop in blood pressure of 
more than 10 mm. Hg ina systolic reading was noted for 
ten Oriental and three Occidental subjects (p < .02) fol- 
lowing alcohol ingestion. Initial blood pressure readings 
prior to drinking were not significantly different for the 
two ethnic groups. The mean drop in diastolic pressure 
was 6.44 mm. Hg for the total group of subjects. Thirteen 
of the Oriental subjects and six of the Occidental subjects 
had a drop in diastolic pressure that was greater than the 
mean (p < .05). 

Heart rate. The changes in heart rate for the two 
groups are shown in table 1. No significant initial differ- 
ences existed between the Oriental and Occidental sub- 
jects, but there were significant differences between the 
groups at 30 and 60 minutes after ingestion of the alco- 
hol. 

Subjective complaints. More symptoms of discomfort 
after drinking were reported by Oriental subjects than 
Occidental subjects. When asked to check a list of symp- 
toms (including those assessed in Wolff’s study [1]) 11 of 
the Oriental subjects and three of the Occidental subjects 
reported having five or more symptoms that indicated 
dysphoria (p < .01). Oriental subjects were more likely to 
report dizziness, pounding in the head, muscle weakness, 
and tingling sensations, while most Occidental subjects 
reported that they felt relaxed, happy, confident, and 
alert. The list of symptoms presented to the subjects was 
in random order. Table 2 groups the symptoms under the 
categories of dysphoric or euphoric. These data suggest 
that the Oriental subjects’ discomfort was primarily 
physiologic in origin. There was no clinical evidence to 
suggest that the Oriental subjects were significantly more 
emotionally aroused by the circumstances of the experi- 
ment. 

Family history. Facial flushing in members of the im- 
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mediate family following ingestion of alcohol was re- 
ported by 17 of the Oriental subjects and six of the Occi- 
denzal subjects (p < .01). This significant difference was 
probably less pronounced than it should have been since 
the flushing observed by Oriental subjects was reported 
to have occurred after small or moderate amounts of 
drinking and usually in several family members, while 
Occidental subjects usually reported facia! flushing in 
only one member of their family and after drinking “a 
lot.” Only two Oriental subjects and one Occidental sub- 
ject reported that no members of their immediate family 
drank. 

Absorption rate and metabolic rate. All subjects were 
tested under similar conditions. The appearance and 
gradual disappearance of alcohol in the blood were 
traced by Breathalyzer tests, although we did not rely ex- 
clusively on these tests since blood samples were also 
tested. The data gave no evidence that one group ab- 
sorbed alcohol at a different rate from the other, nor did 
we find any evidence for a significant difference in the 
rate of metabolizing ethanol. 

Acetaldehyde levels. Analysis of the breath is probably 
the best method of assessing acetaldehyde levels since the 
breath probably reflects most accurately the level of ace- 
taldehyde in the blood leaving the liver (10). Unfortu- 
nately, technical problems prevented us from doing this, 
but blood samples were analyzed for acetaldehyde levels. 
For this we used the method of Duritz and Truitt (11), 
which unfortunately required our making an allowance 
for endogenously released acetaldehyde (possibly from 
erythrocytes) as a result of the deproteinization of blood 
by ethanol (12). We were not able at the time to use the 
newer method reported by Truitt (7), which involves cen- 
trifuging the blood at a low temperature and analyzing 
the supernatant, which is protein free. 


TABLE 2 


Number of Oriental and Occidental Subjects Reporting Subjective 
Symptoms After Ingestion of Alcohel 


Oriental Occidental 
Subjects Subjects 
Symptoms (N = 24) (N = 24) Significance 
Dysphoric symptoms 
Dizzy 15 10 n.s. 
Sleepy 13 15 n.s. 
Anxious 7 3 n.s, 
Pounding in head 13 0 p < .00I 
Muscle weakness 12 7 n.s. 
Depressed 2 l n.s. 
Nauseated 3 3 n.s. 
Agitated 2 I n.s. 
Dry mouth 8 4 n.s. 
Tingling sensation 12 8 n.s. 
Euphoric symptoms 
Relaxed 18 24 p < .05 
Romantic 4 8 n.s. 
Alert 16 21 N.S, 
Confident 17 22 p< .05 
Happy 12 22 p< .0l 


TABLE 3 


Means for the Highest Blood Acetaldehyde Levels, According to Race 
and Sex* 


Highest Acetaldehyde Level 


( pg./ 100 ml.) 
Category N Mean + S.D. 
By race and sex 
Oriental men 9 932.4 + 615 
Occidental men 12 770.2 + 357 
Oriental women 13 627.8 + 293 
Occidental women 12 533.1 + 313 
Totals by race 
Oriental subjects 22 786.3 + 456 
Occidental subjects 24 651.7 + 350 
Totals by sex** 
Men 21 875.3 + 461 
Women 25 582.3 + 300 


* Acetaldehyde levels could not be obtained for two of the 24 Oriental 
subjects. 
* Difference between total male and female groups = p < .02. 


We attempted to ascertain the “baseline” level of the 
endogenously released acetaldehyde of 25 subjects by 
adding alcohol to a deproteinized blood sample in ap- 
proximately the amount we estimated would be reached 
after the ingestion of ethanol. No significant differences 
were detected in the baseline levels of the two groups. As 
Walsh (13) has pointed out, the half-life of acetaldehyde 
is very brief (2.5 to four minutes), and we must therefore 
analyze these data with caution. However, the overall 
blood acetaldehyde levels of the Oriental subjects after 
ingesting ethanol did exceed those of the Occidental sub- 
jects. A trend in this direction was particularly evident at 
30 to 60 minutes after the ingestion of alcohol. These dif- 
ferences did not reach significance, however, since there 
was considerable variation among UOJ and since the 
standard deviations were high. 

Table 3 shows the highest average ives of blood ace- 
taldehyde detected for subjects according to sex and ra- 
cial group. Although most of the differences were not sig- 
nificant they do illustrate a trend in the direction of 
higher levels for Oriental subjects. In terms of sex, the re- 
sults were significantly similar to those found with mice 
in the study by Redmond and Cohen (9). This is the first 
time such differences have been reported in humans. 


DISCUSSION 


This study essentially corroborates the reports by 
Wolff (1, 2) and further advances our knowledge of alco- 
hol sensitivity in racial groups. We now know that a 
marked flushing of the skin, drop in blood pressure, and 
various subjective symptoms occur in Oriental subjects at 
levels of blood alcohol that have little effect on most Oc- 
cidental subjects. Fenna and asscciates (3) reported that 
dietary factors could not explain the ethnic differences in 
metabolic rates that they discovered. In our study all of 


BRIEF COMMUNICATIONS 


the subjects resided in the United States and most were 
eaiing an American diet; therefore, like Wolff, we doubt 
that diet can be a significant factor in explaining the alco- 
hol sensitivity of Oriental people. 

According to Wallgren and Barry (14) vasodilatation 
of the skin after small and moderate doses of ethanol is 
well proven, although the experimental work performed 
so far has suggested that alcohol is not a general vaso- 
dilator. Siems and Rottenstein (15) showed that in dogs 
the peripheral vasodilating effect of alcohol is mediated 
by the vasomotor center and the local nerve supply, and 
the work of Perman (16) indicated that in cats such hu- 
moral effects as the release of histamine or 5-hydroxy- 
tryptamine are not involved, However, studies on human 
subjects, including subjects with sympathectomized 
arms (17,18), are contradictory, and Wallgren and 
Barry (14) have concluded that other factors in addition 
to the blockade of the sympathetic innervation of the cu- 
taneous blood vessels are evidently involved. 

At present we cannot ascribe the ethnic differences that 
we have demonstrated to any specific cause. They may be 
due to differences in autonomic reactivity, as surmised by 
Wolff (1), or they could reflect differences in levels of 
blood acetaldehyde or some other physiologic difference. 

One interesting opportunity presented by the study was 
the chance to ask our Oriental subjects about their 
knowledge of the flushing phenomenon (this was not 
done until the subject had completed the study). We 
found that many Oriental subjects were aware of the phe- 
nomenon and had been aware of it since their youth. One 
report from a subject whose parents came from Taiwan 
was that there is a popular belief that those who turn red 
with the first drink cannot hold their liquor, whereas 
those who turn white can drink much larger amounts. 
One subject whose father came from mainland China 
szid that he was aware of the alleged Chinese incapacity 
to drink much liquor but that in his opinion the large- 
sized inhabitants of the province of Shantung are an ex- 
ception, since they drink much more heavily than people 
elsewhere in China. 

It does seem clear that physiologic factors are at work 
here and that cultural explanations will not suffice to ex- 
plain the phenomena we have observed. Indeed, it is pos- 
sible that drinking patterns in a culture are built upon a 
physiologic foundation. The general level of discomfort 
experienced by many Oriental people on drinking small 
amounts of alcohol would seem to offer them protection 
from overusing alcoholic beverages as a psychological es- 
cape mechanism. We have begun further studies to try to 
elucidate the mechanisms involved in more detail and to 
see whether similar apparently inherited traits can ex- 
plain the low levels of alcohol abuse and alcoholism 
found in other ethnic groups, such as Jews. 
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Alcoholism: A Statewide Program Evaluation 


BY SHELDON MILLER, M.D., EDWARD HELMICK, M.P.H., LAWRENCE BERG, 


PAUL NUTTING, M.D., AND GREGORY SHORR, M.D. 


This paper describes an attempt to evaluate the mental 
health services offered to Alaskan Natives. The concern 
of the authors was not the outcome of treatment, but 
whether the delivery system was functioning efficiently. 
Restricting their study to a single problem—alcohol- 
ism—they describe how their method of evaluation was 
developed and applied to programs and agencies in 
Alaska. 


IN NOVEMBER 1972 we were asked by the Alaskan Na- 
tive Board of Health to assist in developing a process for 
evaluating the mental health services being given to the 
Alaskan Natives. Although this charge seemed at best 
difficult, it became even more so after we recognized the 
multiple sources of health care offered. The major pro- 
vider is the Indian Health Service of the U.S. Public 
Health Service, but care is also provided by other federal 
programs as well as state and local programs. Further 


210 Am J Psychiatry 131:2, February 1974 


complicating the issue is the geography of the State of 
Alaska and the fact that many of the native people live in 
small villages scattered throughout this huge land mass. 
Traditional attempts to evaluate mental health services 
have focused on the outcome of treatment, an-approach 
that requires some method of contacting the individual 
recipient. Obviously, the geography and the diversity in 
the sources of service made this method of evaluation 
even more difficult and uncontrollable than usual. 

Fer these reasons as well as for other theoretical rea- 
sons to be discussed later, the decision was made that the 
topic for study should not be the classic results of treat- 
ment but rather the delivery system. 
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In medicine, it is accepted that certain medications are 
successful for given illnesses. Penicillin treats pneumo- 
coccal pneumonia, digitalis is effective in the treatment of 
heart failure, but neither of these recognized treatments 
is effective without a system of health care that places 
the patient and the doctor together and allows continu- 
ation of the relationship for a long enough time to allow 
the treatment to take effect. We do not know, however, 
whether these treatments are successful at all unless the 
system has provided a means of recording both the suc- 
cesses and the failures. 

Similarly, no scientist is willing to accept an outcome 
of an experiment unless the method employed is available 
for review. In research, a coherent and logical design is 
necessary to give meaning to the results; likewise in treat- 
ment or health care delivery, a system should exist so that 
duplication of successes and avoidance of failures can oc- 
cur. Therefore, the study to be described was designed to 
test the system and its function first, then to examine re- 
sults. 


APPROACH TO THE PROBLEM 


Just as in any experiment a hypothesis must be stated 
in a testable form, so in this evaluation the problem must 
be defined. The evaluation of a whole mental health sys- 
tem is relatively impossible to do all at once since the 
variables involved are immense. The choice was made, 
therefore, to examine one mental health problem, alco- 
holism, and to see how the whole health care network was 
functioning in relation to this very important problem. 
Consultation with native people and health providers in- 
dicated that this was one of the most prevalent problems 
among the native peorle. 

The next task was to determine whether the system had 
any standards of care defined for alcoholism against 
which the performance could be evaluated. After inter- 
viewing various providers and reviewing a sample of 
records, it became clear that there was no explicitly 
stated and uniformly agreed upon standard of care, al- 
though it was obvious that there was a variety of implicit 
and individualized standards, which differed from indi- 
vidual to individual and agency to agency. 

Therefore, explicitly stated standards, goals, and ob- 
jectives were established by us. We chose standards that 
we felt were minimal requirements for any care system 
regardless of the methods used. Not only was it believed 
that the standards were minimum system requirements, 
but they were also minimum requirements for the written 
record. Although the study is interested in the allocations 
of funds and personnel made by various agencies to the 
problem of alcoholism, the major thrust is chart review 
against the stated standards. It should again be empha- 
sized that the purpose of the study is to examine the func- 
tioning of the systems of care and not to make a judg- 
ment on the method used, since in Alaska many methods 
are employed, among them Alcoholics Anonymous, di- 
sulfiram, group therapy, hospitalization, drying out cen- 
ters, and others. 
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SYSTEM REQUIREMENTS AND STAGING 


The first requirement is that if alcohol is mentioned by 
the record keeper at all, it must be clear whether alcohol 
is a problem for the client or patient. For example, if 
someone is seen in an emergency ward following an auto 
accident and alcohol is detected, a statement relating or 
disclaiming a connection between the two events is re- 
quired. 

The second requirement is that if alcohol is viewed as a 
problem, there must be enough information in the chart 
that any reviewer could make an assessment of the sever- 
ity of the alcohol problem. The third requirement is that 
the chart keeper make some attempt to evaluate the se- 
verity of the problem and reflect this in his or her notes. 

Following assessment, a plan should be developed, fol- 
low-up should occur, and a periodic reassessment of se- 
verity should be made. These and alternative plans in the 
face of stated failure and evaluation of other alcohol-re- 
lated problems are the final system requirements. 

An evaluation of the severity of the alcoholism prob- 
lem mentioned in two of the requirements is necessary for 
many reasons. Treatment planning for an individual 
patient should somehow be related to the degree of dis- 
tress. Similarly, program planning for an agency should 
take into account what types of problems are being seen. 
Measurement of the successes or failures of a treatment 
with a patient needs to be related to the status of the 
patient when treatment is undertaken. Too often, espe- 
cially in the treatment of alcoholism, those programs 
which do attempt to evaluate outcome measure only the 
extremes, i.e., alcoholism and total abstinence. This pro- 
cedure can be unfair to the patient, the program, and the 
methods employed, since smaller changes are not re- 
corded. 

In order to refine the unit of measurement from all or 
nothing to smaller intervals of severity, we have at- 
tempted to stage this disorder along a continuum. At one 
end of the continuum is the healthy individual and at 
the other end is a person whose death is secondary to 
alcoholism. The intermediate stages are drawn in large 
measure from the American Psychiatric Association’s 
standard diagnostic nomenclature (1). 

The concept of staging in alcoholism is not new (2). 
The use of the standard diagnostic nomenclature as 
stages of disease in program analysis does offer certain 
advantages. First of all, many of the requirements for the 
system are behaviorally observable events or information 
that is historically available without the use of highly 
trained personnel. The terms are accepted by the medical 
community and are used, although in a different fashion, 
by many who are already involved in the care of alcoholic 
patients. (The stages and assessment requirements are 
shown in appendix |.) The staging standards take into 
consideration the physical, economic, and social status of 
the individual. Movement from one stage to another in 
some cases reflects a change in physical status and in oth- 
ers a change in social or economic status. Change from 
one stage to another can occur in either direction. When, 
however, there is movement upward from stage V, physi- 
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cal requirements change somewhat since by definition 
certain permanent damage will remain. All of the other 
reversible physical qualifications, however, still apply. 

As mentioned earlier, staging as recommended here of- 
fers the possibility of evaluating the thrust of a program. 
The concepts of primary prevention (preventing manifest 
disease), secondary prevention (early detection and treat- 
ment), and tertiary prevention (prevention of progres- 
sion) are generally accepted, one or another of these 
being either the explicit or implicit goals of various pro- 
grams. However, unless the patients involved in the pro- 
gram are evaluated and staged, it is impossible to deter- 
mine the actual thrust of the program. The stages 
presented in appendix | are logically related to each of 
these levels of prevention and if applied routinely to each 
new client would allow evaluation of program direction. 
If a program concentrated on stage I individuals, particu- 
larly those at high risk, then the direction of that pro- 
pram is primary prevention. If the focus is stages H-IH, 
then secondary prevention is the program direction. 
Stages IV-V are related to late secondary and tertiary 
prevention. 


METHOD 


The study being conducted analyzes each agency con- 
tacted in two ways. First, a general review of the agency’s 
function is obtained by an interview and budget review. 
The second step is chart review. It is this process that will 
be described in detail. 

The system requirements previously described have 
been translated into an instrument for reviewing clients’ 
charts (see appendix 2). The review instrument is con- 
structed as a flow sheet in a logical sequence. Charts were 
selected randomly at each agency surveyed; the audit 
ended when 25 charts were found in which some system 
response was indicated (this required a “yes” response at 
step two in appendix 2). 

For the purpose of the study a one-year period was 
chosen (July 1, 1971, to June 30, 1972). The focus of the 
study is an index visit occurring during the one-year pe- 
riod. The index visit around which the audit occurs is de- 
fined as follows: the index visit in the first chart reviewed 
will be the first visit after July 1, 1971, in which alcohol is 
mentioned; the index visit in the second chart reviewed 
will be the first visit after January 1, 1972, in which alco- 
hol is mentioned. Alternation between these two dates 
will occur until 25 charts have been reviewed. This alter- 
nation of the index is done in order to control for sea- 
sonal variations in requests for service for alcoholism. 

An index visit rather than total chart review is used so 
that only currently active cases reflecting current prac- 
tices are studied. Other standards of care are also of in- 
terest and can be measured only if the review is made in 
relation to a point in time. These additional standards are 
time requirements for the performance of the basic 
standards and can be seen in steps 2-5 in appendix 2. Ina 
sense, the time requirements allow the provider signifi- 
cant latitude in satisfying the basic system requirements. 
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In step 2, six months are allowed for recognition of the 
problem; the therapist is therefore not faulted if a state- 
ment is left out of the note at the index visit. In step 3, a 
span of seven months to gather information about sever- 
ity is allowed, from six months before to one month fol- 
lowing the index. Step 4 allows a similar time period for 
the therapist to make a statement assessing severity. Sim- 
ilarly, step 5 allows seven months for the therapist to 
make a statement about other alcohol-related problems. 
In addition to reviewing the systems requirements 
(standards of care), the chart review is also attempting to 
gather some information on the types of treatment in use 
and the severity of the problems seen in each treatment.! 


RESULTS 


In the first four months of the study, a total of 40 serv- 
ice programs were studied. For this report only a sample 
of the types of data we obtained will be discussed. 

Originally, a great amount of resistance was antici- 
pated. Perhaps one of the biggest surprises was the enthu- 
siastic welcome that was given at times to the study. One 
large institution in Anchorage saw the protocol and in- 
vited the investigator to speak with the entire staff. After 
this session, the staff decided to adopt the staging format 
as a standard part of the evaluation of alcoholic patients, 
both initially and as a method of measuring change. 

Although many programs have been and will be re- 
viewed, one example will be presented at this point. One 
agency we reviewed is organized to plan and implement 
alcoholism programs offering both direct treatment and 
community education. It is organized by a native group 
and provides individual, group, and family counseling to 
its clients. The program accepts for treatment alcoholics 
at any stage of the disease. 

The chart review was conducted with a random sample 
of charts. Twenty-six charts were seen in order to find 25 
charts in which a drinking problem was recognized. In 
only seven charts was enough information found to allow 
the investigator to stage the illness. In three charts there 
was evidence that the counselor had attempted to assess 
the severity of the illness. In only five instances was there 
an attempt made to evaluate alcohol-related problems. 

A treatment plan was outlined, however, for 22 of the 
patients. In the case of only eight, however, was there 
documentation that any follow-up had occurred and in 
only six that an attempt to evaluate the treatment had 
been made. 

The charts indicated that this agency had selected a va- 
riety of treatment methods for the patients. Individual 
and group counseling were most frequently chosen meth- 
ods. Other methods used included disulfiram, detoxi- 
fication, Alcoholics Anonymous, halfway houses, and a 
variety of social, educational, and vocational services in 


1 A form used for gathering this information may be obtained from the 
authors. 


the community. (More than one treatment was used with 
some patients.) 


DISCUSSION 


The results of the chart audit indicate that patients 
were assigned to treatment methods without a thorough 
evaluation of their problems and without a recorded as- 
sessment of severity and were allowed to progress with- 
out follow-up or reassessment. In fairness, it must be said 
that given the variety of treatments employed, this 
agency might well have given some thought to the selec- 
tion of patients for various treatments since it does not 
seem as if a purely random distribution was present. 

The records of this agency are not unique. Other 
agencies currently being investigated show similar and, in 
some cases, more discouraging results. Choices of treat- 
ment continue to be made with little evidence for the rea- 
soning involved in the selection. Weed (3) has described 
the need for clear, organized, and accurate records. In 
mental health in general and alccholism specifically, this 
need cannot be overemphasized. A number of treatments, 
none universally effective, are employed in the treatment 
of alcoholism (4). A comparison of the effectiveness of 
these treatments is fruitless unless we can be sure that the 
delivery systems are at least following the same stan- 
dards. 

In addition, we cannot compare outcomes unless sim- 
ilar patients are compared. The diagnosis of alcoholism is 
difficult; only recently have attempts been made to clas- 
sify this process (5). However, we have proposed the use 
of a yardstick of severity (staging) so that once diag- 
nosed, comparable patients undergoing various treat- 
ments can be compared. Staging will also allow measure- 
ments to be made of patient change using finer criteria 
than the traditional ‘drinking versus dry” dichotomy. 

If the system requirements we have outlined can be ac- 
cepted by agencies as standards of care, and if staging is 
used both as a change-measuring instrument and a way 
of comparing diagnosed alcoholics and treatment meth- 
ods, perhaps we will be in a position to meaningfully 
compare treatment methods and choose the right 
patients for the proper treatment. Future efforts will be 
directed toward these ends. 
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APPENDIX | 


Stages of Alcoholism 


I Well individual Use of alcohol has not damaged 
physical, social, or economic func- 


tion 


II Episodic excessive A. 
drinker 


Frequency of drinking: apparent 
intoxication, equal to or less 
than 12 times per year 

B. Physical health: 

1. no evidence of addiction 

2. damage secondarily related 
to alcohol (trauma, accident, 
etc.) 

3.. damage primarily related to 
alcohol but reversible, such 
as chemical evidence of liver 
disease without anatomical 
damage or other transient 
nutritional deficiencies that 
reverse with cessation of 
drinking and proper treat- 
ment 

C. Interpersonal and social rela- 
tionships are interfered with, but 


not permanently destroyed 
(quarrels with wife, friends, 
etc.) 


D. Economic function: a threat to 
economic and earning ability ex- 
ists (i.e. patient has been ad- 
vised of or fears employer’s con- 
cern over function because of 
alcohol abuse) 


III Habitual exces- A. 
sive drinker 


Frequency of drinking: apparent 
intoxication equal to or greater 
than 13 times per year 

B. Damage to physical health same 


as stage II 

C. Interpersonal and social rela- 
tionships: 
l. normal relationships show 


lasting damage, such as loss 
of long-time friends, separa- 
tion, divorce, etc. 

2. social relationships necessar- 
ily related to the use of alco- 
hol 

3. social relationships primarily 
with other heavy users of al- 
cohol 

D. Damage to economic function: 

l. loss of job because of alcohol 
abuse 

2. person can be employed—at 
least temporarily— only in a 
special setting (sheltered 
workshop employment with 
employer specifically inter- 
ested in alcoholism rehabili- 
tation, etc.) 
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IV Alcohol addiction A. 


V Alcohol addiction 
—physical 


214 


—-physical 
changes 


lems 


prob- 
irreversible 


” > U N 


Frequency of drinking: patient’s 

inability to go one day without 

drinking is presumptive evi- 

dence 

Physical health: same problems 

as in stage HH, but, in addition, 

there is documentary history of 

withdrawal: 

l. delirium tremens 

2. hallucinosis 

3. “shakes,” “sweats,” seizures, 
etc. 

Interpersonal and social: same as 

stage HII 

Economic: same as stage III 


Frequency of drinking: same as 
stage IV 
Physical health: same as in stage 
IV but, in addition, evidence of 
permanent damage directly re- 
lated to alcohol abuse: 
l. liver or other gastrointestinal 
damage 
2. neurological damage 
a. central 
b. peripheral 
Interpersonal and social: same 
as stage II] 
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D. Economic: same as stage II] 


VI Death 


APPENDIX 2 


Chart Review Procedure 


L 


2: 


00 ~u ON 


Was there any evidence of a drinking problem in fiscal year 
1972? 

Was there recognition of the drinking problem at the time of 
the index visit or within the previous six months? 


. Was there enough information gathered to assess the sever- 


ity of the problem from one month before to six months af- 
ter the index visit? 


. On the patient’s chart, is there an assessment of the severity 


of his or her problems from one month before to six months 
after the index visit? 


. Was there an evaluation and review of the patient’s alcohol- 


related problems from one month before to six months after 
the index visit? 


. Was there a plan for the patient? 
. Was there any evidence of a follow-up? 
. Was there any evidence of an evaluation of the treatment 


plan? 


. Was an alternative treatment plan developed for those with 


negative initial results? 
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Staff Attitudes and Conflict Regarding the Use of Methadonein the 


Treatment of Heroin Addiction 


BY BARRY S. BROWN, PH.D., DONALD R. JANSEN, M.A., AND URBANE F. BASS III 


Realizing that attitudes toward drug use held by staff 
members of methadone maintenance clinics have a 
strong influence on the treatmeni given, the authors sam- 
pled the opinions of ex-addict counselors maintained with 
methadone, ex-addict counselors who were abstinent, 
nonaddict counselors, and administrative and super- 
visory staff. The staff uniformly viewed methadone main- 
tenance as preferable to the use of heroin but as signifi- 
cantly less desirable than the person's functioning 
without drugs. The implications of these attitudes for 
treatment are discussed. 


THE OPIATE METHADONE continues to play a large, if con- 
troversial, role in the treatment of heroin addiction. In 
large part that controversy has involved not the effec- 
tiveness but the ethics of using methadone in a main- 
tenance regimen as part of the treatment process. Thus, 
depending on the segment of the treatment community he 
approaches, the observer may find methadone main- 
tenance programs described as anything from a near pan- 
acea to a genocidal effort aimed primarily at the black 
population. 

The accuracy of such charges apart, the frequency with 
which they are leveled and the vehemence with which 
they are felt would themselves appear significant. Both 
the treatment staffs and the clients of methadone main- 
tenance programs find themselves in a situation in which 
an important part of the treatment available to them is 
both lauded and condemned by significant people in their 
environment. Moreover, findings from other areas of 
mental health suggest that staff and client attitudes can 
make a substantial impact on treatment outcome (1-3). 

In that context, staff and client attitudes toward meth- 
adone maintenance become particularly important. An 
initial study in this area (4) demonstrated that abstinent 
clients, methadone clients, and total staff at one multi- 
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modality clinic all saw the maintenance clients as func- 
tioning significantly less effectively than the abstinent 
clients although more effectively than heroin users. Left 
unresolved is the extent to which staff populations repre- 
senting different backgrounds and levels of responsibility 
within a treatment agency may be in disagreement about 
the use of methadone and the significance that dis- 
agreement may hold for treatment effectiveness. The is- 
sue to be explored then concerns the use of a con- 
troversial treatment form and the impact of that 
controversy on the attitudes of different groups within the 
treatment staff community. 


METHOD 


Subjects 


Samples were drawn from four staff populations as- 
sociated with five facilities of the D.C. Narcotics Treat- 
ment Administration (NTA), a large, multimodality ad- 
diction treatment organization servicing the Washington 
community. The samples drawn were as follows: 1) ad- 
ministrators and supervisors (N =25); 2) ex-addict coun- 
selors being maintained on methadone (N =21); 3) ex-ad- 
dict counselors who were abstinent (N = 22); and 4) 
nonaddict counselors (N = 20). 

Each of these samples represented the full complement 
of employees in those categories available for testing at 
the facilities involved during the time the study was con- 
ducted. No effort was made to control for demographic 
variables since the study was designed to assess the atti- 
tudes of populations as they existed in fact in the treat- 
ment facilities. Thus, the administrators had a mean age 
of 36.2 years and a mean education of 16.9 years, whereas 
nonaddict counselors had a mean age of 31.3 years and 
13.6 years of education, ex-addict counselors receiving 
methadone a mean age of 30.2 years and 12.2 years of 
schooling, and abstinent ex-addict counselors a mean age 
of 35.4 years and 12.3 years of schooling. All persons 
sampled had been employed by NTA for a minimum of 
one month and-were assumed to be sufficiently knowl- 
edgeable about the program and the available treatment 
methods to give an informed opinion. In fact, length of 
employment varied from 6.2 to 9.5 months among the 
groups. 


Procedure 


The Adjective Check List (5), a self-administered in- 
ventory of 300 adjectives, was selected for use with all 
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TABLE | 


Administrators’ Conceptions of Heroin-Using, Methadone-Using, and Abstinent Addict Clients 


SR eC EANA a m a u a EEEE a EAA AAA ASAA aiaia a PHRF OMAGINGAVSAAEASLA aaaea e 


Mean Ratings 


Significance of Comparisons 





Heroin Versus Heroin Versus Methadone Versus 
Item Heroin Users Methadone Users Abstinent Methadone No Drugs No Drugs 
Achievement 35.92 47.08 53.88 O01 „0I O01 
Dominance 37.00 46.36 54.36 .01 .01 0] 
Endurance 33.00 48.60 51.24 Ol 1 n.s. 
Order 31.52 44.76 46.68 0l OL n.s. 
Intraception 25.88 37.12 38.64 .01 01 n.s. 
Nurturance 25.88 39.32 40.16 .01 „0l n.s. 
Affiliation 27.60 38.12 38.28 01 01 n.s. 
Heterosexuality 33.36 39.24 40.60 .05 01 n.s. 
Exhibitionism 54.28 51.28 54.04 n.s. i.s. n.s. 
Autonomy 58.72 47.64 53.04 01 05 0} 
Aggression 68.32 56.88 60.68 OI 0} n.s. 
Change 41.88 42.72 44.24 n.s. n.s. n.s. 
Succorance 64.48 55.76 46.76 Gi 01 0] 
Abasement 52.68 $0.80 44.00 n.s. „Qi „Qi 
Deference 40.80 49.16 44.68 .0! n.s. .05 


subjects. The Adjective Check List yields scores in terms 
of 15 separate personality traits. A series of three Adjec- 
tive Check List questionnaires was administered to each 
subject, requiring him to select those adjectives that best 
described: 1) “an addict in the community who is func- 
tioning on heroin,” 2) “tan addict in the community who 
is functioning on methadone maintenance,” and 3) “an 
addict in the community who is functioning free of all 
drugs.” 

The three questionnaires were administered in random 
order to the subjects. In some instances subjects took all 
questionnaires in one sitting; in other instances the test- 
ing required two or more sittings. In all instances subjects 
were assured that their ratings would be kept confidential 


TABLE 2 


and presented only in terms cf a group’s ratings. 


RESULTS 


The findings for the four staff groups were analyzed by 
means of profile analysis of variance tests for repeated 
measures. Comparisons were made in terms of intra- 
group and intergroup differences for the three addict con- 
ditions. 

As shown in tables 1-4, intragroup differences were 
significant for each of the four staff samples, i.e., each of 
the groups characterized addicts taking heroin differently 
than they characterized addicts receiving methadone, and 


Nonaddict Counselors’ Conceptions of Heroin- Using, Methadone- Using, and Abstinent Addict Clients 


Mean Ratings 


Significance of Comparisons 


Heroin Versus Heroin Versus Methadone Versus 


Item Heroin Users Methadone Users Abstinent Methadone No Drugs No Drugs 
Achievement 36.35 45.45 51.95 O! 01 01 
Dominance 39.40 44,20 52.70 n.s. Qi OI 
Endurance 33.00 45.80 52.10 01 1 05 
Order 31.35 43.30 49.95 01 Ol 05 
Intraception 26.80 38.05 41.45 Ol OL n.s. 
Nurturance 23.90 38.20 40.25 0} Ol n.s. 
Affiliation 28.55 37.65 39.75 .01 Ol n.s. 
Heterosexuality 31.95 39.50 42.05 .05 Ol n.s. 
Exhibitionism 55.65 52.45 54.70 n.s. ns. n.s. 
Autonomy 60.85 47.20 51.05 .01 01 n.s. 
Aggression 68.60 56.80 56.70 .01 .01 n.s. 
Change 40.55 41.15 43.85 n.s. n.s. n.s. 
Succorance 62.15 57.80 46.50 n.s. „01 0l 
Abasement 50.10 53.00 45.05 n.s. n.s. 01 
Deference 38.35 50.95 44.50 01 n.s. .05 
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Methadone Maintained Ex-Addict Counselers’ Conceptions of Heroin-Using, Methadone- Using, and Abstinent Addict Clients 


vo eee AAAA aaa aadatan AAAA Aii a A AAAA aaa eels 


Mean Ratings 


Significance of Comparisons 


i Heroin Versus Heroin Versus Methadone Versus 
Item Heroin Users Methadone Users Abstinent Methadone No Drugs No Drugs 
TE aer S aaa E a a a a a a eee 
Achievement 36.19 50.23 56.04 Ol 01 01 
Dominance 39.38 49.90 55.57 .01 01 .01 
Endurance 32.90 50.71 54.14 .0] .01 n.s. 
Order 31.19 48.23 51.52 01 01 05 
Intraception 23.80 42.09 47.09 „0l OI ns. 
Nurturance 19.80 44.09 44.14 01 01 nS. 
Affiliation 26.57 42.95 42.90 Ol OL n.s. 
Heterosexuality 30.76 45.19 43.80 01 .01 n.s. 
Exhibitionism 56.23 52.80 54.57 n.s. n.s. n.s. 
Autonomy 62.52 47.57 50.71 .01 „01 n.s. 
Aggression 73.19 53.7] 55.19 01 0l n.s. 
Change 43.52 41.04 43.47 n.s. n.s. n.s. 
Succorance 62.38 52.23 43.61 at 01 0} 
Abasement 48.38 49.23 45.04 n.s. n.s. .05 
Deference 37.42 51.57 46.76 .01 „Qi .05 





addicts who took no drugs differently than they charac- 
terized addicts on either drug. Within each sample the re- 
sults of overall comparisons across the three addict con- 
ditions were as follows: for administrators and 
supervisors F= 19.89, p < .01; for ex-addict counselors 
on methadone F =31.71, p < .01; for ex-addict counselors 
who were abstinent F = 19.47, p < Ol; and for nonaddict 
counselors F = 11.24, p < .01. Intergroup differences were 
insignificant for each of the three conditions under study. 
Thus, the groups were in substantial agreement about the 
differences they saw between addicts functioning under 
each of the conditions studied. 


All four groups characterized those addicts who had 
become abstinent or who were being maintained on 


TABLE 4 


methadone as functioning significantly more effectively 
and in a more pro-social manner than the heroin users. 
Thus, those addicts turning either to abstinence or to 
methadone were seen as evidencing a greater degree of 
self-control and a greater awareness of self and concern 
for others and as being more responsible and con- 
scientious in their strivings. By comparison, heroin users 
were described as needing support while being outwardly 
aggressive and free of constraints. 

Significant differences were also felt to exist between 
addicts functioning with methadone and addicts func- 
tioning free of all drugs. Addicts free of all drugs were 
similarly seen as functioning more effectively than their 
methadone-taking peers. Thus, addicts who had become 


Abstinent Ex-Addict Counselors’ Conceptions of Heroin-Using, Methadone-Using, and Abstinent Addict Clients 


Mean Ratings 


Item Heroin Users Methadone Users Abstine 
Achievement 36.95 47.50 52.77 
Dominance 41.13 49.77 54.27 
Endurance 36.04 47.13 54.13 
Order 34.09 46.77 51.04 
Intraception 27.68 38.18 45.77 
Nurturance 24.54 40.59 45.27 
Affiliation 30.18 39.13 43.13 
Heterosexuality 31.09 43.09 44.13 
Exhibitionism 55.68 54.00 52.63 
Autonomy 61.59 49.90 48.09 
Aggression 68.59 58.31 $2.63 
Change 39.63 42.77 41.86 
Succorance 57.59 52.36 44.81 
Abasement 45.18 47.54 44.59 
Deference 37.81 47.63 47.95 


Significance of Comparisons 


Heroin Versus Heroin Versus Methadone Versus 


nt Methadone No Drugs No Drugs 
01 01 01 
01 01 05 
01 01 01 
QI 01 05 
01 O1 01 
01 01 05 
01 01 05 
01 Ol n.s 
n.s n.s. n.s 
01 01 n.s 
01 01 Q! 
n.s n.s. n.s 
05 Q! 0l 
n.s n.s. n.s 
01 .O! n.s 
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abstinent were categorized as forceful, striving persons 
with a capacity for self-understanding not seen as exten- 
sively in methadone clients. Methadone patients were 
seen as comparatively submissive and self-effacing in 
their relations with others. Indeed, formerly addicted 
counselors who were functioning free of all drugs also 
saw addicts who had become abstinent as significantly 
more capable of relating effectively to others, while 
methadone patients were seen as comparatively an- 
tisocial in their relationships. 

Since there were no differences between staff groups in 
their ratings of “an addict in the community who is func- 
tioning on methadone maintenance,” the four groups 
were combined to explore for relationships between the 
number of favorable and unfavorable adjectives checked 
and the staff members’ ages, education, and length of em- 
ployment with NTA. No significant relationships were 
found between favorable and unfavorable ratings of 
maintenance clients and staff member characteristics. 


DISCUSSION 


While much has been made of the controversy over 
methadone maintenance in the treatment of heroin addic- 
tion, there is little evidence of conflict within differing 
treatment staffs associated with a large, urban multi- 
modality treatment program. It would appear that staff 
members, whatever their backgrounds, either enter the 
treatment program with similar attitudes or achieve an 
accommodation with each other as a consequence of 
their daily interaction. However, this certainly does not 
mean that treatment staffs regard methadone main- 
tenance in a wholly positive manner. While methadone 
maintenance is viewed as clearly preferable to the use of 
heroin, it is seen as significantly less desirable than func- 
tioning with no use of drugs. . 

Because this attitude was felt so strongly and so uni- 
formly by all treatment staff, it seems likely that it would 
also find at least some expression in the staffs behavior 
toward clients. In this program, as in most maintenance 
programs, it is the counselor’s responsibility to meet with 
each of his clients whenever the client presents himself at 
the clinic to receive a service. The counselor provides di- 
rection and guidance for the client’s future behavior. In 
much the same way, the administrator provides the coun- 
selor with direction for his work with the clients. With 
both counselors and administrators agreed in their views 
of methadone, the client may find himself under some 
pressure to conform to staff views, however indirectly or 
unintentionally those are expressed. ~ 

Essentially, staff attitudes appear to reflect a basic am- 
bivalence regarding methadone. Methadone is of positive 
value in that it helps clients become independent of the 
drug heroin, but long-term maintenance on methadone is 
not a desired end-state. Rather, it is seen as suggesting a 
certain lack of personal integrity on the part of these 
clients as compared with clients who have become absti- 
nent. It is as if “treatment” or “cure” is incomplete until 
the client is completely drug free. 
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For methadone clients this is likely to support, if not 
create, abstinence as a treatment goal. Obviously, this 
can have both positive and negative features. The goal of 
abstinence would seem appropriately tied to a larger 
client goal of independent functioning. Almost certainly, 
addict-clients should set as their long-term objective a re- 
integration into the community whereby they no longer 
need the support either of other people or of drugs. 

A danger associated with the goal of abstinence is that 
of creating a treatment climate in which the client is 
made to feel that he should attempt to achieve abstinence 
too early in the treatment process. Thus, it can be argued 
that addiction treatment is likely to be a relatively 
lengthy process involving an effort to change people’s life 
styles. In this line of reasoning, a methadone main- 
tenance program would permit—indeed would make nec- 
essary—a close and continuing relationship between the 
client and treatment center, thereby lending the client 
both continuing support and the opportunity for contin- 
uing guidance. For the many clients who will have few 
meaningful pro-social aids available to them in the com- 
munity, this additional support may be essential to their 
success in altering significantly their means of adjusting 
to the community. If those persons with responsibility for 
providing direction in the treatment setting appear to fa- 
vor the abstinent client or to discourage long-term use of 
methadone, the methadone client may feel it necessary to 
leave treatment before he has derived full benefit from 
the treatment available, i.e., before there has occurred 
substantial change in his life style. 

One means of dealing with this situation would involve 
a setting of guidelines for use by clients and counselors 
through which they could gauge a suitable time for clients 
to begin to withdraw from methadone. The use of such 
guidelines would allow the decision to become relatively 
free of counselor or client bias regarding methadone. The 
guidelines themselves would relate to the client’s adopt- 
ing specific behaviors that could be taken to show a 
meaningful change in patterns of community adaptation. 
Such change might be seen in such client gains as em- 
ployment or self-support through the use of legitimately 
obtained funds, through the achievement of social and 
residential stability in the community, etc., all continued 
for some agreed-upon minimum period of time. Using a 
specific set of criteria to judge whether or not the client is 
ready for detoxification would also permit both client and 
counselor to focus on the real work of counseling—that 
of enabling the client to perform in a more adaptive fash- 
ion——rather than having to engage in continuing dis- 
cussion regarding the client's readiness or unreadiness to 
detoxify from methadone. 

It must be acknowledged that the use of any such 
guidelines involves the risk that the client will come to 
feel that he should detoxify rather than simply that he 
can detoxify. It seems inevitable that the mere presence 
of guidelines will be taken by clients as a suggestion from 
the treatment staff with authority over him that detoxifi- 
cation at a specified point in treatment is desirable, if not 
expected. Nonetheless, at the very least, the use of guide- 
lines will assure both client and counselor that the client 


will have reached a point in treatment where it ts pro- 
grammatically wise for detoxification to occur. 
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Involuntary Hospitalization: What For and How Long? 


BY JAMES SPENSLEY, M.D., JAMES T. BARTER, M.D., PAUL H. WERME, M.S., 


AND DONALD G. LANGSLEY, M.D. 


In spite of much criticism of the practice of involuntary 
hospitalization for mental illness, specific data on the 
practice are lacking. This study examined the data on all 
involuntarily hospitalized patients {N = 226) discharged 
from Sacramento Medical Center in 1971. The results 
showed that the median length of involuntary stay was 
short (three days}, the majority of patients accepted a 
recommendation for voluntary outpatient treatment, and 
lengthy involuntary treatment was rarely needed. In Cali- 
fornia the civil rights of such patients are protected by a 
system of periodic review of each case by the courts. 


THE USE OF INVOLUNTARY COMMITMENT or hospital- 
ization in the treatment of mental illness is an issue that 
in recent years has become increasingly controversial. 
Many authors have pointed out the total lack of basic 
civil liberties that are available to the person who is in- 
voluntarily committed. Szasz (1) in fact called this prac- 
tice “social control” and “slavery.” Strong language 
abounds, but few basic data are available to enable one to 
judge realistically whether involuntary hospitalization 
has a place in the treatment of emotional disorders. If in 
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fact it has such a place, one needs to define the limits for 
involuntary treatment and the rationale for these limits. 

In 1967 the California State Legislature addressed it- 
self to the problem of the involuntary treatment of men- 
tally disordered persons for indefinite periods of time and 
passed legislation known as the Lanterman-Petris-Short 
Act (2). This act, which became effective on July 1, 1969, 
provided for graduated periods of involuntary evaluation 
and treatment. For the longer periods of commitment the 
degree of scrutiny by the courts increases and the justifi- 
cation required of mental health professionals becomes 
more intense. 

In brief, the act provides for an initial 72-hour eval- 
uation and treatment period initiated by a police officer, 
authorized mental health professional, or court order. 
The justification for this involuntary evaluation and 
treatment must be based on a judgment that the person 
involved is dangerous to himself, dangerous to others, or 
gravely disabled. Danger to self or others is interpreted 
somewhat broadly; it does not refer simply to suicidal or 
homicidal threats. An additional period of 14 days may 
be requested for intensive treatment. When requesting 
this additional period for treatment, the mental! health 
professional and the court are required by law to inform 
the mentally disordered person of his right to legal coun- 
sel and to assist him in obtaining such counsel if he 
wishes to enter a writ of habeas corpus on his behalf. The 
courts appoint a member of their staff to personally dis- 
cuss this issue with each person for whom a 14-day hold 
is requested. 

A further type of involuntary treatment permitted un- 
der this statute is a conservatorship. Conservatorships 
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are recommended for patients who are gravely disabled 
as a result of mental illness and who are unable to pro- 
vide for such basic necessities as food, clothing, and shel- 
ter. In essence, a guardian is appointed by the court to 
look after the welfare of the patient. Each request for a 
conservatorship is heard in court, and the patient is al- 
ways represented by legal counsel of his own choice or by 
a court-appointed attorney. Conservatorships are 
granted for a period of one year, but each patient may en- 
ter a writ of habeas corpus to request a court hearing af- 
ter six months. Conservatorships may be renewed for ad- 
ditional yearly periods if this seems justified. Each 
renewal must be heard in court and the patient must be 
represented by counsel. 

Other periods of intensive treatment may be requested 
but, in our experience, these have rarely been used and 
are not discussed in this paper. 

The Sacramento County Mental Health Service is 
closely affiliated with and under the general direction of 
the Division of Mental Health of the University of Cali- 
fornia School of Medicine at Davis. It provides a com- 
munity mental health service for three-fifths of the ap- 
proximately 650,000 residents of Sacramento County. 
The program is strongly oriented toward crisis inter- 
vention and outpatient treatment. The Sacramento Med- 
ical Center has a 37-bed psychiatric inpatient ward that 
receives the majority of the involuntary admissions in the 
county. 


METHOD 


The present study was based on an analysis of the data 
compiled on all involuntarily hospitalized patients who 
were discharged from the Sacramento Medical Center 
during 1971. In that calendar year there was a total of 
1,357 discharges from the inpatient service. Of these, 255 
discharges (19 percent) were authorized for patients who 
had been admitted on an involuntary basis. After adjust- 
ments were made for readmissions during the time period 
being studied, the final sample consisted of 226 patients. 

The records for these 226 patients were reviewed by the 
first author (J.S.) with a view toward ascertaining: 1) 
the demographic characteristics of these patients, 2) the 
ostensible reasons for the involuntary admission, 3) the 
length of time the patients were continued on an in- 
voluntary status, and 4) what happened to these patients 
during hospitalization and following discharge. It was 
hoped that this information might help clarify to what ex- 
tent involuntary hospitalization is needed and under what 
circumstances it is indicated. 

As we have stated, involuntary admission under the 
guidelines of the Lanterman-Petris-Short Act is limited 
to three situations: the patient must be considered a dan- 
ger to himself, a danger to others, or gravely disabled. 
These categories are broadly defined, and an analysis of 
our data confirmed that a broad interpretation was used 
when patients were admitted involuntarily. In compiling 
our data, we closely examined the clinical state of the 
patient at the time of admission in relationship to these 
categories. 


220 Am J Psychiatry 131:2, February 1974 


RESULTS 


Demographic Data 


Of the 226 patients studied, approximately 35 percent 
resided in the geographic area that encompasses the core 
city of Sacramento. The majority of patients (58 percent) 
were men. The average age at admission was 35 years, 
and 63 percent of the patients were under the age of 41. 
The age range for the sample was 15 to 76 years. 

The racial distribution of these patients was as follows: 
80 percent were Caucasian, 13 percent Afro-American, 
four percent Mexican-American, two percent Oriental, 
and one percent were distributed among other racial 
groups. It is interesting to note that, when compared with 
their representation in the general county population, 
Afro-Americans were considerably overrepresented (13 
percent) in this sample, and Mexican-Americans were 
underrepresented (four percent). Afro-Americans com- 
prise six percent and Mexican-Americans comprise nine 
percent of the total Sacramento County population. 

Thirty-three percent of the patients were married at 
the time of their involuntary admission and 38 percent 
had never been married. Nine percent were separated, 15 
percent were divorced, and five percent were widowed. 

Most of the patients (63 percent) were referred to the 
Sacramento Medical Center by a law enforcement 
agency. Ten percent were self-referred, 18 percent were 
brought to the center by a friend or relative, and nine per- 
cent were referred by some other agency. 


Clinical Data 


Of the total number of involuntary patients, 47 percent 
(108) were felt to be a primary danger to themselves or 
others, and 52 percent (115) were so psychotically dis- 
organized that they were felt to be either gravely disabled 
or to represent a less direct but real danger to themselves 
or others. Three patients (one percent) were judged to be 
primarily gravely disabled as a result of a chronic brain 
syndrome. Suicidal ideation or a suicide attempt was evi- 
denced by 27 percent of the patients. 

Psychotic disorganization, in our use of the term, re- 
ferred to patients whose behavior was unpredictable as a 
result of deficient reality testing, confusion, motor agita- 
tion, or belligerence. These patients were felt to represent 
an indirect danger to themselves or others. In 16 percent 
of the cases, these psychoses were associated with the use 
of alcohol and in five percent they were associated with 
the use of drugs. 

Danger to self referred to those patients whose behav- 
ior seemed actively or potentially suicidal—i.e., physi- 
cally self-destructive. Examples of such behavior were 
head banging, body mutilation, or emaciation due to a 
failure to eat. Twenty-one percent of these cases were as- 
sociated with alcohol use. 

Danger to others referred to those patients who exhib- 
ited behavior judged to be seriously homicidal or assault- 
ive or, in some cases, patients who exhibited active and 
primitive fantasies of injuring close family members (e.g., 
a mother who fantasized stabbing her children). Twenty- 


TABLE 1 
Primary Diagnoses at the Time of Discharge {N = 226) 


Diagnostic Category* Number Percent 
Schizophrenia 124 55 
Affective disorder 36 16 
Organic brain syndrome 23 10 
Alcohol and drug abuse 16 7 
Personality disorder 11 5 
Situational reaction 1] 5 
Other 5 2 


* Diagnostic categories were formed by grouping DSM- diagnoses. 


` 


two percent of these cases were associated with alcohol: 


use. 

The distribution of primary diagnoses at the time of 
discharge for the total number of patients is presented in 
table 1. More than half (55 percent) of the patients were 
diagnosed as schizophrenic. 


Length of Involuntary Treatment 


At any time after a patient is admitted to the Sacra- 
mento Medical Center, he may request release from his 
involuntary status and agree to voluntary treatment. If, 
in the judgment of his therapist, the patient is capable of 
making this decision, he is permitted to change his status. 
This happened very soon after involuntary admission for 


the great majority of patients (see table 2). (It should be 


noted that for legal purposes a 72-hour hold applies only 
to days during which the court is in session. Weekends 
and holidays sometimes stretch a 72-hour hold to a pe- 
riod of four or five days.) The median length of all hospi- 
talizations was five days, while the median length of in- 
voluntary hospitalization was three days. 

By the end of five days, 178 patients either had agreed 
to voluntary hospitalization or had been discharged. Only 
42 (19 percent) of the 226 patients on a 72-hour hold were 
unwilling or unable to become voluntary patients yet 
were still judged a danger. For these, a 14-day certifica- 
tion for involuntary treatment was obtained. Of these 42, 
22 later accepted voluntary therapy, and many of these 
were still in therapy at the time this paper was written. 
Nineteen patients (eight percent) were granted con- 
servatorships. Three of these patients had concluded their 
period of involuntary conservatorship and were involved 
in voluntary outpatient treatment at the time of this re- 
port. 


Disposition and Follow-Up 


The most important question that concerned us was 
what happened to these 226 patients following discharge. 
Our data revealed that the majority of patients (68 per- 
cent) accepted a recommendation for voluntary treat- 
ment, and many of these were still in treatment at the 
time this paper was written. Only 23 percent of those who 
were originally admitted involuntarily and for whom 
treatment was strongly recommended chose not to follow 
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the recommendation. These 51 patients included 19 
(eight percent) who were judged still dangerous to them- 
selves or others or gravely disabled. For this group, legal 
procedures designed to ensure their continuance in pro- 
longed involuntary therapy were instituted. As our staff 
becomes increasingly comfortable with emphasizing vol- 
untary treatment, we feel that this number may diminish 
even further. No treatment recommendation at all was 
made for 15 patients (six percent). The remaining seven 
patients (three percent) were offered elective treatment 
but declined. 


DISCUSSION 


To what extent, then, is involuntary certification 
needed, and under what circumstances should it be used? 

The psychiatric crisis clinic of the Sacramento Medical 
Center serves as the evaluation center for admissions. 
During 1971, 6,633 people were evaluated, of whom 1,357 
(209 per 100,000 people in the county) were felt to be in 
need of hospitalization. Although one in five patients hos- 
pitalized were hospitalized involuntarily (35 per 100,000 
people in the county), the period of involuntary hospital- 
ization was brief, five days or fewer for 79 percent of 
these patients. This indicates that the need for in- 
voluntary certification may be related to a crisis situation 
and that prompt, effective treatment may bring about an 
early remission of symptoms. Both of these possibilities 
seem credible; their relative importance in a given case 
would depend on the patient’s individual circumstances. 
When the stress of a temporary crisis is reduced, the per- 
son’s ability to accept the need for voluntary treatment 
increases. 

The evidence is increasing that psychotic and depres- 
sive symptoms are associated with altered central ner- 
vous system (CNS) neurochemistry. This altered CNS 
state may well impair a person’s ability to make an in- 
formed judgment about whether or not to accept volun- 
tary treatment. Antipsychotic and antidepressant drugs 
seem to have a beneficial effect on these disordered proc- 


TABLE 2 
Length of Involuntary Hospitalization (N = 226) 


Number of Days 

Hospitalized Number Percent 
l 50 22 
2 34 15 
3 40 18 
4 20 9 
5 34 15 
6 5 2 
7 2 l 
8 5 2 
9 2 l 

10 or more 34 15 
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esses. A brief period of involuntary treatment with these 
medications may enable the psychotic or severely de- 
pressed patient to experience an alteration in his CNS 
functioning and to better evaluate his own need for fur- 
ther (voluntary) treatment. 

It is also our belief that long-term treatment can be 
successful only when a person is a voluntary partner in 
the therapy. That a brief period of involuntary treatment 
can be the prelude to a continuing therapeutic relation- 
ship is supported by our observations that a large per- 
centage (68 percent) of those originally hospitalized in- 
voluntarily soon accepted and remained in voluntary 
outpatient therapy. Many persons involved in an intense 
emotional crisis are later grateful that they were pre- 
vented from rash behavior during the period of stress, 
and this can have a beneficial effect on the establishment 
of a therapeutic relationship. It therefore seems that, in 
spite of the criticisms (3-6) that have been leveled against 
involuntary hospitalization in various parts of the nation, 
certification for a brief period of involuntary treatment is 
sufficiently beneficial to the people involved to warrant its 
continued use. 
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DISCUSSION 


HERBERT SIEGERT, M.D. (Lexington, Mass.)—This is a diffi- 
cult paper for me to criticize, considering my perspective on the 
subject. The author’s formulation of this important issue is well 
presented, his statistics are as substantial as statistics can be, 
and his conclusions are consistent with my own thinking. I must 
either be untrue to myself or play the devil’s advocate, so I shall 
attempt to do the latter. 

The Lanterman-Petris-Short Act is a commendable piece of 
legislation, initiated early in the process of reform recodifica- 
tion of commitment laws. Though much of the medicolegal 
thinking that forms its basis might be claimed by Massachu- 
setts (1, 2), our reform was not effected until four years later. 
Two years later there remains much community reaction to its 
implementation, including reaction from the psychiatric com- 
munity. 

In 1968 Alan Dershowitz of Harvard Law School addressed 
the problem of involuntary commitment and the restraints im- 
posed by the judicial process in an article titled “Psychiatry 
in the Legal Process: A Knife That Cuts Both Ways” (3). Using 
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less subjective terms than those with which Thomas Szasz has 
badgered us for many years, he stated that “the consequence of 
psychiatric involvement in the legal process has confused the 
application of well-articulated, relevant legal criteria and has 
resulted in the needless deprivation of liberty.” This process was 
evident in the Durham decision, in which the medical model was 
invoked to distinguish between responsible and irresponsible 
acts. We psychiatrists have been struggling to cope with this 
awesome charge ever since. The accuracy of our predictions 
about the degree of danger that a patient poses to himself or 
others will always be subject to questions, and rightly so. 

The authors of this paper state that the administration of psy- 
chotropic agents may facilitate more rational thinking proc- 
esses and thus “voluntary” involvement in psychotherapy. But 
does this not beg the question? Many paranoid or fearful 
patients do not submit voluntarily to the administration of 
drugs. We cannot exclude the use of electroshock therapy, a 
treatment sometimes most dramatically successful in dimin- 
ishing the danger of self-injury. I believe that we as psychiatrists 
are not acting in a responsible manner when, in an effort to 
avoid the possible criticism of civil rights advocates, we hesitate 
to impose treatment that we believe to be in the patient’s inter- 
est. 

As I see it, there are several issues that we confront when we 
consider whether to deprive patients of their right to reject 
treatment: first, the patient’s competence to control his im- 
pulses to harm himself or others; second, our own attitudes to- 
ward suicidal behavior and violence toward others; and third, 
the adequacy of alternative services. If there is ambivalence to- 
ward any of these issues and if the institution to which we would 
commit the patient is a first-class treatment facility, we will 
generally resolve the issue in favor of involuntary treatment. 
We must assume the reverse to be true also. 

Leon Ginsberg (4) proposed a drastic solution that is consis- 
tent with those propounded by Szasz: that we eliminate in- 
voluntary commitment and put more of society’s resources into 
community facilities offering primary and secondary pre- 
vention. We can join our colleagues in working for the realiza- 
tion of this ideal. 

I kave been impressed with the concern of the judges before 
whom I have appeared when representing either the patient who 
resists commitment or the facility that has certified that com- 
mitment is essential. These judges have made every effort to fol- 
low the spirit of the law and have been most concerned that the 
patient get proper treatment, whether or not he was committed. 
In my last appearance as consultant for a patient, the hospital 
physician did not appear, indicating that he would rather dis- 
charge the patient than attend the hearing. On the basis of my 
testimony the judge allowed the commitment and charged the 
hospital superintendent with providing proper aftercare when 
the question of discharge came up again. 

We can ally ourselves with the court and take leadership in 
insisting that the quality of care offered to poor minorities is 
commensurate with that made available to more fortunate 
members of the community. In the general hospital psychiatric 
ward where I work—which does not provide for involuntary 


_ commitment—it is a rare patient who will not stay voluntarily 


if he himself as well as his family or friends are involved in 
bringing him for treatment; the staff and other patients are 
encouraged to accept and work with these sometimes very 
challenging patients. 

I egree with the authors that involuntary commitment is oc- 
casianally needed. There is no question that it is needed in the 
case of a person judged incompetent because he is in a stu- 
porous state or is suffering from an acute or chronic brain syn- 
drome. In the case of patients who show a serious likelihood of 


injuring themselves or others, it is hoped that adequate commu- 
nity programs that can locate cases prior to a crisis or that are 
available and functioning when the crisis evolves can prevent all 
but a few of such involuntary commitments. In our local state 
hospital most of the involuntary commitments are made be- 
tween 5 p.m. and 2 a.m.; this is the period of time when our 
community facilities are unable or reluctant to respond. 

In short, I agree with the position of the authors, but I feel 
that they did not address the major issues relating to in- 
voluntary commitment. 
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Comprehensive Training in Forensic Psychiatry 


BY ROBERT L. SADOFF, M.D. 


The University of Pennsylvania’s program of training in 
legal psychiatry is presented as a model of an integrated 
program of training, research, and service. With the es- 
tablishment of similar programs at various university 
centers around the country and with the growth and de- 
velopment of the American Academy of Psychiatry and 
the Law, the subspecialty of forensic or legal psychiatry 
has taken on a broader role and responsibility. The au- 
thor stresses the need for formal training in this sub- 
specialty instead of relying, as in the past, on self-training 
or preceptorships. 


TRADITIONALLY THE FORENSIC PSYCHIATRIST either 
trained himself through experience or learned through a 
preceptorship with an experienced forensic psychiatrist. 
Psychiatrists interested in legal psychiatry worked pri- 
marily in court psychiatric clinics, evaluating defendants 
for competency to stand trial; some have served as con- 
sultants to private attorneys, public defenders, or district 
attorneys in evaluating specific individuals for their com- 
petency and degree of criminal responsibility. The train- 
ing was informal and primarily “on-the-job.” Until re- 
cently, very few psychiatrists took courses in law schools, 
and only a handful have degrees in both law and psychia- 
try. 


The author is Associate Clinical Professor of Psychiatry, University of 
Pennsylvania, Philadelphia, Pa., and Lecturer in Law, Villanova Uni- 
versity School of Law, Villanova, Pa. Address reprint requests to 
Suite 326, Benjamin Fox Pavilion, Jenkintown, Pa. 19046, 


The work described in this paper is supported by Public Health Service 
grant MH-12883 from the National Institute of Mental Health. 


Starting in 1960, formal training programs in forensic 
psychiatry began to develop in several parts of the coun- 
try. Usually supported by the National Institute of Men- 
tal Health, they each trained two to six psychiatrists an- 
nually. The programs were established at Boston 
University, George Washington University, the Men- 
ninger Clinic, Temple University, the University of Cali- 
fornia at Los Angeles, the University of Maryland, the 
University of Pittsburgh, and the University of Southern 
California; several of them, including the ones at Boston 
University, the Menninger Clinic, and the University of 
Maryland, were later discontinued. In many instances 
the NIMH stipend was supplemented by contract money 
from local or state governments, in return for which the 
trainees served in state prisons or in county court psychi- 
atric clinics. 

Because the supplemental funding came from the crim- 
inal justice system, much of the training in forensic psy- 


‘chiatry focused on criminal law and psychiatry rather 


than on civil law. The psychiatrist interested in domestic 
relations problems, torts, testamentary capacity, com- 
mitment procedures, and other areas of civil law gradu- 
ally found his way by conducting private examinations 
and consultations with attorneys; however, there was 
little experience in civil procedures or private consulta- 
tions in the formal training programs. | 

Federal stipends have recently been cut, and formal 
training in forensic psychiatry has diminished consid- 
erably. The posture in Washington appears to be that 
money spent for training one elite forensic psychiatrist 
for one year would be better spent in teaching a number 
of psychiatrists various principles of law and psychiatry 
for use in their regular psychiatric practices. These in- 
clude such areas as making decisions in commitment pro- 
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cedures, functioning as an expert witness, and consulting 
with lawyers and judges. 

Pollack (1), in describing the difference between ‘“‘fo- 
rensic psychiatry” and “psychiatry and law,” said that 
forensic psychiatry is limited to the application of psy- 
chiatry to evaluations for legal purposes, while psychi- 
atry and law is “the broad general field in which psychi- 
atric theories, concepts, principles and practices are ap- 
plied to any and all legal matters.” I believe this distinc- 
tion is significant in training legal psychiatrists. Effective 
training in law and psychiatry must be comprehensive: it 
should include not only civil and criminal procedures but 
also training in private legal evaluations, consulting in 
the public sector, and working with legislators in drafting 
adequate legislation relating to psychiatry. Robitscher 
has referred to this broader field as social-legal psychi- 
atry (2). 

Elsewhere (3-7) I have written extensively on the role 
of the psychiatrist in civil-legal procedures and in crimi- 
nal-legal matters. What I will describe here is a compre- 
hensive training program for the psychiatrist wishing to 
obtain effective training in law and psychiatry. Since it 
has become virtually impossible to establish a new train- 
ing program designed exclusively for the forensic psychi- 
atrist, effective training has to occur at a large university 
medical center that teaches medical students, law stu- 
dents, psychiatric residents (including residents in child 
psychiatry), and fellows in forensic psychiatry. The train- 
ing must also include contributions from sociology, crim- 
inology, and the applied behavioral and correctional sci- 
ences, 

The program I am describing is at the University of 
Pennsylvania. Prior to my arriving there, Dr. Jonas Rob- 
itscher had established a training program in Social-Le- 
gal Uses of Forensic Psychiatry with support from 
NIMH. In that program he had given a course in psychi- 
atry and law, bringing in guest speakers to present vari- 
ous topics to the psychiatric residents. In addition, he ini- 
tiated a course for medical and law students in which a 
series of topics in law and psychiatry was discussed (2). 


NEW COURSES 


Since July 1, 1972, the following courses have been 
added to the program: 

1. A tutorial program for first-year residents in which 
experience is obtained in testifying before master’s hear- 
ings for involuntary civil commitments. The patient is in- 
terviewed and evaluated and presented to a legal psychi- 
atric conference. The resident then testifies (under 
supervision) at the commitment hearing. During the 
three weeks of this rotation, such issues as the right to ef- 
fective treatment, the rights of hospitalized patients, and 
confidentiality and privilege are discussed, with patients 
used as case examples. 

2. A course in family law for trainees in the Division 
of Family Study, which introduces the students to legal 
issues involving family formation, development, and dis- 
ruption. The Unit in Family Law gives courses to train- 
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ees in the Division of Family Study and the Marriage 
Council; these courses encompass such areas as divorce, 
separation, child custody and visitation, sex offenders, 
commitment procedures, confidentiality, privilege, and 
the legal contract of marriage. The training serves as an 
effective means of promoting cooperation and under- 
standing between lawyers and marriage counselors. The 
unit also presents material for continuation courses to 
lawyers who are handling divorce cases and working with 
the parents of disrupted families. 

= 3. Courses at the Child Guidance Clinic of Phila- 
delpaia, which furnishes training to the fellows in child 
psychiatry at the University of Pennsylvania. Field trips 
are made to the Youth Study Center and to the depen- 
dency and juvenile courts; discussions are held with juve- 
nile court judges, juvenile probation officers, and lawyers; 
and experience is obtained in observing and testifying at 
child custody hearings. Research programs have been 
suggested to determine the effectiveness of the psychia- 
trist in preventing emotional problems in disrupted fam- 
ilies and in treating parents of battered children. An over- 
lap in the training of child psychiatry residents and 
trainees at the Marriage Council permits cross-fertiliza- 
tion of experiences. 


OTHER ACTIVITIES 


Also, consultation is provided to the community men- 
tal health center that serves the area around the Univer- 
sity of Pennsylvania on issues of emergency care, legal 
complications, and confidentiality and privilege. 

In addition, provision has been made for training fel- 
lows in forensic psychiatry. Last year Dr. James 
Thrasher, a Commander in the U.S. Navy, was given 
a one-year leave to train in legal psychiatry at the Uni- 
versity of Pennsylvania. He attended seminars and lec- 
tures; took courses in psychology, criminology, and law 
at the university; taught courses to medical and law 
stucents and psychiatric residents; and engaged in re- 
search. No training funds were necessary for Dr. 
Thrasher since his salary was paid by the Navy. It is 
hoped that at least one or two members of the U.S. 
military forces will be able to participate in this program 
each year. Dr. Thrasher is the only psychiatrist in the 
Navy to have special training in law and psychiatry as he 
returns to his regular duties. 

The flexibility afforded by having a fellow in training 
whc has outside sources of funding has proved advanta- 
geous. He is able to attend private conferences and eval- 
uations conducted by the trainers or professors in the 
program as well as attend the courses available to other 
stucents. It is these private evaluations which are usually 
missing from most training programs. 

It was mentioned earlier that two types of programs 
werz available before July 1972-—seminars for psychiat- 
ric residents and a course offered jointly to medical and 
law students. In the seminars, which are held biweekly, 
the emphasis is on the practical rather than the purely ac- 
ademic. Guest speakers have included lawyers, judges, 


wardens, psychologists, psychiatrists, criminologists, so- 
ciologists, and probation and parole officers, as well as 
professors of law, psychiatry, and psychology. The course 
given jointly to the medical and law students also stresses 
a practical approach. The medical and law students come 
to recognize their skills and limitations, rather than 
merely carrying on a discourse in a highly theoretical 
manner. This is particularly important since the training 
of the law student is so different from that of the medical 
student. 

Often residents and students from other hospitals and 
universities request training in law and psychiatry at the 
University of Pennsylvania. Seminars have been 
presented at various area hospitals in the Delaware Val- 
ley, and residents and students have been invited to at- 
tend the regular courses at the University of Pennsyl- 
vania. This regionalization of training is well suited to 
law and psychiatry; it reflects both the comprehensive 
scope of the program and the need for more teachers 
and trainers in the field. 

Contracts have been made with various city and state 
agencies to furnish services to these agencies. One of the 
problems of this kind of contract is that the emphasis is 
on service rather than on training, and it is usually on 
criminal service rather than on comprehensive civil and 
criminal experience. But this means of funding may be 
necessary and should form a part of the overall training 
program. 

Plans for the University of Pennsylvania training pro- 
gram call for the development of a forensic clinic to pro- 
vide evaluations and consultations to the public sector in 
selected counties around Philadelphia. By consulting with 
judges, wardens, correctional officers, probation and pa- 
role officers, public defenders, and district attorneys, we 
are able to obtain clinical examples for training as well as 
provide a service to the community. At present forensic 
evaluations either are not available in most of these coun- 
ties or are available only on a private basis at fairly sub- 
stantial fees. The clinic will train third-year residents dur- 
ing an elective period and will provide necessary funds for 
further fellowships in forensic psychiatry. The trainees’ 
skills will be enhanced in such a clinical setting, where 
they will have the opportunity to conduct research and to 
consult with community officers and agencies. Care will 
be taken to ensure that adequate training and research 
opportunities are provided and that the trainee will not be 
overwhelmed with service obligations. These supplemen- 
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tary programs will stress the criminal aspects of forensic 
psychiatry but will be integrated into the general training 
program. 


AMERICAN ACADEMY OF PSYCHIATRY AND THE LAW 


A number of professors and teachers of legal psychia- 
try met at the APA annual meeting in 1968 to discuss the 
problems of training forensic psychiatrists. Out of that 
meeting emerged the American Academy of Psychiatry 
and the Law, which now has over 300 members. Mem- 
bers hope to teach each other by presenting personal 
experiences at annual meetings and also through the bul- 
letin of the Academy. 

Recently a group from this organization met with the 
APA Committee on Law and Psychiatry to plan week- 
end seminars in continuing education to psychiatrists and 
lawyers around the country. Other organizations present- 
ing significant material in legal psychiatry include the 
American College of Legal Medicine and the American 
Academy of Forensic Sciences. 

It is recognized that a more intensive approach to 
training in legal psychiatry in medical schools, law 
schools, and psychiatric residency programs is re- 
quired in order to meet the needs of law and society in 
preparing psychiatrists to consult effectively with courts, 
judges, lawyers, legislators, wardens, and probation offi- 
cers. Thus the subspecialty of forensic or legal psychiatry 
has begun to blossom in new and more comprehensive di- 
rections. 
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LETTERS TO THE EDITOR 





Authority Versus Evidence in Psychiatry 


SIR: Schools of psychiatry have tended to coalesce around the 
leadership of talented, innovative, and charismatic individuals. 
Students of these leaders, unfortunately, tend toward dis- 
cipleship, with the result that the leader comes to be seen as an 
authority, even as a paternalistic transference figure. Scientific 
detachment and balance are then replaced by devotion, and par- 
ticular theories and practices become doctrine that must be loy- 
ally defended. 

As scientists in the tradition of Pavlov and clinicians in the 
tradition of Freud, it is ironic that we need to be reminded to re- 
spect observed data, not authority. Neither Pavlov’s maxim, 
“Observe, observe, observe,” written in stone above his Lenin- 
grad Institute, or Freud’s lifelong devotion to the discipline of 
separating reality from transference, has been enough, in itself, 
to prevent this unfortunate trend. The pervasive need for ‘‘fa- 
thers” of psychoanalysis and of behavior therapy has contrib- 
uted to the fruitless, frankly counterproductive schisms that still 
arise among Freudians, Skinnerians, Wolpeians, and so forth. 

In preparing the recently published report of the APA Task 
Force on Behavior Therapy, Behavior Therapy in Psychia- 
try (1), every member of the task force worked hard over a two- 
and-a-half-year period in an effort to take a long step away 
from such schism, and from the reliance on authority that 
breeds it. The task force members ranged from psycho- 
analytically trained clinicians to experimental psychologists 
who study animal behavior and brain function in laboratories, 
yet we were able to resolve our factional wrangles and to pro- 
duce what I think is a balanced and integrated report. We 
achieved this by eschewing authority, by sticking close to data 
and hard observed evidence, and, when impasse threatened, by 
returning to the root question, “What did you observe that 
caused you to state that?” 

I was therefore distressed at the way in which the publication 
of this monograph was recently heralded in a note in Science 
News (2). No real mention was made of the meat of this heavily 
annotated report—-the observed data cited within it. Instead, 
the news note merely quoted (authoritatively) the report’s 
salient conclusions. The remainder of the one-page note dealt 
almost exclusively with the results of a brief interview with an 
authority (Skinner) and his personal subjective reactions on 
merely hearing the report’s conclusions. 

Our task force report attempts to deal not just with behavior 
therapy, but with the whole broad important subject of how be- 
havioral science has influenced, and might wholesomely further 
influence, the practice of clinical and social psychiatry. Beyond 
“pure” behavior therapy, it touches on group therapy, family 
and couple therapy, ‘‘Masters-Johnson” therapy, and behav- 
ioral elements in traditional individual treatment, as well as on 
implications for education and child rearing and the better de- 
sign of medical school and residency training curricula. We 
hope our colleagues will not merely accept (or reject) the con- 
clusions of the report as one more authoritarian pronounce- 
ment, but will read and evaluate it in the same spirit in which it 
was written. 
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More on Freud and Putnam 


Sır: Regarding the issues brought up by Phyllis Rubinton in 
the letters to the editor “Freud and the Americans” and Dr. 
Roy R. Grinker, Sr.’s reply (September 1973 issue), available 
contemporary evidence flatly contradicts the plausibility of Dr. 
Grinker’s anecdote about Freud’s writhing on the ground with 
intestinal cramps while his American hosts at Putnam’s camp 
callously walked away. The episode is contradicted, as Ms. Ru- 
binton notes, by the entire tenor of the Freud-Putnam corre- 
spondence, which began immediately after Freud’s visit to Put- 
nam’s camp. The “event” is contradicted by everything known 
about the considerateness of James Jackson Putnam, Harvard’s 
first professor of neurology; there is remarkable unanimity >f 
opinion about his character among all who knew him. 

Ernest Jones, hardly an uncritical admirer of anyone and 
least of all of Americans, mentions intestinal cramps but no 
pitiless Putnams in his biography of Freud (1). Jung, who was 
there, failed to record the episode in his autobiography, Memo- 
ries, Dreams, Reflections (2). 

Finally, Freud failed to discuss the matter in a letter to his 
family from Putnam’s camp dated September 16, 1909, cited in 
full in James Jackson Putnam and Psychoanalysis (3). Possibly 
Freud did not want to worry his family. Possibly his memory 
later played tricks on him, as it occasionally did. Perhaps Dr. 
Grinker has embellished the episode unwittingly. 

After all, the issue is not Freud’s anti-Americanism (particu- 
larly after World War I), which everyone acknowledges, but 
whether or not this callous episode, to which Dr. Grinker testi- 
fies only at secondhand, ever occurred. Dr. Grinker was ana- 
lyzed in 1933 when Freud was 77 years old. As a historian, I 
prefer contemporary evidence to hearsay recollections, no mat- 
ter how vivid. Should Dr. Grinker produce such evidence, I 
should, of course, be most interested. 
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NATHAN G. HALE, JR. 
Berkeley, Calif. 


Dr. Grinker Replies 


Sirk: In the volume Freud as We Knew Him there appears, 
among others, a paper by me published in 1940 (1). Apparently 
many people have resented the reasons given as to why Freud 
disliked Americans and I have received many letters of protest. 
This latest from Nathan G. Hale, Jr., is the last I shall answer. 

I wonder which hero Hale is defending. He uses many to fur- 
mish indirect evidence that Freud had no reason to complain at 
Putnam’s camp and yet he prefers “contemporary evidence” 
over “hearsay recollections.” His quoted contemporary evi- 
dence seems to consist of the absence of statements. 

Although Freud was 77 years old when he analyzed me, | no- 
ticed no deficiency in his memory. I was 33 years of age and had 
and do have a good memory; I had no need to “embellish” in 
1940 (1). What I wrote is what Freud told me, which should be 
proof enough compared with the omissions in Hale’s quoted 
sources. 

Hale’s angry letter should not be expected from an objective 
historian. Apparently he has difficulty reading the printed word, 
because Putnam himself was never accused of being “pitiless.” 
The sentence in my 1940 article reads: “ ‘That’s too bad’ still 
rang in his ears twenty-five years later, for this expression and 
nothing more was all he received while suffering from intestinal 
cramps at Putnam’s Adirondack camp” (1, p. 183). 

Woodrow Wilson’s failure to carry his promised Fourteen 
Points through the American Congress and Jung’s soft-pedal- 
ing of sexuality for Americans were probably more important 
reasons for Freud’s dislike of Americans in general. But this 
dislike did not affect his personal relations with individuals. 

If Hale wants written evidence to counteract the absence of 
comments in Ernest Jones’s faulty biography or in Freud’s own 
letters to this family, he asks for the impossible. But all this is 
much ado about nothing! 
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The Pendulum Swings Back 


Sir: As old as the history of medicine is the tendency for cer- 
tain attitudes and practices to swing back and forth like a pen- 
dulum. Such a phenomenon is occurring right now in regard to 
the use of neuroleptic drugs. When these drugs first came on the 
scene, it quickly became clear that they did not attack diseases 
per se but symptoms. Thus drug treatment was directed toward 
specific target symptoms. It was also learned that neuroleptic 
drugs varied in the relative strength of their effects on particular 
symptoms. Drug therapy therefore consisted of trying to match 
the most appropriate drug with the specific symptom or symp- 
toms. Since symptoms were often multiple, it became common 
to use more than one drug at a time (combination therapy). For 
example, in treating a disturbed psychotic patient, a neuroleptic 
with a strong antipsychotic effect but a weak sedative effect 
would often be combined with another neuroleptic with a strong 
sedative effect but a weak antipsychotic effect or with a minor 
tranquilizer containing a chiefly sedative effect. Furthermore, 
since the sedative effect of neuroleptics was relatively short- 
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lived, the use of divided doses was recommended whenever it 
was important to maintain sedation. 

It is now generally agreed that the pendulum swung too far. 
It became almost the rule to use multiple drugs (two, three, and 
sometimes four drugs) and to use them at the outset of therapy, 
before the symptomatology was really ascertained and before it 
was known whether or not a single drug would be effective. 

Eventually, a strong protest was made against this practice 
on the basis that it was hiding the therapist’s ignorance, obscur- 
ing the diagnosis, and increasing the possibility of side effects 
such as liver pathology and blood dyscrasia, which were consid- 
ered idiosyncratic in nature. The protesters went farther, main- 
taining that one neuroleptic was basically the same as any 
other, except for a difference in milligram potency, and that one 
neuroleptic could accomplish as much as multiple drug use and 
do so with greater safety. For example, it was argued that seda- 
tion could be achieved with the less sedative piperazine group of 
phenothiazines by simply using much higher doses. In addition, 
since the neuroleptics were excreted slowly, it was advocated 
that a once-a-day or, at most, twice-a-day dosage be used. 

The protests became more and more vehement. The use of 
more than one neuroleptic, or a neuroleptic and a minor tran- 
quilizer, was considered anathema, and those therapists who 
used combination drug therapy were considered guilty of mal- 
practice. 

In the meantime, however, we have been slowly gaining more 
knowledge of the action and side effects of neuroleptics. We 
have learned that, in addition to the idiosyncratic side effects 
such as blood and liver pathology, there are other serious side 
effects that appear to be related to dosage and, presumably, to 
the resultant neuroleptic blood level. I am referring to such ad- 
verse effects as tardive dyskinesia and cardiac abnormalities re- 
flected by EKG changes, the latter possibly accounting for some 
of the sudden deaths that occur during neuroleptic therapy. 

In view of these serious, dose-dependent side effects, it would 
seem reasonable to keep the dosage of neuroleptics at the lowest 
possible therapeutic level and to use whatever means we can to 
accomplish this end. For example, by combining a nonsedating 
neuroleptic (a piperazine phenothiazine) with a sedating neuro- 
leptic (an aliphatic phenothiazine), it is sometimes possible to 
use less total neuroleptic than if we administered only one drug. 
Furthermore, a number of studies have demonstrated that in 
the treatment of very tense and anxious psychotic patients the 
combination of a neuroleptic and a minor tranquilizer will often 
permit a lower dosage of neuroleptic drug without reduction of 
therapeutic effectiveness. 

We have also learned through practical experience that an 
adequate amount of a minor tranquilizer can frequently be 
helpful in calming psychotic patients, even though the cognitive 
aspects of the psychosis are unchanged. Before the advent of 
neuroleptics, one of the most effective means of allaying the 
anxiety and excitement of psychotic patients was the use of such 
sedative drugs as sodium amytal. Moreover, it seems evident 
that the danger of serious dose-related side effects of neurolep- 
tics far outweighs the danger of drug dependency with minor 
tranquilizers. 

Finally, since it is probably the height of the neuroleptic 
blood level that precipitates cardiac changes, it would seem rea- 
sonable to use divided doses to avoid the high peaking of the 
blood level that results when the entire daily dose is taken at one 
time. 

In the light of the above, therefore, should we not reappraise 
our position? Should we not reconsider our firm stand against 
combination drug therapy and divided doses, since these prac- 
tices can often allow us to use a smaller dose of neuroleptics and 
to eliminate the high peaking of neuroleptic blood levels? Is the 
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pendulum about to swing back toward combination drug ther- 
apy? If so, let us hope that we will not abuse this practice again. 


JosEPH A. Barsa, M.D. 
Pearl River, N.Y. 


18 Years on Chlorpromazine 


SIR: Concern about long-term use of phenothiazines almost 
invariably results in the writing up for the literature of those 
cases which show some pathology. In contrast, I would like to 
report the case of a patient who has now been on chlorproma- 
zine (Thorazine) for 18 years, during which she has received an 
average dosage of approximately 1,000 mg. of the drug a day. 
Her present dosage is 1,200 mg. of chlorpromazine, 150 mg. of 
promazine hydrochloride (Sparine), 15 mg. of thiothixene (Na- 
vane), and 15 mg. of procyclidine hydrochloride (Kemadrin), 
All in all she has received well over five kilos of chlorpromazine. 
A thorough physical and ophthalmological examination con- 
ducted within the past month showed no evidence of any pathol- 
ogy In any organ system. 

The patient is a member of one of the “21 families” of 
Central America. She was raised partly in a convent and was 
schooled by tutors at other times. At the age of 19 she married 
a high official of a neighboring country; the man was then in 
his early sixties. The wedding night turned out to be a dis- 
appointment since the groom was exhausted and promptly fell 
asleep. When this happened the second night, the patient took 
a revolver she had hidden under her pillow and fired three shots 
into the ceiling to wake her reluctant groom. 

The lack of sexual satisfaction led the patient to taking sub- 
stantial doses of barbiturates to get to sleep at night. This habit 
became so severe that the patient was hospitalized in a private 
sanitarium in Mexico. Her mother was most sympathetic and 
could not bear the agony her daughter was suffering during 
withdrawal. As a result, when she came several times a week to 
pray she would bring with her a Bible whose center had been cut 
out and filled with barbiturates for the patient. 

The patient’s father had died when she was quite young and 
her stepfather had seduced her when she was 16 years old. By 
the time she was in her mid-twenties she had become extremely 
paranoid and it was necessary to hospitalize her. 

By 1954, the patient was hospitalized in Boston and sched- 
uled for a frontal lobotomy. However, one of her relatives was a 
hostess to the psychiatrists at the psychiatric meeting in Mexico 
in March 1954 and informed her family of the recently in- 


troduced psychotropic drugs. The family arranged with me to: 


see the patient in consultation and cabled Boston to inform the 
hospital of this. 

A few days after the meeting in Mexico, I went to Boston and 
saw the patient the night before she was scheduled to be loboto- 
mized. Despite the skepticism of the two attending psychia- 
trists, the operation was deferred since I had authorization from 
the family with me. 

We first tried reserpine with the patient and, although there 
was some improvement, it did not produce sufficient remission. 
The patient was then moved to New York City and cared for at 
an apartment hotel where she had round-the-clock nursing. It 
was difficult to keep nurses for any length of time because the 
patient was irascible and would throw things at them. On sev- 
eral occasions bottles of perfume, ornaments, and other objects 
missed the nurse and crashed through the window, falling some 
14 stories to the sidewalk below. 

It became necessary to institute some fairly effective medica- 
tion or otherwise remove the patient to a hospital, much against 
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her wishes. Chlorpromazine was then initiated at doses of 300 
mg. a day and immediately provided more substantial relief. 
The dose was fairly rapidly raised to 900-1,000 mg. a day. 

Throughout the years there have been several attempts to re- 
duce tne dosage or to substitute alternate medications. On each 
occasion, however, the patient has become so markedly worse, 
with the return of irritability and paranoia, that chlorpromazine 
has been reinstituted to control her paranoid schizophrenia. 

For a while there was a concerted attempt to get the patient 
up early and to have her volunteer for social work or other ac- 
tivities. This was so contrary to the pattern in which the patient 
had been raised that the attempt to impose a “North Ameri- 
can” standard was abandoned. She returned to her habit of get- 
ting up at about noon; ‘After all,” she said, ‘what is there to do 
in the morning?” She spends her day shopping, at the hair- 
dresser, and at the movies or theater. The evenings are not too 
dissimilar and she has a gentleman friend who stays with her 
several nights a week. During the day she has a companion, who 
also ges with her on trips to various resorts. 

She has long ago moved into her own apartment and is nowa 
model of consideration and patience to whom quite a number of 
other members of the family turn in their hours of stress and 
need, 

In view of the usual Cautionary Tales, it seems useful to 
present at least one individual case history where prolonged use 
of a phenothiazine has proved continuously beneficial for some 
18 years. 


NATHAN S. KLINE, M.D. 
New York, N.Y. 


Alternating Caffeine and Stimulants 


Sir: I was most interested in Dr. Robert C. Schnackenberg’s 
paper “Caffeine as a Substitute for Schedule IJ Stimulants in 
Hyperkinetic Children” (July 1973 issue). I am sure I am but 
one of a large number of practicing child psychiatrists and pedi- 
atricilans who were immediately impressed by the enormous po- 
tential usefulness of using caffeine instead of traditional phar- 
macotherapeutic agents. 

Since I see and treat between 200 and 300 patients with hy- 
perkinetic impulse disorder a year, I had the opportunity to 
start using black coffee almost immediately upon reading Dr. 
Schnackenberg’s paper. I feel that the following experience may 
be of interest. 

I had been treating a five-year-old boy for two years for mini- 
mal brain dysfunction. He had all the classic signs of the syn- 
drome of hyperkinetic impulse disorder plus a very noticeable 
speech articulation problem and general difficulties in coordina- 
tion reflected in a number of “soft” neurologic signs. The phar- 
macctherapeutic part of this treatment was initiated with thio- 
ridazine with good results; this later was changed to 
dextroamphetamine with even better results, manifested in sig- 
nificent improvements in behavior, attention span, ability to 
stanc frustrations, and visible and measurable improvement in 
speech articulation as well as a general improvement in motor 
coordination. 

With the full cooperation of the child’s parents and his pedia- 
trician, plans were made to substitute coffee for the dextroam- 
phetamine in the dosage suggested by Dr. Schnackenberg. A 
three-day drug-free interval was considered sufficient, because 
this and previous drug-free periods showed a noticeable deterio- 
ration of the child’s entire functioning. On coffee (one cup with 
breaxfast and one cup with lunch), the parents’, the pre- 
kindergarten teachers’, and my own observations all pointed to 


a “halfway” improvement: the patient was better than on no 
medication at all, slightly less better than on thioridazine, and 
definitely less better than on dextroamphetamine. As a result, 
we worked out a treatment plan that consists of administering 
dextroamphetamine on the mornings when he goes to his pre- 
kindergarten class and using coffee on all other days. 

I presume we do not know the effect of long-term administra- 
tion of significant amounts of caffeine in children; at least I am 
not aware of any studies to that effect. We do know of one po- 
tential serious side effect that may result from long-term ad- 
ministration of stimulants, and that is retardation of growth 
through separation of weight gain(1). Likewise, we do not 
know what the long-range effects or side effects of simultaneous 
administration of a stimulant and caffeine are. Alternating the 
two substances may therefore be one way of “playing it safe” 
for both substances until we know more. 
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Notes of Interest 


SIR: Just a note to tell how much I appreciated Dr. Darold 
A. Treffert’s letter to the editor “ ‘Dying with Their Rights 
On’ ” (September 1973 issue). 


EUGENE B. Bropy, M.D. 
Baltimore, Md. 


Sir: As a practicing woman psychiatrist, I wish to compli- 
ment you on your informative special section “Women in 
Medicine and Psychiatry” (October 1973 issue). 


CAROL A. LARSON, M.D. 
Eau Claire, Wis. 


Involuntary Commitment in Wisconsin 


Sir: In his letter to the editor describing three instances of 
patients “Dying with Their Rights On” (September 1973 issue), 
Dr. Darold A. Treffert highlights the problems involved in the 
treatment of the unwilling patient. He protests the federal court 
decision in the case of Lessard vs. Schmidt (1), which adopts an 
extremely limited criterion for committability in Wisconsin, 
namely, that the state must prove beyond a reasonable doubt all 
the facts necessary to show that the individual is mentally ill 
and dangerous. However, he neglects to mention that the same 
decision held the Wisconsin civil commitment procedure to be 
constitutionally defective on many grounds, including the fol- 
lowing: failure to require effective and timely notice of 
“charges” justifying detention; failure to require notice of rights 
including the right to a jury trial; allowing detention longer than 
two weeks without a full hearing on the necessity for the com- 
mitment; permitting commitment based on a hearing in which 
the person detained was not represented by counsel; failure to 
require those seeking commitment to consider less restrictive 
alternatives; and permitting a possible detention of 145 days 
without a hearing on the validity of the detention. 
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Dr. Treffert appeals for reports of cases in which patients 
needing hospitalization but not qualifying for commitment un- 
der state laws have met an untimely and presumably pre- 
ventable demise. He should be aware that history amply dem- 
onstrates that when sensationalism is resorted to in issues of 
this type, oppress:ve legislation can be the result, with large 
numbers of patients unnecessarily and untherapeutically hospi- 
talized against their will. 

The American Psychiatric Association Position Statement 
on Involuntary Ccmmitment of the Mentally Ill (Revised) (2) 
calls for legal counsel to be made available to individuals who 
are involuntarily hospitalized. It also calls for the court, or the 
jury when requested by the patient, to promptly determine the 
need for hospitalization. Lest his efforts cause the pendulum to 
swing back to repression, Dr. Treffert would do better to seek to 
have the Wisconsin commitment statute changed so as to be 
consistent with the APA position statement. 
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Dr. Treffert Replies 


Siz: William Wrigley once said, “If two people in an organi- 
zation always agre2 with each other, one of them is unneces- 
sary.” In that light I do not consider reporting and highlighting 
the other side of the coin in the commitment dilemma to be 
“sensationalism.” Rather, it is a simple, honest effort to look 
fully, without fetisk, at the several hazards in the delicate task 
of properly balancing clinical, social, legal, and humane con- 
cerns in the weighty but sometimes necessary responsibility of 
deciding which of the mentally ill must be hospitalized and 
which need not be. 

As Dr. Halpern points out, I did not mention those parts of 
the Lessard vs. Schmidt decision which involve the new guide- 
lines for due process, appointment of counsel, detention inter- 
vals, hearing procedure, right to jury trial, etc. I neglected to 
mention these because I agree with them. 

Antedating Dr. Halpern’s suggestion about the direction of 
my efforts, I am already very active in helping to revise the 
mental health act of Wisconsin. I am the psychiatrist member 
of a specially appointed advisory group to the Health and So- 
cial Services Committee of the Wisconsin State Senate now 
drafting legislation in this area. It is indeed important that the 
new law not be constitutionally defective; neither can it be al- 
lowed to be clinica.ly, socially, or humanely defective. Those 
are also important considerations, at least to me. 

If the court decision under discussion had, in fact, used the 
phraseology that Dr. Halpern suggests, “that the state must 
prove beyond a reasonable doubt all facts necessary to show 
that the individual is mentally ill and dangerous,” I would have 
little quarrel with thz decision. Indeed, I would—happily—have 
no cases to collect here in Wisconsin. But the decision defines 
the sole criterion for detention or commitment as ‘‘extreme 
likelihood that if the person is not confined he will do immedi- 
ate harm to himsel? or others.” I submit that this is far too 
stringent a criterion for commitment, and there are many 
patients who, even though requiring hospitalization for their 
safety or for the safety of those around them, fail to meet that 
test. 
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I am pleased to say that the proposed mental health act for 
Wisconsin—and the more recent persuasion of attorneys in- 
volved in the Lessard vs. Schmidt case now being appealed in 
the Supreme Court—is to use a somewhat less restrictive and 
more workable phraseology of ‘‘conduct dangerous to himself 
or others.” | am convinced that the tragic cases collected and 
disseminated to professionals and lawmakers here in Wisconsin 
had something to do with the softening of that harsh position. 

Unfortunately, cases nationwide where scrupulous concern 
for the patient’s rights overshadowed or outweighed reasonable 
concern for the patient’s life continue to come to my attention. 
These cases will be reported at the APA annua! meeting in De- 
troit in May, not as sensationalism but as an ugly catalog of 
tragedy, which would be entirely preventable if we as a group 
were not so (in my opinion) damnably bandwagon-prone. While 
collecting these cases I will continue to devote energy toward 
problem solving, as Dr. Halpern suggests, rather than being 
content simply to point out the problems. I hope the cases thus 
collected will help others similarly involved in their respective 
states. 


DAROLD A. TREFFERT, M.D. 
Winnebago, Wis. 


Comments on “Homicides and the Lunar Cycle” 


Siz: In their article “‘Homicides and the Lunar Cycle: To- 
ward a Theory of Lunar Influence on Human Emotional Dis- 
turbance” (July 1972 issue), Drs. A.L. Lieber and Carolyn R. 
Sherin demonstrate a lunar periodicity in homicide rates within 
Dade County, Fla., over a [5-year period. In view of the fea- 
tures of the data, they discount such explanations as self-fulfill- 
ing prophecy and moon lore. Instead, Dr. Lieber hypothesizes 
that lunar gravitational forces result in “biological tides” in the 
human organism, leading to behavioral consequences. 

A simple calculation of the total variation of the acceleration 
of gravity due to the moon’s orbit, using the inverse square law 
and the known parameters of the earth-moon system (1, p. 40), 
leads to an order of magnitude value of 107 g (g = 980 cm./sec. 
[1, p. 146]). It is difficult to believe that such a small variation 
could lead to observable behavioral changes, but in lieu of other 
promising variables with lunar periodicity, and in view of the in- 
complete understanding of the human organism, the hypothesis 
is not untenable. 

The lunar illumination at a particular location on the earth 
exhibits lunar periodicity, however, and the variation is of far 
greater magnitude: the ratio of luminance for a full moon to 
that of a moonless sky (assuming a clear sky) is approximately 
50 to one (1, p. 301). 

The variation of homicide rate with lunar illumination could 
be examined by computing the frequency distribution of homi- 
cides for various values of lunar illumination (presumably ap- 
proximately halving the total homicide data sample). The lunar 
illumination for a particular date and time for a particular loca- 
tion (e.g., Dade County, Fla.) must include, however, a correc- 
tion for weather effects, specifically cloudiness. 

Data on cloud cover at particular locations in the United 
States are listed in the publication Local Climatological Data 
for that location (2). The monthly summary gives a value for 
the cloud cover on a scale that ranges from zero to ten for the 
particular location. These values are listed hourly from 1957 to 
1964 and every three hours from 1965 on. Thus the corrected il- 
fumination figure would be found by combining the cloud cover 
value with an illumination value based on the phase of the 
moon. 

A null result from such a study would lend greater credence 
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to the “biological tide” hypothesis. 
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Dr. Lieber Replies 


Siz: The possibility that changes in lunar illumination might 
account for the bimodal periodicity of homicide frequency that 
we demonstrated in relation to the lunar synodic cycle has been 
considered by Dr. Lynch and by other scientists. Professor F.T. 
Haddock is now analyzing some of our data samples at the Ra- 
dio-Astronomy Laboratory of the University of Michigan with 
a view toward testing the luminosity hypothesis. 

Although neither a physicist nor a mathematician I can per- 
ceive two simple facts that would tend to gravitate against a 
luminosity hypothesis: 

l. A review of the graph of our data plottings shows that 
homicides reach their peak frequency at two points in the lunar 
synodic cycle—the new moon and the full moon. If luminosity 
influences the homicide rate, how does one account for the ap- 
proximately equal increase in homicide frequency at the new 
moon, when lunar illumination is almost nil? 

2. At any point in the lunar synodic orbit the moon is in the 
same position relative to the earth and sun whether it is day or 
night. There is no evidence that there is a significant nocturnal 
distribution of homicides over any long period of time. (Need- 
less to say, during daylight hours lunar illumination must be 
considered irrelevant.) 

Physical and biological scientists, who have shown a wider in- 
terest in this work than my psychiatric colleagues, almost in- 
variably consider small variations in gravitational force attri- 
buted to the lunar orbit as insignificant in relation to massive 
behavioral consequences. I question the validity of this assump- 
tion and propose that even an infinitesimal force applied to a 
very delicately balanced system can result in drastic and dra- 
matic changes in the system. 

Translating this into human psychodynamics, we psychia- 
trists are aware that there is a large number of persons living in 
society whose egos are in precarious balance with reality. Is it 
possible that such imperceptible influences as geophysical 
changes might be sufficient to trigger a shift in this delicate bal- 
ance, with the subsequent release of sexual and/or aggressive 
drives and their behavioral concomitants? 

A sizable number of scientific studies has recently been re- 
ported, largely from Germany, Israel, and the Soviet Union, 
that point to measurable correlations between cosmic cycles 
(solar storms, solar and lunar gravitational tides, cosmic radi- 
ations, etc.) and changes in the terrestrial environment. These 
have been shown to affect the biophysiology and behavior of all 
terrestrial organisms, including man. 

More and more scientific evidence is being marshaled in sup- 
port of the concept that man exists in dynamic equilibrium with 
his universe and may, in fact, be more susceptible to the natural 
fluctuations of the cosmos than we have previously cared to ad- 
mit. 


A.L. LIEBER, M.D. 
Miami, Fla. 


The Ethics of Psychiatry 


Sir: In an earlier article in this journal, Sander (1) described 
Thomas Szasz as “the agent provacateur of American psychia- 
try” and concluded a brief review of Szasz’s writings with the 
statement, “The relation between science and value systems is 
perhaps the most problematic dilemma of the 20th century. 
Thomas Szasz’s writings refiect this dilemma, and what one ap- 
preciates in him is his honesty and his acceptance of the moral 
mandate of his profession. Whether he has made any scientific 
contribution, aside from his exposure of the excesses, dangers, 
and misuses of social science, remains to be seen” (1, p. 1431). 

Szasz’s writings during the past 14 years have been largely an 
elaboration and illustration of his basic argument that mental 
illness is a myth. The most explicit of his premises are: |) that a 
distinction should be made between disease as a biological con- 
dition and the sick role as a social status and 2) that psychiatry 
is inappropriately subsumed under medicine, since it is con- 
cerned primarily with deviations from some psychosocial and 
ethical norm. As Sander has pointed out (1), and as Szasz has 
confirmed (2), moral values play a central role in the latter’s 
psychiatric writings. It could therefore be a mistake to look for 
any scientific contribution in them. 

In a public lecture delivered at the University of British Co- 
lumbia in 1972, Szasz stated that, as long as the patient does not 
protest, the psychiatrist has the right to administer any form of 
treatment he may consider necessary; where Szasz takes issue 
with the psychiatrist’s rights is when the latter overrules the 
patient’s protests. 

Implicit in this statement is the additional premise that man, 
while conscious, is always rational and competent. This, how- 
ever, is questionable. The ability to reason and to take care of 
oneself is inadequate in young children, senile adults, the men- 
tally retarded, and in otherwise normal adults who are delirious 
due to the effects of such physical factors as fevers and drugs. 
Szasz makes no mention of these exceptions. 

If we accept this third premise, we are then faced with a 
fourth: that a psychiatrist must separate his professional and his 
social responsibilities. 

Let us consider, for the sake of argument, a hypothetical situ- 
ation: A patient voluntarily seeks treatment for recurrent 
thoughts about killing and/or impulses to kill the child of a 
couple for whom she has a regular babysitting job. This is more 
than “potential” violence, which Szasz dismisses as an area of 
concern, but is not threatened violence, which would be a legal 
offense. Presumably, the psychiatrist in this case would at least 
advise the patient not to continue witt the babysitting job dur- 
ing the course of treatment and, depending on the stated 
strength of the impulse (and, under the third premise, we have 
to accept the patient’s word for this), he may even recommend 
hospitalization so that the patient would be under 24-hour-a- 
day observation. But what happens if the patient rejects the psy- 
chiatrist’s advice? j 

What should a psychiatrist do if, after he has been presented 
with a problem in living that has grave implications for others 
in the patient’s environment, and after he becomes convinced 
of the severity of the situation, his patient refuses to cooperate 
in the treatment? It would be consistent with his critique of 
college psychiatry (3) for Szasz to maintain that it would be a 
breach of professional ethics for a psychiatrist to divulge infor- 
mation obtained while acting as the patient’s agent to a third 
party without the consent of the patient. 

There are going to be times when a psychiatrist’s social and 
professional responsibilities conflict. If Szasz is going to rigidly 
maintain that the psychiatrist must always place his profes- 
sional responsibilities first, then the argument clearly becomes 
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political, not scientific, and the extent of Szasz’s divorce of psy- 
chiatry from medicine becomes clear. 
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Questioning Time-Extended Group Therapy 


SIR: In their article “Time-Extended Group Therapy Ses- 
sions in a Remote Setting” (September 1973 issue), Drs. Reck- 
less and Hawkins and Ms. Fauntleroy state that the couples met 
“in a large rented chalet.... We [the therapists} stayed at a 
nearby home and were available by phone at all times.” A large 
volume of bulk mai. reaches me almost every day inviting me to 
all kinds of “chalets” for marathon, encounter, sensitivity, T- , 
and other group mestings. 

But what I really feel unacceptable, along with many other 
therapists, is the authors’ description of the three factors that 
permitted the successful resolution of situations in which harm- 
ful acting out could most likely occur. One of these factors was 
described by the authors this way: “We held a meeting prior to 
each session in which we outlined potential highly charged areas 
for each participant.” If the couples met during the marathon 
meetings (the authors do not detail the length of the mara- 
thons), wouldn’t they be able to outline what areas might be 
highly charged for themselves? 

Klapman (1) called these highly charged areas “‘severely and 
relatively disorganized personality states.” He also stated that 
“the start may be of the most primitive order, but... such 
means as calisthenics, marchings, medicine ball, etc., practiced 
with relatively large groups of patients, up to 25, tend to be an 
opening wedge.” 

Dr. Reckless and his colleagues state that “we [the thera- 
pists] compared our perceptions and reviewed the work.” What 
about the patients? Were they just guinea pigs, experimental ob- 
jects, rather than human subjects who, with the aid of the thera- 
pists, could be enabled to ventilate their catharses and to ex- 
press their own highly charged areas? 

And why should “the one or two therapists least involved in 
the transference ... secome most active in helping the member 
elucidate his feelings toward the other therapists or therapist”? 
Isn’t that what it’s all about in any transference situation, re- 
gardless of how active or inactive the therapists are? It could be 
that the patient, according to Walton’s book (2), “may have 
nothing in mind which he can put into words, and himself be as 
exasperated as the conductor by not knowing what to say.” 

Finally, Dr. Reckless and colleagues conclude that “toward 
the end of the weekend experience, after some of the more in- 
tense feelings had been expressed and some new insights 
reached, a mood o? honest receptivity prevailed among the 
members.” Aside from the curious use of the word “honest,” 
which I have never szen in the literature of psychotherapy, how 
do the therapists kncw about their patients’ feelings and new in- 
sights? Were they recorded and, if so, why were they not pro- 
duced in the article to substantiate the authors’ claim? 
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Los Angeles, Calif. 


Dr. Reckless and Colleagues Reply 


Sir: We appreciate Dr. Illing’s critical interest in our paper 
and the opportunity to reply to him in this form. His statements 
and questions fall into two categories—those which clearly re- 
sult from misreading the factual information in the paper and 
those dealing with the misunderstanding of our intent as thera- 
pists. 

Dr. Hing has questions regarding the length of the marathon, 
use of tape-recorders, and availability of these tapes to patients 
and therapists for review. These facts are clearly stated in the 
paper and do not need repetition. 

Dr. Iling seems somehow to have connected this time-ex- 
tended experience with those therapists from whom he receives 
“bulk mail” solicitation. This concerns us, since the main thrust 
of our paper is to call attention to the potency and inherent 
problems encountered in time-extended groups, and we intend 
to endorse their use only as part of an ongoing therapy experi- 
ence with patients known to the marathon leaders. (See the sec- 
tion titled Recommendations in the article.) 

The remainder of Dr, Illing’s questions seem to arise from his 
assumption that we, the therapists, were unilaterally deciding 
what should be done to “‘therapeutize” a group of guinea pigs 
while taking no direct or indirect information from the partici- 
pants regarding important directions in their therapy. A reread- 
ing of the paper should remind Dr. Illing that we used question- 
naires mailed to the patients prior to the extended sessions in 
which they outlined their expectations of the therapeutic experi- 


ence. In addition, we discussed with each patient during therapy 
the direction he was taking and his willingness to continue in it. 
This we would do in any therapeutic situation. 

We do not understand the reference to Klapman’s use of 
physical recreation groups for “‘highly disorganized personality 
states” (1, p. 219). 

In regard to the therapeutic work, by “honest” (the phrase 
was “a mood of honest receptivity”) we mean only to indicate a 
state in which the patient is not channeling most of his psychic 
energy into resistance (game playing, un-straight transaction) 
and in which he can hear and utilize statements of therapist in- 
tent and sincerity (therapist transparency). 

In summary, the measures we have suggested to channel the 
therapeutic power of trme-extended groups in a remote setting 
are meant to be used in addition to, not instead of, the usual 
conscientious practice of psychotherapy, which presumes re- 
spect for the patient as an individual. 
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JOHN RECKLESS, M.D. 
Davip Hawkins, M.D. 
ALEXANDRA FAUNTLEROY 
Durham, N.C. 


A Correction 


In Dr. Samuel B. Guze’s editorial on page 1378 of the 
December 1973 issue of the Journal, a symposium on heredi- 
tary transmission of psychiatric illnesses was incorrectly de- 
scribed as having taken place at a meeting of the American 
Psychological Association. The symposium actually took place 
at a meeting of the American Psychopathological Association. 

The staff regrets the error. 
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mits. Like other material submitted for publication, they must be typewritten double-spaced. 
The letters should not exceed 500 words, including references, unless a special arrangement 
has been made with the Editor, and they will be subject to the usual editing. 
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Skid Row: An Introduction to Disaffiliation, by Howard M. 
Bahr. New York, Oxford University Press, 1973, 324 pp., $3.95 
(paper). 


Few cities are without their skid rows, places where sad and 
forlorn men and women, often alcoholics or, more recently, 
drug addicts, live the most marginal and vulnerable kind of 
existence. For many years a variety of social scientists have 
tried to comprehend what makes for those skid rows: Who lives 
there and why, and under what circumstances? This book pro- 
vides a valuable summary of what others have seen, heard, 
and surmised, but also a good deal of original work by a first- 
rate social scientist. 

Professor Bahr has observed and tried to understand not only 
those who inhabit our skid rows, but us, the ones who develop 
various attitudes about “them” and in so doing reveal some- 
thing about ourselves. He does not by any means underestimate 
the psychological forces that drive men and women to such 
loneliness and pain, not to mention early deaths. But he wants 
us to see that even the down-and-out, those so-called “lowest of 
the low,” have recognizable and verifiable ways of getting on. 
They share certain values and assumptions, deal with various 
“powers and principalities” in a certain manner, and, more gen- 
erally and ironically, affiliate in the course of their “‘dis- 
affiliation,” a word the author uses to describe the estrangement 
that particular men and women have come to feel. 

The book has a sensible division of concerns. Individual case 
histories are mingled with psychological comment and, fre- 
quently, with shrewd social analysis. The problem of alcoholism 
is given careful and broad-minded discussion—there is no dog- 
matic insistence on any one cause. The author offers no pan- 
aceas, either. He is refreshingly candid in his willingness to ask 
provocative questions, rather than urge specific solutions. 

He feels compassion for people whose lives he wants to know 
about, but he does not shun hard judgments when they are 
needed—-and it is not rare, these days, that those who suffer are 
romanticized, as if they have never had a chance to exert any re- 
sponsibility at all with respect to the direction of their lives. It is 
no easy balance, maintaining a feeling of kindness toward oth- 
ers, however abject or hurtful they are to themselves or others, 
as well as an insistence that justice be done to the less appealing, 
the grim and destructive, side of human beings, even those on 
the very bottom of various social, economic, and psychological 
ladders. Nor does every social scientist turn the tables, as Pro- 
fessor Bahr does, and show how much some of us need those 
“bums” psychologically—their demise being yet another op- 
portunity for us, shaky about our own situation, our success, 
and “power,” to look with a certain morbid curiosity and self- 
righteous satisfaction on others. It is an old and seemingly end- 
less story. 


ROBERT Coes, M.D. 
Cambridge, Mass. 


Confrontations with Myself: An Epilogue, by Helene Deutsch, 
M.D. New York, W.W. Norton & Co., 1973, 217 pp., $6.95. 


Helene Deutsch, an outstanding psychoanalyst and teacher of 
three generations, has written the recollections of 88 years of 
her life. Psychiatrists might be especially interested in the his- 
toric aspects: her psychiatric training under Kraepelin in Mu- 
nich (1911), where she did research on the role of emotions in 
memories recalled by association, and her work as an assistant 
at Wagner-Jauregg’s psychiatric hospital in Vienna (1912- 
1918). She describes her persistent attempts to communicate 
with psychotic patients, who were shunned as “‘incurable.”’ Her 
empathy and her frustration led to Freud’s and her participa- 
tion in the just-beginning psychoanalytic movement. She “had 
always liked to avoid the highways and investigate the side 
roads.” 

Her autobiography, however, is not intended to be a histori- 
cal account of events, but the memories of experience—in 
Wordsworth’s words, “emotion recollected in tranquility.” She 
follows the sequence in time but allows associations to come in 
spontaneously. This quotation illustrates her special way of 
confronting life: “I never take photographs. I merely look 
about me, absorb fully the surroundings and later I need only 
press a button of my memory apparatus in order to bring back 
images of the experiences I once lived so intensely.” 

Living intensely with deep love, and not without hate and in- 
dignation and the impetus to grow, pervaded the development 
of a gifted child, who wanted to be her father’s prettiest daugh- 
ter and brightest son, who elected to serve in the avant garde of 
her time, first in the socialist and then in the psychoanalytic 
movement. There is some understatement of her leadership in 
psychoanalysis as an innovator of training methods, especially 
of what is now called control analysis, which with her was a 
rather Socratic way of eliciting the student’s own insights. She 
also mentions little of her theoretical and clinical contributions. 

Professional endeavors are inextricably interwoven with pas- 
sionate attachments, a long-lasting adolescent love for a revolu- 
tionary leader, and later the intense bond with her husband, Fe- 
lix; one chapter revives his extraordinary personality. A painful 
struggle between her devotion to her son and the demands of 
her profession led her to write The Psychology of Women (1), 
to which this autobiography is designated as an epilogue. 

What becomes of an “‘avant-gardist” in old age? There is a 
sense of the tragic mixed with the satisfaction of having fulfilled 
the mission bestowed on her by Freud when she came to this 
country, and with the enjoyment of her son, daughter-in-law, 
and grandsons, of places lived in and traveled to, and of friends. 
But the mourning of losses and the awareness of death are bal- 
anced by two consolations: She has retained the temperament, 
sensibility, and responsiveness of adolescence. Another capacity 
allows her to look at “old age not as an inversion, but as a har- 
monious consequence,” to revive ‘many ghosts of the past, only 
to find that in reality they had never left me—they have become 
part of me.” It is the reality of the inner life that gives this book 
a dimension beyond the charming tales of childhood and the in- 
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teresting recollections of maturing in the spiritual movements 
of the recent past and of the art of growing old. 
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Transactions: The Interplay Between Individual, Family, and 
Society, by John Spiegel, M.D., edited by John Papajohn, 
Ph.D. New York, Science House, 1971, 434 pp., $16.50. 


In recent years there has been a tremendous amount of inter- 
est in viewing the individual or the patient as party to a transac- 
tion involving one or more other persons. The flood of articles 
and books within the fields of psychiatry, psychology, and soci- 
ology continues unabated. 

We have all been helped to recognize and to describe what we 
may have known intuitively all along. Our attention has been 
drawn to the fact that a patient cannot be understood if he is 
viewed only from the perspective of his capacities for self-action 
or his response to interaction. Instead, we must discipline our- 
selves to be aware of his position in a system that involves con- 
tinuous feedback, whether it be with us as his therapist or with 
members of his own family. A heavy demand has been placed 
upon us to enlarge our view in this fashion, and some authors 
have suggested that the transactional approach is of such over- 
whelming importance that one might well ignore the other more 
traditional ways of observing and describing behavior. 

In this most illuminating and useful book Dr. Spiegel 
presents, with the aid of an expert editor, a series of articles that 
to my mind represent a comprehensible and comprehensive 
view of the transactional approach. Although these articles are 
separate papers from different periods in Dr. Spiegel’s career 
and thus reflect somewhat varied interests, the skill of the editor 
and the continuing integrity in Dr. Spiegel’s ideas have pro- 
duced a book that is eminently readable and that does not suffer 
from the fragmentation that is true of so many psychiatric texts 
today. 

After an initial section in which Dr. Spiegel defines and dis- 
cusses the concept of role and describes the various kinds of 
roles in terms of their fixed nature, the mode of assignment, the 
flexibility or rigidity of each, and their place in a family group 
or society, he discusses the transactional process itself and the 
ways in which it can be analyzed. Subsequently, he applies the 
concept of roles to an understanding of family structure and in- 
teraction and later illustrates this by extensive case histories of 
two families. 

Other sections deal with the nature of transference and coun- 
tertransference between patient and psychiatrist.from the point 
of view of transactions. I found these papers particularly help- 
ful, stimulating, and refreshing. The final section is devoted to 
the application of the transactional process and the nature of 
roles in understanding social upheaval and violence in our coun- 
try in recent years. In a clear, concise, and enormously useful 
presentation, Dr. Spiegel describes the discrepancy between the 
hierarchy of values and the hierarchy of modes of decision mak- 
ing that are expressed in our democratic ideals and, on the other 
hand, the reality of our daily life and social experience. 

Throughout this book Dr. Spiegel does not abdicate his posi- 
tion as psychiatrist and psychoanalyst or his dedication and be- 
lief in the traditional modes of observing the individual as active 
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in his own right. He maintains the importance of understanding 
the intrapersonal as well as the interpersonal, while at the same 
time leading the reader to enlarge his visual feld to perceive the 
transactions that are constantly going on between patient and 
doctor, doctor and patient, members of the family, and mem- 
bers of the community. This is a superb book. 


JAMES C. SKINNER, M.D. 
Boston, Mass. 


Clinical Use of Psychotherapeutic Drugs, by Leo E. Hollister, 
M.D. Springfield, IH., Charles C Thomas, 1973, 185 pp., $6.95. 


As books on clinical psychopharmacology have begun to 
emerge over the past few years, I’ve been steadily recommend- 
ing Diagnosis and Drug Treatment of Psychiatric Disorders by 
Klein and Davis (1) to colleagues and psychiatric residents and 
have recommended Drug Treatment in Psychiatry by Caffey 
and associates (2) to medical students. I read Hollister’s new 
book as I was preparing to teach my first course on psycho- 
pharmacology to Temple University medical students. I was so 
taken with the book that we have purchased enough copies to 
loan one to each medical student to read and digest during his 
third-year clerkship of psychiatry. 

Hollister has written a first-class textbook for the student, 
resident, and practicing psychiatrist. He writes clearly, con- 
cisely, and pithily and is not afraid to express controversial 
opinions forcefully—and to differentiate carefully between facts 
and opinions. He has pulled together the known facts on psy- 
choactive drugs, their pharmacology, metabolism, efficacy, and 
side effects, always keeping a useful eye on knowledge that is of 
practical importance to the clinician. The summary tables are 
particularly well done. 

It’s a great book. I agree with 95 percent of Hollister’s facts 
and opinions. Where I disagree, I’m not sure that I’m really 
right. 

I still like the Klein-Davis book very much, because it in- 
cludes Klein’s unique and thoughtful approaches to psychiatric 
nosology and drug therapy and Davis’ encyclopedic literature 
reviews, but Hollister’s book is new, up-to-date, and excellent. 
The complete psychiatrist should own both. I hope this review 
serves to alert people to a first-rate book that they might other- 
wise miss. 
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Practical Problems of a Private Psychotherapy Practice, com- 
piled and edited by George D. Goldman, Ph.D., and George 
Stricker, Ph.D. Springfield, Ill., Charles C Thomas, 1972, 279 
pp., $11.50. 


This volume contains contributions by 14 authors on the sub- 
ject of practical problems in the private practice of psychother- 


apy. The contributors are mainly clinical psychologists (11 
Ph.D.s), with two psychiatrists and one certified public accoun- 
tant. The dust jacket states that the book “is intended as a 
handy, practical, down-to-earth reference guide to the myriad 
of questions that therapists have about their practice.” It also 
claims that the various articles are “consistently readable, real 
and geared to be relevant and helpful in answering questions.” 
Both of these assertions, unfortunately, seem to be less than 
fully realized by either the individual contributors or the book 
as a whole. 

In my experience psychiatric residents, after three years of 
training, usually are not beset by a myriad of questions about 
private practice. They have usually had extensive experience in 
outpatient clinics, which has prepared them for many of the 
problems encountered in private practice; their contact with su- 
pervisors who are in private practice has given them adequate 
figures for identification. I question the theory that an individ- 
ual who is practical-minded enough to have completed medical 
school and a modern residency in dynamic psychiatry would 
not be able to figure out adequate solutions to these problems 
on his own. | am in no position to comment on the preparation 
of clinical psychologists for private practice. 

Much of the material contained in each of the chapters ts 
practical, simple, and at times axiomatic. However, thére is a 
common tendency for the individual author to drift away from 
specific problems of private practice in a particular area to a 
more generalized exposition and justification of a particular 
form of psychotherapy. For example, in the chapter on “Special 
Problems in Family Psychotherapy Practice” Tess Forrest cites 
references to the literature on studies of schizophrenic patients, 
which have delineated specific family interactions and commu- 
nication patterns, and then concludes that these point to the 
family unit as the pathogenic root that requires therapeutic in- 
tervention. Such an assertion has little to do with the problems 
of private family practice; it also makes conclusions for which 
none of these studies provide adequate data. Families with a 
schizophrenic member certainly may benefit from treatment to 
help them cope and set limits for the patient’s benefit as well as 
their own, but the assertion that the interactional patterns are 
causal factors in the illness is unproven and can be detrimental 
to the amelioration of a family’s problems through family ther- 
apy. One practical problem that is ignored in this chapter is the 
small number of families for which such therapy is indicated— 
certainly an insufficient number to support full-time practice 
based on family work for a substantial number of practitioners. 

Such a criticism can also be leveled at Dr. Siegel’s chapter on 
“Special Problems in a Group Psychotherapy Practice.” While 
many private practitioners of psychiatry combine both group 
and family treatment with their work with individual patients, 
individual treatment is still the mainstay for the majority of cli- 
nicians. 

Special attention should be called to a section of the late Dr. 
Haim Ginott’s otherwise practical chapter on “The Private 
Practice of Child Therapy: Fire in Therapy.” Ginott makes the 
incredible statement that “fire is a most therapeutic agent for 
aggressive preadolescents.”’ He then proceeds to seriously ex- 
plain the technique of using fire: “The wood is burned in an 
enamel basin, half filled with water and set on a large asbestos 
pad.... The rule of the room is, ‘Fire over water.’ ”’ In my esti- 
mation this is both an impractical and a dangerous technique to 
use with aggressive youngsters aged nine to 13, particularly if 
they are having problems with aggression. 1 would side with 
many parents who have raised their children to have an appro- 
priate fear of playing with matches, and I would suggest that 
they not continue their child in treatment with a therapist who 
is attracted to such dangerous games. 
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The last two chapters of the book contain valuable material 
that is neither overly simple nor clichéd. In the chapter on “Law 
and Private Practice’ Jurow and Mariano present material that 
should be reassuring to individuals in private practice. With few 
exceptions, lawsuits against psychiatrists (those not using EST) 
have been uniformly unsuccessful. In the two cases reviewed in 
this chapter, where the judgment was in favor of the plaintiff, 
the conduct of the therapists was so questionable that most cli- 
nicians can relax about the threat of a successful lawsuit. 
Greenspan’s chapter on “Accounting, Tax, Retirement and Es- 
tate Aspects of the Psychotherapist’s Practice” is particularly 
useful because it presents clearly and objectively some of the 
advantages and disadvantages of incorporation for the private 
practitioner. 

Since this is not a systematic textbook on private practice, 
there appears to be little advantage to reading it as opposed to 
learning from experience and asking questions of more experi- 
enced colleagues. It may have some usefulness to graduates of 
residency programs in which both practical arrangements with 
patients and contact with supervisors in practice are minimal. 
However, even those feeling the need for a practical handbook 
on private practice will find it difficult to wade through a great 
deal of extraneous and inaccurate generalities to get at the prac- 
tical advice they seek in this book. 


HENRY J. FRIEDMAN, M.D. 
Boston, Mass. 


Handbook of Community Mental Health, edited by Stuart E. 
Golann and Carl Eisdorfer. New York, Appleton-Century- 
Crofts {Meredith Corp.), 1972, 956 pp., $29.95. 


This anthology of 42 essays and papers is designed, in the 
words of the editors, to provide theoretical and practical bases 
for action in the context of community mental health.” 

As a whole, the book has an uneven quality, since some of the 
papers were prepared almost five years ago and have become 
somewhat outdated because of the rapid evolution of the com- 
munity mental health movement produced by social, economic, 
and political forces. An example of this is a lack of attention to 
the practical realities involved in the actual implementation of 
the strategies suggested without adequate funding—a particu- 
larly critical problem today. 

There is also little in this book that will be of interest to those 
primarily concerned with actual service delivery, since most of 
the chapters focus primarily on conceptualization and primary 
prevention strategies. 

Despite these criticisms, a review of the more rewarding sec- 
tions of the book may give the potential purchaser a clearer idea 
of what is relevant to community mental health today in this 
large volume. 

The book begins with a section on Community Systems and 
Behavior. Several of the papers offer the reader an incisive ex- 
amination of the problems that the mental health system faces 
in attempting to create a relevant interaction with other human 
service systems. This is particularly important today as we be- 
gin to appreciate how mental health problems often become 
identified first in the context of these other systems and how 
services to people require a more effective integration of these 
systems and their service components. Of note are the chapters 
by Papp and Papp on religion and mental health, by Shah on 
the criminal justice system, and by Whitman on the social wel- 
fare system. 

In the next section, which deals with the Prevention of Dis- 
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order and the Promotion of Effectiveness, the paper by the 
Dohrenwends is valuable in highlighting the problems associ- 
ated with the identification of the “case.” This paper relates 
well to those in the previous section because it highlights the 
difficulty of identifying the case when many individuals initially 
present for help at the “doors” of other service systems rather 
than the mental health service system. 

The third major section of this volume is devoted to strategies 
of primary prevention and intervention. Many of the chapters 
in this section suffer from an overemphasis on reviews of the lit- 
erature and an underemphasis on new conceptualizations. How- 
ever, the chapters by Grossman and Quinlan, by Kellam and as- 
sociates, and by Schiff offer the reader insights into the 
practical problems and difficulties associated with the initiation 
of a mental health service strategy in various community set- 
tings. 

The final chapters deal with training and are organized 
through a disciplinary focus. These chapters provide excellent 
reviews of the status of training in community mental health for 
each of the mental health disciplines; but they are not pulled to- 
gether and do not address the pressing current problem of how 
various training programs, with their diverse orientations, can 
be integrated into an effective mental health training system. By 
retaining the disciplinary focus, the editors may have missed an 
important opportunity to address the problem of what new 
strategies will be needed to provide a broader base for the train- 
ing of mental health professionals and to counter the over- 
whelming loss of funds to support this critical endeavor. 

However, despite these gaps many of these chapters will be of 
interest to community mental health professionals and para- 
professionals and will provide them with a better understanding 
of some of the important conceptual issues that face community 
mental health today. 


ALLAN BEIGEL, M.D. 
Tucson, Ariz. 


The Effect of Stress on Dreams, by Louis Breger, Ph.D., Ian 
Hunter, Ph.D., and Ron W. Lane, Ph.D. New York, Inter- 
national Universities Press, 1972, 210 pp., $8.50. 


The authors of this book attempt to address the core problem 
facing research on the psychology of the dream, namely, does 
the dream have any functional (adaptive) significance(s)? They 
conclude succinctly, on the last page of their monograph, that 
dreaming “‘plays no role in adaptation to the world.” 

If we are to accept the authors’ statement that dreams have 
no adaptive significance, we must look seriously at the evidence 
they present for this conclusive answer to a very basic question. 
As I have suggested (1), research directed toward establishing a 
psychological function (or functions) for dreaming must utilize 
a wake-sleep-wake paradigm and must make appropriate psy- 
chological measurements at each point in the continuum, being 
careful to stay at the same level of conceptualization through- 
out. If dreaming has an adaptive significance, then it must alter 
some psychological function. Therefore the psychological state 
in wakefulness must be assessed, related to the succeeding 
dream experiences, and then, based on what the dream experi- 
ences were like, must result in an altered psychological state 
subsequent to that particular dream experience, 

The authors base their conclusion, 1.e., that dreaming has no 
adaptive significance, on the results of two brief studies, one of 
focused group therapy involving four subjects and the other of 
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five patients facing surgery. Rapid-eye-movement dreams, col- 
lected before and after an arousing émotional experience, are 
thematically related to the patients’ prior waking experiences 
and quantitative aspects of the dreams are compared. 

The experimental design examines the dream report as reac- 
tive to the prior waking experience, and no measurement is 
made immediately after the night of dreaming. For that matter, 
neither 1s there measurement of the subjects’ psychological 
state before sleep. Having conducted two experiments, in each 
of which there was barely more than a handful of patients and 
whose very design precludes measuring the result of the experi- 
ence of dreaming, does not permit one to make any conclusions 
about the possible adaptive significance(s) of the dream. 

It is indeed unfortunate that the authors do not exploit one of 
their stated reasons for studying dreams in the laboratory: the 
fact that a number of dreams in sequence can be collected on a 
given night, which they see as valuable data for studying dream 
function. If dreams are an effort at mastering, in some sense, 
current stress or current conflict, wouldn’t a study of the mode 
or modes of processing the conflict through the series of dreams 
and the subject’s resultant state in the morning, perhaps com- 
pared with his state in the evening, be a test of the adaptive 
function of the dream, which they so cavalierly dismiss? 

Drs. Breger, Hunter, and Lane do perform a valuable service 
in their theoretical sections for those clinicians and researchers 
interested in dreaming. They call attention to the shortcomings 
of classical Freudian dream theory and illustrate how Freud’s 
ancillary view of the dream as an attempt to master a traumatic 
state relates to the current view of the dream as an emotional 
problem-solving attempt by the dreamer. They briefly describe 
an interesting version of this problem-solving dream function in 
their cognitive-information processing model of dreaming. 

I can certainly agree with the authors’ conviction that dreams 
are an “effort on the part of the subject to come to grips with 
himself. ...” However, given our current state of knowledge 
and the results of the authors’ experiments, I cannot agree with 
their conclusion that ‘dreaming... plays no role in adaptation 
to the world....” 
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Adolescents Grow in Groups: Experiences in Adolescent Group 
Psychotherapy, edited by Irving H. Berkovitz, M.D. New York, 
Brunner/ Mazel, 1972, 243 pp., $10. 


The accelerating demand for psychiatric services for adoles- 
cents makes the arrival of a new book dealing with issues in 
therapy geared to this age group a welcome event. Adolescents 
Grow in Groups is a collection of clinical essays that cover a 
wide spectrum of group therapy settings for teen-agers. This 
book is a vehicle for therapists of differing theoretical per- 
suasions and training to recount their experiences in running 
groups with young people. There are two major sections to the 
book—one dealing with outpatient and community groups and 
the other with hospital and residential settings. 

Many of the papers (some fascinating, others dull) are 
presented with little editorial attempt to summarize, compare, 


or evaluate the major points raised in the essays. Major points 
of controversy do occur among the papers concerning such is- 
sues as the optimal degree of therapeutic activity, the relative 
importance of commenting upon ongoing group process, and 
the degree of structure and control needed for therapeutic work 
with adolescents. Missing in this breathless rush of papers is a 
pause for consideration of those areas of commonality and 
points of fundamental disagreement among the authors. There 
is little discussion of the changes in theory and techniques of 
group work with adolescents that have occurred in the past two 
decades. Indeed, many of the authors present their material, 
hailing the “brave new world” of group therapy for teen-agers, 
with scant reference to past work in this area. 

Several papers stand out in this collection because of the di- 
rectness and integrity of their presentation, particularly Play- 
ing It by Ear in Answering the Needs of a Group of Black Teen- 
agers” by Dana B. Stebbins, M.S.W., and “Turning on the 
Turned Off: Active Techniques with Depressed Drug Users in a 
County Free Clinic” by Priscilla A. Slagle, M.D., and Dianne 
S. Silver, M.A. The chapter written by Dr. Berkovitz, which 
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deals with the structure, process, and setting of adolescent 
groups, is particularly valuable for the clinician beginning such 
work. He instructs on such important details as the size of the 
group, the optimal length and frequency of its meetings, the use 
of cotherapists, and the preferred age and diagnostic mix of the 
patients. 

The common thread unifying most of these essays ts the call 
for the therapist to make himself real to his patients while re- 
taining a sense of professional concern and objectivity. The au- 
thors stress the importance of flexibility in dealing with young 
patients and the need for freedom to use a variety of techniques 
(psychoanalysis, gestalt therapy, psychodrama) in helping ado- 
lescents to feel comfortable in sharing their problems with 
peers. A better organized, more scholarly book could have been 
compiled on this subject; yet the sheer enthusiasm of the au- 
thors and the challenging nature of the clinical material make 
this book a valuable addition to the therapeutic literature. 


LEONARD S. ZEGANS, M.D, 
New Haven, Conn. 
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e Enhances chances for rehabilitation... 

promotes acceptance socially, in the 

family, and on the job because of sus- 

stained control of symptomatology. 

e Eases family adjustment by eliminating 

concern about “taking his medicine.” 

e Avoids the potential dangers of stock- 
piling, particularly for the suicidal. 

e Once administered, therapy cannot be 

altered by the patient, by his family, or 
by anyone else. 

e The unique advantages of controlled 

drug delivery apply equally to the pa- 

tient who has never been hospitalized. 


Weakening of psvchological defenses= 
every tablet reminds him of his problem. 


They are advantages that can help make 
custodial care unnecessary as long as 
treatment continues. 


Controlled drug delivery saves time, 
reduces cost in the hospital, clinic, office 
Saves time in the hospital: 


18 PATIENTS 18 PATIENTS 

















8am. % hr. | injection 
2p.m. % hr. every 14 days for 
6p.m. % hr. most patients 









=2! 4 minutes 
Prins oe required for each 
$ injection (approx.) 
2% hrs. X 14 days 
=31' hrs. 
of nursing time 
every 14 days 


NURSING TIME SAVED IN 14 DAYS: 
30 hours, 20 minutes* 







=1 hr. 10 minutes 
nursing time 
in 14 days 





Saves time in the clinic and in the office: 
Most patients report for their injections 
only once in every two-week period. 





Prolixin Decanoate (Fluphenazine 
Decanoate Injection) also offers the con- 
venience of easy-to-use Unimatic® 
Syringes: Unimatic single-dose pre- 
assembled syringes and Unimatic car- 
tridge-needle units with a reusable plastic 
holder. Vials of 5 cc. Prolixin Decanoate 
are available for use with dry syringes 
and needles (at least 21 gauge). Use of a 
wet needle may cause the solution to be- 
come cloudy. 





N.B. Extrapyramidal reactions occur fre- 
quently. Most often they are reversible 
and can usually be controlled by admin- 
istration of antiparkinsonian drugs. How- 
ever, in some instances, they are persis- 
tent—particularly in the case of tardive 
dyskinesia (see Adverse Reactions sec- 
tion of Brief Summary). Patients should 
be forewarned and reassured. 
References: 1. Kinross-Wright, V. J.: Cited 
in Med. Tribune, Sept. 13, 1965, pp. 1, 27. 
2. Goldberg, H. L., DiMascio, A. and Chaud- 
hary, B.: Psychosomatics 11:173, May-June 
1970. 3. Keskiner, A. et al.: Arch. Gen. Psy- 
chiatry 18:477, Apr. 1968. 4. Platt, R.: Br. J. 
Social Psychiatry 2:187, 1968. 
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PROLIXIN: DECAN OAIE 


(FLUPHENAZINE DECANOATE INJECTION) 


For product Brief Summary, see following page. 
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Controlled Drug Delivery 


in schizophrenia with 





PROLIXIN’ DECANOATE 


(FLUPHENAZINE DECANOATE INJECTION) 


BRIEF SUMMARY 

Prolixin Decanoate (Fluphenazine Decano- 
ate Injection) provides 25 mg. fluphenazine 
decanoate per cc. in a sesame oil vehicle with 
1.2% (w/v) benzyl alcohol as a preservative. 


CONTRAINDICATIONS: In presence of 
suspected or established subcortical brain 
damage. In patients who have a blood dyscra- 
sia, liver damage or renal insufficiency, or 
who are receiving large doses of hypnotics, 
or -who are comatose or severely depressed. 
In patients who have shown hypersensitivity 
to fluphenazine; cross-sensitivity to pheno- 
thiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities 
required for driving a car or operating heavy 
machinery may be impaired by use of this 
drug. Physicians should be alert to the pos- 
sibility that severe adverse reactions may 
occur which require immediate medical at- 
tention. Potentiation of effects of alcohol 
may occur. Safety for use during pregnancy 
has not been established; weigh possible haz- 
ards against potential benefits if adminis- 
tered during pregnancy. Safety and efficacy 
in children have not been established be- 
cause of inadequate experience in use in 
children. 


PRECAUTIONS: Caution must be exercised 
if another phenothiazine compound caused 
cholestatic jaundice, dermatoses or other 
allergic reactions because of the possibility 
of cross-sensitivity. When psychotic patients 
on large doses of a phenothiazine drug are 
to undergo surgery, hypotensive phenomena 
should be watched for; less anesthetics or 
central nervous system depressants may be 
required. Because of added anticholinergic 
effects, fluphenazine may potentiate the 
effects of atropine. 

Use fluphenazine decanoate cautiously in 
patients exposed to extreme heat or phos- 
phorus insecticides; in patients with ulcer 
disease history since aggravation of peptic 
ulcer has occurred; in patients with history 
of convulsive disorders since grand mal con- 
vulsions have occurred; and in patients with 
special medical disorders such as mitral in- 
sufficiency or other cardiovascular diseases, 
and pheochromocytoma. Bear in mind that 
with prolonged therapy there is the possibil- 
ity of liver damage, pigmentary retinopathy, 
lenticular and corneal deposits, and devel- 
opment of irreversible dyskinesia. 

Fluphenazine decanoate should be admin- 
istered under the direction of a physician 
experienced in the clinical use of psycho- 
tropic drugs. Periodic checking of hepatic 
and renal functions and blood picture should 
be done. Renal function of patients on long- 
term therapy should be monitored; if BUN 
becomes abnormal, treatment should be dis- 
continued. “Silent pneumonias” are possible. 


ADVERSE REACTIONS: Central Nervous 
System—Extrapyramidal symptoms are most 
frequently reported. These include pseudo- 
parkinsonism, dystonia, dyskinesia, akathisia, 
oculogyric crises, opisthotonos, and hyper- 
reflexia; most often these are reversible, but 
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they may be persistent. One can expect a 
higher incidence of such reactions with flu- 
phenazine decanoate than with less potent 
piperazine derivatives or straight-chain phe- 
nothiazines. The incidence and severity will 
depend more on individual patient sensitiv- 
ity, but dosage level and patient age are 
also determinants. As these reactions may 
be alarming, the patient should be fore- 
warned and reassured. These reactions can 
usually be controlled by administration of 
antiparkinsonian drugs such as benztropine 
mesylate or intravenous Caffeine and Sodi- 
um Benzoate Injection U.S.P, and by sub- 
sequent reduction in dosage. 

Persistent Tardive Dyskinesia: As with all 
antipsychotic agents, persistent and some- 
times irreversible tardive dyskinesia may 
appear in some patients on long-term ther- 
apy or may occur after discontinuation of 
drug. The risk seems greater in elderly 
patients, especially females, on high dosages. 
The syndrome is characterized by rhythmi- 
cal involuntary movements of tongue, face, 
mouth, or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chew- 
ing movements) ‘and may be accompanied 
by involuntary movements of extremities. 
There is no known effective therapy for 
tardive dyskinesia; usually the symptoms are 
not alleviated by antiparkinsonism agents. If 
the symptoms appear, discontinuation of all 
antipsychotic agents is suggested. The syn- 
drome may be masked if treatment is rein- 
stituted, or drug dosage increased, or a 
different antipsychotic agent used. Reports 
are that fine vermicular movements of the 
tongue may be an early sign of the syndrome 
which may not develop if medication is 
stopped at that time. 

Phenothiazine derivatives have been 
known to cause restlessness, excitement, or 
bizarre dreams and reactivation or aggrava- 
tion of psychotic processes may be encoun- 
tered. If drowsiness or lethargy occur, the 
dosage may have to be reduced. Dosages, 
far in excess of the recommended amounts, 
may induce a catatonic-like state. 

Autonomic Nervous System—Hyperten- 
sion and fluctuations in blood pressure have 
been reported. Although hypotension is rare- 
ly a problem, patients with pheochromocy- 
toma, cerebral vascular or renal insufficiency 
or severe cardiac reserve deficiency such as 
mitral insufficiency appear to be particularly 
prone to this reaction and should be ob- 
served carefully. Supportive measures includ- 
ing intravenous vasopressor drugs should 
be instituted immediately should severe hy- 
potension occur; Levarterenol Bitartrate In- 
jection U.S.P is the most suitable drug; 
epinephrine should not be used since pheno- 
thiazine derivatives have been found to re- 
verse its action. Nausea, loss of appetite, 
salivation, polyuria, perspiration, dry mouth, 
headache and constipation may occur. Re- 
ducing or temporarily discontinuing the dos- 
age will usually control these effects. Blurred 
vision, glaucoma, bladder paralysis, fecal 
impaction, paralytic ileus, tachycardia, or 
nasal congestion have occurred in some pa- 


tients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, 
peripheral edema, abnormal lactation, gyneco- 
mastia, menstrual irregularities, false results 
On pregnancy tests, impotency in men and 
increased libido in women have occurred 
in some patients on phenothiazine therapy. 

Allergic Reactions—Itching, erythema, urti- 
caria, seborrhea, photosensitivity, eczema 
and exfoliative dermatitis have been reported 
with phenothiazines. The possibility of ana- 
phylactoid reactions should be borne in mind. 

Hematologic—Blood dyscrasias including 
leukopenia, agranulocytosis, thrombocyto- 
penic or nonthrombocytopenic purpura, 
eosinophilia, and pancytopenia have been 
observed with phenothiazines. If soreness of 
the mouth, gums or throat or any symptoms 
of upper respiratory infection occur and con- 
firmatory leukocyte count indicates cellular 
depression, therapy should be discontinued 
and other appropriate measures instituted 
immediately. 

Hepatic—Liver damage manifested by cho- 
lestatic jaundice, particularly during the first 
months of therapy, may occur; treatment 
should be discontinued. A cephalin floccula- 
tion increase, sometimes accompanied by 
alterations in other liver function tests, has 
been reported in patients who have had no 
clinical evidence of liver damage. 

Others—Sudden deaths have been reported 
in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be 
predisposing factors. High doses should be 
avoided in known seizure patients. Shortly 
before death, several patients showed flare- 
ups of psychotic behavior patterns. Autopsy 
findings have usually revealed acute fulmi- 
nating pneumonia or pneumonitis, aspiration 
of gastric contents, or intramyocardial le- 
sions. Although not a general feature of flu- 
phenazine, potentiation of central nervous 
system depressants such as opiates, analge- 
sics, antihistamines, barbiturates, and alco- 
hol may occur. 

Systemic lupus erythematosus-like syn- 
drome, hypotension severe enough to cause 
fatal cardiac arrest, altered electrocardio- 
graphic and electroencephalographic tracings, 
altered cerebrospinal fluid proteins, cerebral 
edema, asthma, laryngeal edema, and angio- 
neurotic edema; with long-term use, skin 
pigmentation and lenticular and corneal 
opacities have occurred with phenothiazines. 
Local tissue reactions occur only rarely with 
injections of fluphenazine decanoate. 

For full prescribing information, consult 
package insert. 


HOW SUPPLIED: 1 cc. Unimatic® single 
dose preassembled syringes and cartridge- 
needle units, and 5 cc. vials. 
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BALDPATE, INC. 






A PRIVATE PSYCHIATRIC HOSPITAL 
GEORGETOWN, MASS. 01830 
(617) 352-2131 









Located 30 miles north of Boston on 130 acres, 
set among peaceful meadows bordering a quiet 
lake and wooded hill, Baldpate presents a relaxing 
atmosphere to the problem-beset patient. 












Baldpate is an active treatment hospital for psy- 
choses, neuroses, alcoholism, and drug addiction. 






Psychotherapy, somatic therapy, milieu therapy, 
and pharmacotherapy are available from qualified 
physicians. There is also occupational and recrea- 
tional therapy under the direction of trained thera- 
pists. 








Single rooms with and without bath, shared 
accommodations, and cottages are available. 
Most major health insurance plans acceptable. 







PATRICK J. QUIRKE, M.D. 
Medical Director 






IBRAHIM BAHRAWY, M.D. 
Clinical Director 
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patients most in need of 
phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental. and/or physical 
abilities requirec for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia or hypotension and those with prostatic 
hypertrophy. Dysuria may occur, but rarely becomes a problem. Large doses may cause 
complaints of weakness and inability to move particular muscle groups, requiring dosage 
adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment or if dosage is increased. Masking action on possible development 
of permanent extrapyramidal symptoms with prolonged phenothiazine therapy has not 
been investigated. Patients with a poor mental outlook are usually poor candidates 
for therapy. 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcohalic, those who have central nervous system disease, those who 
do manual labor in a hot environment, and those. with disturbances in sweating. If anhi- 
drosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 
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Aclear. 
demonstration 


of Dalmane Sleep research laboratory 
(flurazepam HCI) clinical evaluations have 


m repeatedly demonstrated the 
effectiveness consistent effectiveness of 
e Dalmane (flurazepam HCl)!-? 
In a series of three double-blind trials, each assessing the 
effectiveness of a different sleep agent (chloral hydrate 1000 mg, 
glutethimide 500 mg and Dalmane 30 mg) it was reported? that only 
Dalmane induced and maintained sleep throughout a two-week 
period of use. Although chloral hydrate and glutethimide were 
effective in inducing and maintaining sleep initially, a significant 
reduction of effectiveness developed in one or more parameters by 
the end of the administration period. By contrast a single 30-mg 


capsule of Dalmane continued to provide a favorable sleep response 
in all patients studied. 


On Dalmane (flurazepam HCl)... 
patients fell asleep faster** 


CHLORAL DALMANE . 
HYDRATE a (flurazepam HCI) 
1000 mg 8 30 mg 


115.9% 





CHLORAL DALMANE 
HYDRATE eee ere” (flurazepam HCI) 
1000 mg 8 30 mg 





The effectiveness of Dalmane (flurazepam HCl), as 
demonstrated in the above studies? has been corroborated 


by four geographically separated sleep 
research laboratory/clinical studies.? 46.8 
Different investigators, using identical 
protocols, reported similar findings. On 
average, one 30-mg capsule of Dalmane (f 
induced sleep within 17 minutes, reduced 


hours of sleep without repeating dosage. 








3 placebo 
baseline 
nights 


NS first 3 
N medication 
nights 


12-14th 
medication 
nights 


*Data shown 
as percent 
of baseline 
established 
during 3 
placebo 
nights. 


Dalmane 
urazepam HU 


; , 3 : One 30-mg capsule h.s.— usual adult dosage 
nighttime awakenings and provided 7to8 (15 mg may suffice in some patients). 

One 15-mg capsule h.s.— initial dosage for 
elderly or debilitated patients. 





® 


when restful sleep 
is indicated 


Please see following page for a summary of Complete Product Information. 


Sleep research - 
laboratory clinical 
studies confirm 
the effectiveness 


of Dalmane 
(lurazepam HCI) 


when restful sleep 

1s indicated 

m Patients fell asleep 
faster 

m Slept longer 
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Before prescribing Dalmane (flurazepam 
HCI), please consult Complete Product 
Information, a summary of which follows: 


Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits; and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCl. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 

Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 

on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 


Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occurrences 





of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 
salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, 
hallucinations, and elevated SGOT, SGPT, 
total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
have also been reported in rare instances. 


Dosage: Individualize for maximum beneficial 
effect. Adults: 30 mg usual dosage; 15 mg 
may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 


Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCI. 
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This man will 
self-destruct... 


= 


ALCOHOLISM 


shortens the n 
abusers life-span 
by 10 to 12 years’ 


Private problem/ 
Public menace 


Besides having a shortened 
life expectancy, the alcoholic is 
roughly twice as likely to develop 
hypertension, ulcers, or cerebro- 
vascular disease; 29 times as likely >. f m O 
to develop cirrhosis of the liver; and ae. ca 2 i F 
58 times as apt to commit suicide as the non- ae ari 
alcoholic. Moreover, an estimated 28,000 auto- 
mobile deaths each year involve drinking drivers, 
and alcohol addiction, directly or indirectly, 
causes almost half of all the crimes in this country. 


ANTABUSE” (disulfiram) 
when he’s ready for help 


For almost 25 years, ANTABUSE has proved its 
effectiveness as a medical adjunct in the management 
of alcoholics who are motivated to recover. ANTABUSE 
offers strong deterrent action to help them maintain 
sobriety and participate in a total treatment program, 
including supportive measures such as psychotherapy and/ 
or concerned people, agencies, or organizations (e.¢., 
Alcoholics Anonymous). 


When you prescribe ANTABUSE and the alcoholic patient 
accepts it, he strengthens his resolve to stop drinking with 
each daily tablet he takes. If he drinks while the ANTABUSE 
effect remains in his bloodstream, he will become intensely ill. 
The patient must be given a clear and detailed account of the 
effects of ingesting even a small amount of alcohol after he has 
taken ANTABUSE, and must be told that such effects may occur 
even up to 14 days after the last dose. This factor deters impul- 
sive drinking, shores up the patient’s resolve, and helps enforce 
his sobriety. And, since ANTABUSE is nonhabituating, there’s 
no chance of cross-addiction...a decided advantage in helping 
the motivated alcoholic stay on a long-term rehabilitation 


program. 


*According to the National Institute on Alcohol Abuse and Alcoholism, alcohol 
abusers are estimated to shorten their life-span by an average of 10 to 12 years. 


A42 


BRIEF SUMMARY 

(For full prescribing information, see package circular.) 

ANTABUSE® (disulfiram) In Alcoholism 

INDICATION: ANTABUSE is an aid in the management of selected 
chronic alcoholic patients who want to remain ina state of enforced 
sobriety so that supportive and psychotherapeutic treatment may be 
applied to best advantage. (Used alone, without proper motivation 
and without supportive therapy, ANTABUSE is not a cure for alcohol- 
ism, and it is unlikely that it will have more than a brief effect on the 
drinking pattern of the chronic alcoholic.) 

CONTRAINDICATIONS: Patients who are receiving or have recently 
received metronidazole, paraldehyde, alcohol, or alcohol-containing 
preparations, e.g. cough syrups, tonics, and the like, should not be 
given ANTABUSE. 

ANTABUSE is contraindicated in the presence of severe myocardial 
disease or coronary occlusion, psychoses, or hypersensitivity. 


ANTABUSE 


oe DISULFRM 


A strong deterrent 
for the alcoholic who 
doesnt want to drink 


WARNINGS: ANTABUSE should never be administered to a patient 
when he is ina state of alcohol intoxication or without his full 
knowledge. 


The physician should instruct relatives accordingly. 
















The patient must be fully informed of the ANTABUSE-alcohol re- 
action. He must be strongly cautioned against surreptitious drinking 
while taking the drug, and he must be fully aware of possible conse- 
quences. He should be warned to avoid alcohol in disguised form, 

I.e. in sauces, vinegars, cough mixtures, and even aftershave lotions 
and back rubs. He should also be warned that reactions may occur 
with alcohol up to 14 days after ingesting ANTABUSE. 


THE ANTABUSE-ALCOHOL REACTION: ANTABUSE plus alcohol, 
even small amounts, produces flushing, throbbing in head and neck, 
throbbing headache, respiratory difficulty, nausea, copious vomiting, 
Sweating, thirst, chest pain, palpitation, dyspnea, hyperventilation, 
tachycardia, hypotension, syncope, marked uneasiness, weakness. 
vertigo, blurred vision, and confusion. In severe reactions there may 
be respiratory depression, cardiovascular collapse, arrhythmias, 
myocardial infarction, acute congestive heart failure, unconscious- 
ness, convulsions, and death. 


The intensity of the reaction varies with each individual, but is gener- 
ally proportional to the amounts of ANTABUSE (disulfiram) and 
alcohol ingested. Mild reactions may occur in the sensitive individual 
when the blood alcohol concentration is increased to as little as 5 to 
10 mg. per 100 cc. Symptoms are fully developed at 50 mg. per 

100 cc., and unconsciousness usually results when the blood alcohol 
level reaches 125 to 150 mg. 


The duration of the reaction varies from 30 to 60 minutes to several 
hours in the more severe cases, or as long as there is alcohol in the 
blood. 


DRUG INTERACTIONS: Disulfiram appears to decrease the rate at 
which certain drugs are metabolized and so may increase the blood 
levels and the possibility of clinical toxicity of drugs given 
concomitantly. 


Disulfiram should be used with caution in those patients receiving 
diphenylhydantoin and its congeners, since toxic levels of these anti- 
epileptic agents have been reported during concomitant disulfiram 
therapy. 


It may be necessary to adjust the dosage of oral anticoagulants upon 
beginning or stopping disulfiram, since disulfiram may prolong 
prothrombin time. 


Patients taking isoniazid when disulfiram is given should be observed 
for the appearance of unsteady gait or marked changes in mental 
Status and the disulfiram discontinued if such signs appear. 


CONCOMITANT CONDITIONS: Because of the possibility of an acci- 
dental ANTABUSE-alcohol reaction, ANTABUSE (disulfiram) should 
be used with extreme caution in patients with any of the following 
conditions: diabetes mellitus, hypothyroidism, epilepsy, cerebral 
damage, chronic and acute nephritis, hepatic cirrhosis or 
insufficiency. 


Alcoholisrn ANTABUSE® 


(disulfiram) 


USAGE IN PREGNANCY: The safe use of this drug in pregnancy has 
not been established. Therefore, ANTABUSE should be used during 
pregnancy only when, in the judgment of the physician, the probable 
benefits outweigh the possible risks. 


PRECAUTIONS: It is suggested that every patient under treatment 
carry an Identification Card. stating that he is receiving ANTABUSE 
and describing the symptoms most likely to occur as a result of the 
ANTABUSE-alcohol reaction. In addition, this card should indicate the 
physician or institution to be contacted in emergency. (Cards may be 
obtained from Ayerst Laboratories upon request.) 


Alcoholism may accompany or be followed by dependence on narcot- 
ics or sedatives. Barbiturates have been administered concurrently 
with ANTABUSE (disulfiram) without untoward effects, but the 
possibility of initiating a new abuse should be considered. 


Base line and follow-up transaminase tests (10-14 days) are 
suggested to detect any hepatic dysfunction that may result with 
ANTABUSE therapy. In addition, a complete blood count anda 
sequential multiple analysis-12 (SMA-12) test should be made every 
six months. 


ADVERSE REACTIONS: (See Contraindications, Warnings, and 
Precautions.) 


Occasional skin eruptions are, as a rule, readily controlled by con- 
comitant administration of an antihistaminic drug. 


In a small number of patients, a transient mild drowsiness, fatiga- 
bility, impotence, headache, acneform eruptions, allergic dermatitis, 
or a metallic or garlic-like aftertaste may be experienced during the 
first two weeks of therapy. These complaints usually disappear spon- 
taneously with the continuation of therapy or with reduced dosage. 


Psychotic reactions have been noted, attributable in most cases to 
high dosage, combined toxicity (with metronidazole or isoniazid), or 
to the unmasking of underlying psychoses in patients stressed by the 
withdrawal of alcohol. 


There have been reports of polyneuritis and peripheral neuritis, and 
rare instances of optic neuritis. One case of cholestatic hepatitis has 
been reported, but its relationship to ANTABUSE has not been 
unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE (disulfiram) should 
never be administered until the patient has abstained from alcohol 
for at least 12 hours. 


INITIAL DOSAGE SCHEDULE: In the first phase of treatment, a 
maximum of 500 mg. daily is given in a single dose for one to two 
weeks. Although usually taken in the morning, ANTABUSE may be 
taken on retiring by patients who experience a sedative effect. Alter- 
natively, to minimize, or eliminate, the sedative effect, dosage may be 
adjusted downward. 


MAINTENANCE REGIMEN: The average maintenance dose is 
250 mg. daily (range, 125 to 500 mg.); it should not exceed 500 mg. 
daily. 


NOTE: Occasional patients, while seemingly on adequate mainte- 
nance doses of ANTABUSE, report that they are able to drink alco- 
holic beverages with impunity and without any symptomatology. All 
appearances to the contrary, such patients must be presumed to be 
disposing of their tablets in some manner without actually taking 
them. Until such patients have been observed reliably taking their 
daily ANTABUSE tablets (preferably crushed and well mixed with 
liquid), it cannot be concluded that ANTABUSE is ineffective. 


DURATION OF THERAPY: The daily, uninterrupted administration of 
ANTABUSE must be continued until the patient is fully recovered 
socially and a basis for permanent self-control is established. 
Depending on the individual patient, maintenance therapy may be 
required for months or even years. 


TRIAL WITH ALCOHOL: During early experience with ANTABUSE. it 
was thought advisable for each patient to have at least one super- 
vised alcohol-drug reaction. More recently, the test reaction has been 
largely abandoned. Furthermore, such a test reaction should never 
be administered to a patient over 50 years of age. Aclear, detailed, 
and convincing description of the reaction is felt to be sufficient in 
most cases. 


However, where a test reaction is deemed necessary, the Suggested 
procedure is as follows: 


After the first one to two weeks’ therapy with 500 mg. daily, a drink of 
15 cc. ('2 oz.) of 100 proof whiskey or equivalent is taken slowly. This 
test dose of alcoholic beverage may be repeated once only so that the 
total dose does not exceed 30 cc. (1 oz.) of whiskey. Once a reaction 
develops, no more alcohol should be consumed. Such tests should be 
carried out only when the patient is hospitalized, or comparable 
supervision and facilities, including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)-ALCOHOL REAC- 
TION: In severe reactions, whether caused by an excessive test dose 
or by the patient's unsupervised ingestion of alcohol, supportive 
measures to restore blood pressure and treat shock should be insti- 
tuted. Other recommendations include: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), vitamin C intravenously 
in massive doses (1 Gm.), and ephedrine sulfate. Antihistamines have 
also been used intravenously. Potassium levels should be monitored 
particularly in patients on digitalis since hypokalemia has been 
reported. 


HOW SUPPLIED: No. 809— Each tablet (scored) contains 250 meg. 
disulfiram, in bottles of 100. No. 810— Each tablet (scored) contains 
500 mg. disulfiram, in bottles of 50 and 1,000. 
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Thigh rubbing 


Torticollis 





Rigidity 








Tablets and Elixir: Indications: FDA has 
evaluated this drug as Effective as an 
adjunct in the therapy of the indications 
listed below under SEQUELS. 


*INDICATIONS FOR ARTANE SEQUELS: 

Based on a review of this drug in sus- 
tained release form by the National 
Academy of Sciences-National Re- 
search Council and/or other informa- 
tion, FDA has classified the indications 
as follows: Probably effective as an 


adjunct in the therapy of all forms of 
parkinsonism (postencephalitic, arte- 
riosclerotic, and idiopathic) and for the 
use in the prevention or control of extra- 
pyramidal disorders due to central 
nervous system drugs such as reserpine 
and phenothiazines. 





Humanizer 


Propulsive gait 





WARNING: 
Patients to be treated should have a gonio- 
scope evaluation and close monitoring of 
intraocular pressures at regular periodic 
intervals. 
Precautions: Patients with cardiac, liver or 
kidney disorders orwith hypertension should 
be maintained under close observation. In 
long-term therapy, take care to avoid 
allergic and other untoward reactions. Use 
with caution in patients with glaucoma, ob- 
structive disease of the gastrointestinal or 
genitourinary tracts and in elderly males 
with possible prostatic hypertrophy. Geri- 
atric patients require strict dosage regula- 
tion. Incipient glaucoma may be 
precipitated. Periodic gonioscopic eval- 
uations in all patients to be treated with 
this or any related drug is advised. 
Adverse Reactions: Such effects as dry- 
ness of mouth, bluring of vision, dizziness, 
T a : nauseaornervousness will be experienced 
d f i by 30 to 50 per cent of patients. (These tend 
E i to lessen and can often be controlled by 
4 adjusting dosage.) Isolated instances of 
ei 4 suppurative parotitis, skin rashes, dilatation 
| of the colon, paralytic ileus, delusions, 
i | hallucinations and paranoia (1 doubtful 
E case) have been reported. Patients with 
arteriosclerosis or with a history of idiosyn- 
| ! crasy to drugs may exhibit mental con- 


| E E L LE 


fusion, agitation, disturoed behavior, 

l X ornauseaand vomiting. Ifa severe reac- 
Ys tionoccurs, discontinue drug fora few days, 
= then resume at lower dosage. Psychiatric 
EE disturbances can result from overdosage 
ey to sustain euphoria. Side effects of any 
® Tri i atropine-like drugs include constipation, 

E ARTANE® Trinexyphenidyl HCl. It can prevent or reverse the AEEA R WORE LG ean 


sometime dehumanizing extrapyramidal effects of the anti- tachycardia, dilation of the pupil, in- 


creased intraocular tension, weakness, 


psychotic drugs. W But without the drug buildup potential of vomiting and headache. Angle-closure 


cumulative action anticholinergics. W And at lower cost. GIGUCOMG Gue To: TONGS NSCOR 
with this drug has been reported. 


Tablets: ® 
2mgand5mg 

Elixir: 

2 mg/5 cc with 0.08% methyl- 

paraben, 0.02% propylpara- 


ben and 5% Alcohol as 


= em [RIHEXYPHENIDYL HCI 


pete TO REMOVE THE “CHEMICAL STRAITJACKET” 
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A CHANGE o 
FOR THE BETTER 


IN 
CLINICAL DEPRESSION 


Even before optimal 
antidepressant effect becomes 
evident, Sinequan (doxepin HCI) can 
help the clinically depressed patient 
Sleep better and feel less anxious. 
That's because Sinequan provides 
prompt sedative activity and marked 
antianxiety relief, in addition to its 
significant antidepressant effect. 

But that’s not all. Its incidence of 
Cardiovascular effects is low. 
Tachycardia and hypotension are 
infrequent. (Drowsiness is the most 
common side effect.) Moreover, 
Sinequan, unlike other tricyclic 
antidepressants, does not generally 
affect the activity of guanethidine 
and similarly acting compounds at 
usual Clinical doses (75-150 mg. per day). 


Sinequan —it could mean a change g 


SINEQUAN: - 


DOXEPIN 


25-mg., 50-mg. and new 100-mg. EMA 
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(See Brief Summary on following page for information on adverse 
reactions, contraindications, warnings and precautions.) 
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A CHANGE FOR THE BETTER IN CLINICAL DEPRESSION 


SINEQUAN 


DOXEPIN HCl 





25-mg., 50-mg. and new 100-mg. capsules 


BRIEF SUMMARY 

Sinequan® (doxepin HCI) Capsules 

Contraindications. Sinequan is contraindicated in individuals who have shown 
hypersensitivity to the drug. 

Sinequan is contraindicated in patients with glaucoma or a tendency to uri- 

nary retention. 
Warnings. Usage in Pregnancy: Sinequan has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal re- 
productive studies have not resulted in any teratogenic effects. 

Usage in Children: The use of Sinequan in children under 12 years of age is 
not recommended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported fol- 
lowing the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cautious 
initiation of therapy with Sinequan. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being used, the length of time it 
has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidins and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 159 mg. 
per day, Sinequan can be given concomitantly with guanethidine and related 
compounds without blocking the antihypertensive effect. At doses of 300 mg. 
per day or above, Sinequan does exert a significant blocking effect. In adcition, 
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Sinequan (doxepin HCl) was similar to the other structurally related psycho- 
therapeutic agents as regards its ability to potentiate norepinephrine response 
in the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
contirued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usu- 
ally ozcurs early in the course of treatment, and tends to disappear as therapy 
is cortinued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Otrer infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg,/day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients have 
been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to three 

weeks, antianxiety activity is rapidly apparent. 
Supply. Sinequan is available as capsules containing doxepin HCI equivalent 
to 10 mg., 25 mg., 50 mg., and 100 mg, of doxepin in bottles of 100, 1000, and 
unit-dose packages of 100 (10 x 10’s). 

More detailed professional information available on request. 
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New APA Task Force Reports 
Behavior Therapy in Psychiatry 


This comprehensive report reviews the historical development of behavior therapy, its efficacy for the treat- 
ment of psychiatric problems, its current forms and uses as weil as potential abuses, and its relationship to 
dynamic psychiatry. Approved for publication by the APA Council on Research and Development, the Report 
was prepared by a Task Force comprising Lee Birk, M.D., John Paul Brady, M.D., Alan J. Rosenthal, M.D., 
W. Douglas Skelton, M.D., Joseph B. Stevens, M.D., and Consultants Stephanie B. Stolz, Ph.D., Joseph V. 
Brady, Ph.D., Arnold A. Lazarus, Ph.D., James J. Lynch, Ph.D., and Edwin J. Thomas, Ph.D. 


Report No. 5 75 pages, June 1973 



















Single copy $3.50 





Patterns of Private ric Practice 


The Present and Future importance of Patterns of Private Psychiatric Practice in the ns. 
Delivery of Mental Health Services ; i 


This report marks the first formal statement the Association has ever issued delineating the vital role. of -its 

private practitioner members in the delivery of mental health services in the U.S. Contains sections on pat- 

terns of private practice, the economics of it, the impact of third party payments on it, its relation to the 

public sector, and an assessment of the overall contribution of the private sector to the treatment of mental 

iliness. Stresses the theme that any national system for the delivery of mental health services must be a 

“balanced mix” of both the private and public sectors, each reinforcing the other. Approved for publication . 
by the Council on Mental Health Services, the Report was prepared by a Task Force comprising Drs. Ewald 

Busse, Rogers J. Smith, Reed S. Andrus, Winston Cochran, Albert A. Lorenz, Robert L. Leopold, Louis W. 

Nie, and Consultants Alan |. Levenson, Zigmond M. Lebensohn, Walter E. Barton, and Mr. Robert L. 
Robinson. 


Report No. 6 29 pages, June 1973 Single copy $2.00 





Megavitamin and 
Orthomolecular Therapy in Psychiatry 


This comprehensive report reviews and evaluates claims for the effectiveness of the megavitamin rationale, 
clinical trials of NA and NAA with criticisms and attempts at replication, early clinical trials and attempts at 


replication, pellagra, schizophrenia and the question of NAD, the diagnosis of schizophrenia, patient selec- 
tion, and specific phase-treatment programs of orthomolecular psychiatrists, quantitative aspects of mega- 
vitamin therapy, incompatibility of Methyl-receptor and NAD positions, and toxicity. Published with the ap- 
proval of the Council on Research and Development, the Report was prepared by a Task Force comprising 
Drs. Morris Lipton, Thomas A. Ban, Francis J. Kane, Jerome Levine, and Consultant Richard Wittenborn, Ph.D. 


Report No. 7 54 pages, June 1973 : Single copy $3.00 
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uum\ntidepressant effect 
Dften apparent 
Nithin 3 to 5 days 


Mild accompanying anxiety—as well as 

Jsychosomatic complaints and other 

jepressive symptoms—usually 

Jisappear as the depression lifts. 
_ptimal response in most patients 
«vith 50 mg. t.i.d. Adolescents and 

elderly patients often do well 

5N lower dosage. 


Yertofrane 


desipramine hydrochlorideNF) 
an antidepressant that brings =e 
hings into focus—promptly 7 d 


PHARMACEUTICALS 








Pertofrane® 
(desipramine hydrochloride) 


Indication: For relief of mental depression. 
Contraindications: Do not use MAO inhibitors concomitantly 
or within 2 weeks of the use of this drug. Hyperpyretic crises or 
severe convulsive seizures may occur with such combinations; 
potentiation of adverse reactions can be serious or even fatal. 
When substituting Pertofrane in patients receiving an MAO 
inhibitor, allow an interval of at least 14 days. Initial dosage in 
such patients should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 
following recent myocardial infarction and in patients with a 
known hypersensitivity to tricyclic antidepressants. Warnings: 
Activation of psychosis may occasionally be observed in 
schizophrenic patients. Due to atropine-like effects and 
sympathomimetic potentiation, use only with the greatest care 
in patients with narrow-angle glaucoma or urethral or ureteral 
spasm. Do not use in patients with the following conditions 
unless the need outweighs the risk: severe coronary heart 
disease with EKG abnormalities, progressive heart failure, 
angina pectoris, paroxysmal tachycardia and active seizure 
disorder (may lower seizure threshold). This drug may block 
the action of the antihypertensive, guanethidine, and related 
adrenergic neuron-blocking agents. Hypertensive episodes 
have been observed during surgery. The concurrent use of 
other central nervous system drugs or alcohol may potentiate 
adverse effects. Since many such drugs may be used during 
surgery, desipramine should be discontinued prior to elective 
procedures. Caution patients on the possibility of impaired 
ability to operate a motor vehicle or dangerous machinery. Do 
not use in women who are or may become pregnant, or in 
children under 12 years of age, unless the clinical situation 
warrants the potential risk. Because of increased sensitivity to 
the drug, use lower than normal dosage in adolescent and 
geriatric patients. Precautions: Potentially suicidal patients 
require careful supervision and protective measures during 
therapy. Prescriptions should be limited to small quantities. 
Discontinuation of the drug may be necessary in the presence 
of increased agitation and anxiety shifting to hypomanic or 
manic excitement. Atropine-like effects may be more 
pronounced (e.g. paralytic ileus) in susceptible patients and in 
those receiving anticholinergic drugs (including 
antiparkinsonism agents). Prescribe cautiously in hyperthyroid 
patients and in those receiving thyroid medications; transient 
cardiac arrhythmias have occurred in rare instances. Periodic 
blood and liver studies should supplement careful clinical 
observations in all patients undergoing extended courses of 
therapy. Adverse Reactions: The following have been 
reported: Nervous System: dizziness, drowsiness, insomnia, 
headache, disturbed visual accommodation, tremor, 
unsteadiness, tinnitus, paresthesias, changes in EEG patterns, 
epileptiform seizures, mild extrapyramidal activity, falling and 
neuromuscular incoordination. A confusional state (with such 
symptoms as hallucinations and disorientation), particularly in 
older patients and at higher dosage, may require 
discontinuation of the drug. Gastrointestinal Tract: anorexia, 
dryness of the mouth, nausea, epigastric distress, constipation 
and diarrhea. Skin: skin rashes (including photosensitization), 
perspiration and flushing sensations. Liver: rare cases of 
transient jaundice (apparently of an obstructive nature) and 
liver damage. If jaundice or abnormalities in liver function tests 
occur, discontinue the drug and investigate. Blood Elements: 
bone-marrow depression, agranulocytosis, thrombocytopenia 
and purpura. If these occur, discontinue the drug. Transient 
eosinophilia has been observed. Cardiovascular System: 
orthostatic hypotension and tachycardia. Carefully supervise 
patients requiring concomitant vasodilating therapy, 
particularly during initial phases. Genitourinary System: urinary 
frequency or retention and impotence. Endocrine System: 
occasional hormonal effects, including gynecomastia, 
galactormhea and breast enlargement, and decreased libido 
and estrogenic effect. Sensitivity: urticaria and rare instances 
of drug fever and cross-sensitivity with imipramine. 

Dosage: All patients except geriatric and adolescent: 50 mg. 
t.i.d. (150 mg. daily). Dosage may be increased up to 200 mg. 
daily. Geriatric and adolescent patients should usually be 
started with lower dosage (25 to 50 mg. daily) and may not 
tolerate higher doses. Dosage may be increased up to 100 mg. 
daily. Lower maintenance dosages should be continued for at 
least 2 months after obtaining a satisfactory response. Mild 
anxiety and agitation which may accompany depression 
usually remit as the depression responds. Occasionally, 
however, a sedative or tranquilizer may be indicated. How 
Supplied: 25 mg. capsules (pink) and 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000; single-dose 
blister packs, boxes of 500. 


USV Pharmaceutical Corp., Tuckahoe, N.Y. 10707 


May enhance othe 
efforts in treating 


ONLY WHEN MEDICATION IS INDICATED 


Ritalin 


(methylphenida 






Ritalin...of proven value when used as 
part of a complete therapeutic and remedial 
MBD program 

More than a decade of clinical experience 
shows that Ritalin helps improve ratings of 


behavior, attentiveness, performance IQ, motor 


control, and speech productivity in children 
with Minimal Brain Dysfunction (MBD).* 

Currently a drug of choice in many MBD 
situations,’ Ritalin can play an important part 
in the total rehabilitation program of the 
MBD child. And proper management is essen- 
tial to the overall (educational, social, and emo- 
tional) development of the child’s potential. 

Dosage should be periodically inter- 
rupted in the presence of improved motor 
coordination and behavior. Often, these inter- 
ruptions reveal that the child’s behavior 
shows some “stabilization” 
even without chemotherapy, 
permitting a reduction in 
dosage and eventual discon- 
. tinuance of drug therapy. 

Of course, Ritalin is not 
indicated for childhood per- 
sonality and behavioral dis- 


orders not associated with 
MBD. 
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Ritalin® hydrochloride © 


(methylphenidate hydrochloride) 
TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as adjunctive therapy to 
other remedial measures (psychological, educational, social) 
Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction (MBD) is unknown, 
and there is no single diagnostic test. Adequate diagnosis requires 
the use not only of medical but of special psychological, educational, 
and social resources. 

Characteristics commonly reported include: chronic history of short 
attention span, distractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neurological signs and 
abnormal EEG. Learning may or may not be impaired. The diagnosis 
of MBD must be based upon a complete history and evaluation of 
the child and not solely on the presence of one or more of these 
characteristics. 

Drug treatment is not indicated for all children with MBD. Stimulants 
are not intended for use in the child who exhibits symptoms second- 
ary to environmental factors and/or primary psychiatric disorders, 
including psychosis. Appropriate educational placement is essential 
and psychosocial intervention is generally necessary. When remedial 
measures alone are insufficient, the decision to prescribe stimulant 
medication will depend upon the physician's assessment of the 
chronicity and severity of the child’s symptoms. 
CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin may aggravate 
these symptoms. Also contraindicated in patients known to be 
hypersensitive to the drug and in patients with glaucoma. 
WARNINGS 

Ritalin should not be used in children under six years, since safety 
and efficacy in this age group have not been established. 

Sufficient data on safety and efficacy of long-term use of Ritalin n 
children with minimal brain dysfunction are not yet available. 
Although a causal relationship has not been established, suppression 
of growth (/e, weight gain and/or height) has been reported with 
long-term use of stimulants in children. Therefore, children requiring 
long-term therapy should be carefully monitored. 

Ritalin should not be used for severe depression of either exogenous 
or endogenous origin or for the prevention of normal fatigue states. 


Ritalin may lower the convulsive threshold in patients with or with- 


out prior seizures; with or without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of anticonvulsants and 
Ritalin has not been established. If seizures occur, Ritalin should be 
discontinued. 

Use cautiously in patients with hypertension. Blood pressure should 
be monitored at appropriate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of guanethidine. Use 
cautiously with pressor agents and MAO inhibitors. Ritalin may 
inhibit the metabolism of coumarin anticoagulants, anticonvulsants 
(phenobarbital, diphenylhydantoin, primidone), phenylbutazone, 
and tricyclic antidepressants (imipramine, desipramine). Downward 
dosage adjustments of these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to establish safe use of 
Ritalin during pregnancy have not been conducted. Therefore, until 
more information is available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion of the physician, 
the potential benefits outweigh the possible risks. 











Drug Dependence f 
Ritalin should be given cautiously to emotionally unstable 
patients, such as those with a history of drug dependence or | 
alcoholism, because such patients may increase dosage on their 
own initiative. 

Chronically abusive use can lead to marked tolerance and , 
psychic dependence with varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, especially with parenteral 
abuse. Careful supervision is required during drug withdrawal, 
since severe depression as well as the effects of chronic over- 
activity can be unmasked. Long-term follow-up may be required 
because of the patient's basic personality disturbances. 
















PRECAUTIONS , 

Patients with an element of agitation may react 

adversely; discontinue therapy if necessary. 

Periodic CBC, differential, and platelet counts 

are advised during prolonged therapy. 

ADVERSE REACTIONS 

Nervousness and insomnia are the most common 

adverse reactions but are usually controlled by 

reducing dosage and omitting the drug in the 

afternoon or evening. Other reactions include: 

hypersensitivity (including skin rash, urticaria, 

fever, arthralgia, exfoliative dermatitis, erythema 

multiforme with histopathological findings of 

necrotizing vasculitis, and thrombocytopenic 

purpura); anorexia; nausea; dizziness; palpita- 

tions; headache; dyskinesia; drowsiness; blood 

o o pressure and pulse changes, both up and down; 

| t: tachycardia; angina; cardiac arrhythmia; abdom- 

2 inal pain; weight loss during prolonged therapy. 

‘AAJ Toxic psychosis has been reported. Although a 
definite causal relationship has not been estab- 
lished, the following have been reported in 

patients taking this drug: leukopenia and/or anemia; a few instances 

of scalp hair loss. 

In children, loss of appetite, abdominal pain, weight loss during 

prolonged therapy, insomnia, and tachycardia may occur more 

frequently; however, any of the other adverse reactions listed above 

may also occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years and over) 

Start with small doses (eg, 5 mg before breakfast and lunch) with 

gradual increments of 5 to 10 mg weekly. Daily dosage above 60 mg 

is not recommended. If improvement is not observed after appro- 

priate dosage adjustment over a one-month period, the drug should 

be discontinued. 

If paradoxical aggravation of symptoms or other adverse effects 

occur, reduce dosage, or, if necessary, discontinue the drug. 

Ritalin should be periodically discontinued to assess the child's 

condition. Improvement may be sustained when the drug is either 

temporarily or permanently discontinued. 

Drug treatment should not and need not be indefinite and usually 

may be discontinued after puberty. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 100, 500, 1000 and 

Accu-pak blister units of 100. 

Tablets, 5 mg (pale yellow); bottles of 100, 500, and 1000. 





Consult complete product literature before prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 2/4854 17 
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Contact with reality often begins with 
HALDOL 
(haloperidol) 


a first choice for starting therapy 


Acts promptly 


to improve 
disordered thought 
and perception 


HALDOL (haloperidol) has been 
found highly effective in reducing 
or eliminating delusions and 
hallucinations, even in some 
patients refractory to previous drug 
therapy!* Symptom control is 
achieved rapidly, with many 
patients showing distinct 
improvement in a few days to a 
week!-° — frequently within a few 
hours when the intramuscular 
form is used for initial control of 
acutely agitated psychotic states.”8 


Usually 
leaves patients 
relatively alert 


and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
(haloperidol) is rare. In fact, 
HALDOL has been reported to 
actually increase activity in 

patients who are underactive, 
while it reduces activity to a normal 
level in those who are hyperactive. 


HALDOL has been found to 


“normalize” behavior and produce 


a sensitivity to the environment 
that allows more effective use of 
the social milieu and the 


therapeutic community.5 


Reduces risk of 


serious adverse 
reactions 
HALDOL (haloperidol), a 


butyrophenone, avoids or 
minimizes many of the problems 
associated with the phenothiazines. 
Hypotension is rare and severe 
orthostatic hypotension has not 
been reported. There is also less 
likelihood of adverse reactions 
such as liver damage, ocular 
changes, serious hematologic 
reactions and skin rashes. 


The most frequent side effects of 
HALDOL (haloperidol) — 
extrapyramidal symptoms—are 
usually dose-related and readily 
controlled. 


References: 1. Towler, M.L., and Wick, P.H.: Int. J. Neuropsychiat. 3:Suppl. 1, 62 (Aug.) 1967. 2. Ban, T.A., and Lehmann, HLE.: Int. J. 
Neuropsychiat. 3:Suppl. 1, 79 (Aug.) 1967. 3. Yun, B.S., et al.: Mich. Med. 67:1349 (Nov.) 1968. 4. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 
5. Haward, L.R.C.: Clin. Trials]. 2:135 (May) 1965. 6. Rubin, R.: Alabama J. Med. Sci. 8:414 (Oct.) 1971. 7. Man, P.L., and Chen, C.H.: 
Psychosomatics 14:59 Jan.-Feb.) 1973. 8. Palestine, M.L., and Alatorre, E.: Paper presented, Amer. Ass. Family Practitioners Annual Meeting, 


N.Y., Sept. 25-28, 1972. 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 
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haloperidol) 


a first choice for starting therapy 


A Dosage Form for Every Need: 





@ 4 tablet strengths for convenience in individualizing dosage: Y2 mg., 1 mg., 2 mg.and 5 mg. 








Sua emrenrne An undetectable, tasteless Liquid Concentrate 
for the patient unable or unwilling to swallow tablets: 2 mg. per cc. 





— 


A rapid-acting Injection for psychiatric emergencies: 5 mg. per cc., with 0.5 mg. methylparaben and 
0.05 mg. propylparaben per cc., and lactic acid for pH adjustment to 3.4+0.2. 





Summary of Directions for Use 


Indications: HALDOL (haloperidol) is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's Syndrome. 

Contraindications: HALDOL (haloperidol) is contraindicated in pa- 
tients who are severely depressed, comatose, have CNS depression 
due to alcohol or other centrally-acting depressants, have Parkin- 
son's disease or are hypersensitive to this drug. 

Warnings: Usage in Pregnancy: Safe use of HALDOL (haloperidol) 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been re- 
ported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
HALDOL orally and/or parenterally showed increased incidence of 
resorption, reduced fertility, delayed delivery, dose-related pup mor- 
tality (presumably due to lack of maternal care reflecting CNS 
depression). 

Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 

General: Cases of bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL (haloperidol), decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in pa- 
tients receiving chemically-related drugs. HALDOL may impair the 
mental and/or physical abilities required for the performance of haz- 
ardous tasks such as operating machinery or driving a motor vehicle. 
The ambulatory patient should be warned accordingly. The use of 
alcohol should be avoided due to possible additive effects and 
hypotension. 

Precautions: HALDOL (haloperidol) should be administered cau- 
tiously to patients: (1)—with severe cardiovascular disorders, be- 
cause of the possibility of transient hypotension and/or precipitation 
of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL may block 
its vasopressor activity and paradoxical further lowering of blood 
pressure may occur. (2)—receiving anticonvulsant medication, be- 
cause HALDOL may lower the convulsive threshold. Adequate an- 
ticonvulsant therapy should be maintained concomitantly. (3)—with 
known allergies, or with a history of allergic reactions to drugs. (4)— 
receiving anticoagulants, since an isolated instance of interference 
occurred with the effects of one anticoagulant (phenindione). 

If concomitant anti-Parkinson medication is required, it may have 
to be continued after haloperidol is discontinued because of the dif- 
ference in excretion rates. If both are discontinued simultaneously, 
extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including anti-Parkinson 
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agents, are administered concomitantly with HALDOL. When 
HALDOL is used to control mania in cyclic disorders there may be a 
rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of anti-Parkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk ap- 
pears to be greater in elderly patients on high-dose therapy. espe- 
cially females. The symptoms are persistent and in some patients 
appear irreversible. There is no known effective treatment. All anti- 
psychotic agents should be discontinued. The syndrome may be 
masked by reinstitution of drug, increasing dosage, or switching to a 
different antipsychotic agent. Other CNS Effects— Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrua! irregularities, gynecomastia, impotence, In- 
creased libido, hyperglycemia and hypoglycemia. Gastrointestinal 
Effects: Anorexia, constipation, diarrhea, hypersalivation, dyspep- 
sia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: 
Laryngospasm, bronchospasm and increased depth of respiration. 
Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL (haloperidol) is administered or prescribed. 6/73 
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and the role of TRIAVIL® 


The TRIAVIL Potential 


Treatment with TRIAVIL 
— a balanced view. 
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antidepressant 
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Change, growth, and insight can flourish in this private and protected 
place, for seldom is the doctor-patient relationship more meaningful than 
in this psychotherapeutic setting. There are situations and stages, 
however, when time and talk are not enough... when the careful use of a 
psychotropic agent such as TRIA VIL can help accelerate recovery. 
Specifically, when TRIA VIL is part of the treatment program, you may 
anticipate these important therapeutic benefits: 


1. By relieving moderate to severe anxiety or agitation with depression, 
the patient may become more accessible and cooperative. 

2. As somatic manifestations of anxiety and depression are controlled, atten- 
tion may be focused on the underlying factors of the condition. 

3. While the psychotherapeutic process proceeds, symptomatic relief may 
enable the patient to function more effectively in his daily activities. 

In addition, since TRIAVIL combines a tranquilizer with an antidepressant, 

confused and troubled patients need remember to take only one type 

of tablet, rather than two. And patients are offered economical therapy 

compared to a tranquilizer and an antidepressant prescribed separately. 


Tablets TRIAVIL are available in four different combinations affording 
flexibility and individualized dosage adjustment. Close supervision of 
patients is essential, particularly until satisfactory remission has taken place. 
Suicide is inherent in any depressive illness so patients should not have 
easy access to large quantities of the drug. The drug may impair alertness 
and potentiate the response to alcohol. It should not be used during 

the acute recovery phase following myocardial infarction or given to 
patients who have received an MAOT within two weeks. TRIAVIL should 
be used with caution in glaucoma and in patients prone to urinary 
retention. It is contraindicated in CNS depression and in the presence of 
evidence of bone marrow depression. 


a potential aid in the psychotherapeutic process 
when patients exhibit moderate to marked anxiety 
or agitation with depression 


containing perphenazine and amitriptyline HCI 
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VERK For additional prescribing information, 


OHME Please turn to the following page. 


when patients exhibit moderate to marked anxiety or agitation with depression 


e oy Each tablet contains 
rlavi a 4 mg. perphenazine and 
25 mg. amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg. perphenazine and 25 mg. amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2 mg. perphenazine and 10 mg. amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4 mg. perphenazine and 10 mg. amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines), 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual in- 
crease in dosage until optimum response is achieved. Not 
recommended for use during acute recovery phase following myo- 
cardial infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. Patients with cardiovascular dis- 
orders should be watched closely. Tricyclic antidepressants, includ- 
ing amitriptyline HCI, particularly in high doses, have been reported to 
produce arrhythmias, sinus tachycardia, and prolongation of conduc- 
tion time. Myocardial infarction and stroke have been reported with 
tricyclic antidepressant drugs. Close supervision is required for hy- 
perthyroid patients or those receiving thyroid medication. Caution pa- 
tients performing hazardous tasks, such as operating machinery or 
driving motor vehicles, that drug may impair mental and/or physical 
abilities. Not recommended in children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise ex- 
plained, rise in body temperature may suggest individual intolerance 
to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 

its action is blocked and partially reversed by perphenazine. Phen- 
othiazines may potentiate the action of central nervous system de- 
pressants (opiates, analgesics, antihistamines, barbiturates, alcohol) 
and atropine. In concurrent therapy with any of these, TRIAVIL should 
be given in reduced dosage. May also potentiate the action of heat 
and phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid Sy DEBI may have 
an exaggeration of such symptoms. The tranquilizing effect of TRIA- 
VIL seems to reduce the likelihood of this effect. When amitriptyline 
HCI is given with anticholinergic agents or sympathomimetic drugs, 
including epinephrine combined with local anesthetics, close super- 
vision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
ce treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCI. 

Amitriptyline HCI may enhance the response to alcohol and the ef- 
fects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 
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Perphenazine: Side effects may be any of those reported with 
phenothiazine drugs: extrapyramidal symptoms (opisthotonus, Ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in el- 
derly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other al- 
lergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema, reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement, hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like ef- 
fect); reactivation of psychotic processes, catatonic-like states; au- 
tonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness. mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophi- 
lia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; hy- 
pertension; tachycardia; palpitation; myocardial infarction, 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Con- 
fusional states: disturbed concentration; disorientation; delusions, 
hallucinations: excitement; anxiety; restlessness; insomnia; night- 
mares: numbness, tingling, and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alter- 
ation in EEG patterns; extrapyramidal symptoms, tinnitus. An- 
ticholinergic: Dry mouth; blurred vision, disturbance of 
accommodation: constipation; paralytic ileus; urinary retention, dilata- 
tion of urinary tract. Allergic: Skin rash; urticaria; photosensitization; 
edema of face and tongue. Hematologic: Bone marrow depression 
including agranulocytosis; leukopenia; eosinophilia, purpura, throm- 
pocytopenia. Gastrointestinal: Nausea; epigastic distress; vomiting; 
anorexia: stomatitis; peculiar taste; diarrhea; parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male; 
breast enlargement and galactorrhea in the female; increased or 
decreased libido; elevated or lowered blood sugar levels. Other: Diz- 
ziness, weakness; fatigue; headache; weight gain or loss; increased 
perspiration; urinary frequency; mydriasis; drowsiness; jaundice; alo- 
pecia. Withdrawal Symptoms: Abrupt cessation after prolonged ad- 
ministration may produce nausea, headache, and malaise. These are 
not indicative of addiction. 

OVERDOSAGE: Treatment is symptomatic and supportive. However, 
the intravenous administration of 1-3 mg of physostigmine salicylate 
has been reported to reverse the symptoms of amitriptyline poison- 
ing. On this basis, in severe overdosage with perphenazine-ami- 
triptyline combinations, symptomatic treatment of central 
anticholinergic effects with physostigmine salicylate should be con- 
sidered. 


For more detailed information, consult your MSD 
Representative or see full Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486. 


MSD 


Be 


MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 





The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 
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The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
oe _ > quest, the following special-purpose electrodes 
r —a Multi-Polar “Collar” type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC Il—The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician’s bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 





For more detailed information, and bibliography of over 200 references, write to: 


REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
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Braceland, M.D., Editor, The American Journal of Psychiatry, 
1700 Eighteenth Street, N.W., Washington, D.C. 20009. Au- 
thors of numbered papers presented at the Association’s annual 
meeting should submit two copies of the manuscript to the sec- 
retary of the session or notify the secretary that the manuscript 
will be sent to the Journal office later. 

All numbered annual meeting papers become the property of 
the Journal although, due to space limitations, fewer than half 
can be published in the Journal. Release of a manuscript for 
publication elsewhere must be secured from the Editor. 

Communications about a manuscript, by letter or telephone 
(202-232-7878), should include reference to the manuscript 
number. In the case of annual meeting papers, this is the num- 
ber carried in the program booklet; in the case of other manu- 
scripts, it is the number noted in the letter acknowledging 
receipt of the manuscript. 


GENERAL POLICIES 


Manuscripts are accepted for consideration with the under- 
standing that they represent original material and that they are 
not being considered for publication elsewhere. Once a paper 
has been published in the Journal, which is a copyrighted publi- 
cation, the legal ownership of all parts of the paper, including 
any illustrations, passes from the author to the Journal. If an in- 
dividual or organization wishes to reprint material published in 
the Journal, written permission must first be secured from the 
Editor or Managing Editor. 

Manuscripts are accepted on condition that the Editor be 
given the right to make revisions aimed at greater conciseness 
and clarity and to bring the manuscript into conformity with 
Journal style regarding capitalization, punctuation, etc. 

The Journal does not hold itself responsible for statements 
made by contributors. Unless so stated, material in the Journal 
does not reflect the official attitude or position of the American 
Psychiatric Association or of the Journal's Editorial Board. 


SPECIFICATIONS FOR MANUSCRIPTS 


Manuscripts should be typed in upper and lower case on one 
side only of letter-size bond (or other opaque) paper. All parts 
of the manuscript (including case reports, footnotes, refer- 
ences, etc.) should be double-spaced, with generous margins. 
Subheads should be inserted at reasonable intervals to aid in 
comprehension and to break the typographical monotony of 
lengthy texts. Abbreviations not easily recognized by the 
average reader should be explained. 


Length. As a general rule the manuscript of a regular article 
should not exceed 10-12 typed pages, unless a special arrange- 
ment has been made with the Editor; Brief Communications 
should not exceed eight typed pages. Letters to the Editor 
should not exceed 500 words unless a special arrangement has 
been made with the Editor. 


Author identification. The authors’ affiliations and position 
titles should be provided and an address and telephone number 
given for the first-named author or the co-author who has been 
designated to handle the galley proofs and reprint requests. The 
number of authors should preferably not exceed four, with 
other collaborators being acknowledged in a footnote. 
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Precis. A brief precis is included at the beginning of each ar- 
ticle: 60-100 words for regular articles, 40-60 words for Brief 
Communications. The author may prepare the precis himself or 
ask that the Journal staff prepare it, in which case the author 
may make any necessary changes on the galley proofs. 


References. References should be typed double-spaced on a 
separate sheet of paper, to be attached at the end of the manu- 
script. They should be arranged according to their order of 
appearance in the text, where they should be indicated by 
numbers in parentheses. Reference citations should be re- 
stricted to closely pertinent papers; a complete review of the 
literature is rarely desirable, except in the case of review articles 
for which a special arrangement has been made with the Editor. 

References should be typed in accordance with the style 
shown below for books and journal articles; chapters in books 
will be treated as journal articles with regard to capitalization. 
Up to three authors should be listed; one or more authors past 
the third will be designated “et al.” Abbreviations of journal 
names should conform to the style used in Index Medicus. 


l. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 

2. Schildkraut JJ: Tranylcypromine: effects on norepinephrine 
metabolism in rat brain. Am J Psychiatry 126:925-931, 1970 

3. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J Psy- 
chiatry 113:349-365, 1967 

4. Brosin H: Communication systems of the consultation process, in 
The Psychiatric Consultation. Edited by Mendel W, Solomon P. 
New York, Grune & Stratton, 1968, pp 1-12 


Tables and figures. Titles and headings of any tables and fig- 
ures should be sufficiently clear that the meaning of the data is 
understandable without reference to the text. See recent issues 
of the Journal for the general requirements of style. 

Each table should be typed on a separate sheet, attached at 
the end of the manuscript. The data should be arranged so that 
columns of like material read down, not across. 

A complete set of figures, preferably in the form of glossy 
prints, should accompany each of the two copies of the manu- 
script. Most figures will be reduced to about 3'4 inches in 
width, the column width of the Journal; all elements of a figure 
should be prepared to withstand this reduction. Graphs should 
be finished drawings not requiring further artwork. Authors 
are urged to engage the services of a professional in the prepa- 
ration of figures. Authors may be required to meet the costs of 
any further artwork that must be done in the editorial office. 


AUTHOR’S CORRECTIONS 


Galley proofs will be sent to the first-named author for cor- 
rections after the paper has been scheduled for publication; 
prompt return (preferably within 48 hours of receipt) is neces- 
sary to ensure publication in the assigned month. If an author 
expects to be away from his office for a long period of time after 
he has received the acceptance letter, he should inform the Jour- 
nal office or arrange with a colleague to read the proofs. Au- 
thors are urged to keep changes on galleys to a minimum. 


REPRINTS 


An order form for reprints will be attached to the galley 
proofs submitted to authors for correction. Reprints are usually 
mailed to authors about a month after publication of the article. 
Requests from others to order reprints should be directed 
to the Editor; inclusion of a letter of permission from the 
senior author and a brief statement of the intended use of the 
reprints will expedite the processing of such requests. 
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Missed doses. 






that helps 
them stay out 


Controlled Drug Delivery with 
PROLIXIN® DECANOATE 
(FLUPHENAZINE DECANOATE 
INJECTION) 

Puts control of the schizophrenic in 
your hands with injections 1 to 3 weeks 
apart or longer, with an average 
duration of effect of about 2 weeks 
Controlled drug delivery helps prevent 
disruption of therapy—one of the com- 
monest causes of psychotic relapse. For 
the inpatient it means unimpeded drug 
delivery with improved chances of 
discharge. 
‘ae UG 
1. hosti ; i 3: 
ainar ol aes an] gastrointestinal/ 
stockpiling absorption v 


With Prolixin Decanoate, 
unimpeded drug delivery 













FOUR REASONS FOR READMISSION... 


> * & Gi 


Stockpiling. 


For the outpatient it means improved 
chances for prolonged remission: “...the 
duration of remission and the incidence 
of relapse are directly related to keeping 
the patient medicated after his return to 


994 


the community. 


Controlled drug delivery helps the 
inpatient out 

e Keeps the patient medicated...helps 
make him more manageable, more com- 
fortable, and more amenable to total 
treatment. With oral medication, on the 
other hand, approximately one out of 
every five patients does not take his med- 
ication, even when administered by the 
nursing staff.’ 

e Eliminates the problem of missed, lost, 
or hidden doses. Prevents stockpiling. 

e Assures regular medication intake. 

e Lightens responsibilities of the hospital 
staff...simplifies patient management by 
obviating the need for multiple doses. 

e Increases the likelihood of discharge: 
In one study’ of 24 long-term hospital 
patients treated with Prolixin Decanoate 
(Fluphenazine Decanoate Injec- 
tion) every 7 days to 3 weeks: 


CONSIDERED NO 
DISCHARGED DISCHARGEABLE IMPROVEMENT 


13 4 7 


Dischargeability “may also have been en- 
hanced because the staff, the patient, 
and the family were assured of an ad- 
equate and regular medication intake’? 


GOOD REASONS FOR CONTROLLED DRUG DELIVERY 


Misleading advice from family and friends. 





Controlled drug delivery helps keep 

the outpatient out 

e Helps assure continuity of medication 
..makes prolonged remission more 

likely. With oral medication, on the 

other hand, “approximately 50% of all 

discharged psychotic patients fail to take 

even the first dose of their outpatient 
medication.”? 

e Enhances chances for rehabilitation... 

promotes acceptance socially, in the 

family, and on the job because of sus- 

stained control of symptomatology. 

e Eases family adjustment by eliminating 
concern about “taking his medicine.” 

e Avoids the potential dangers of stock- 
piling, particularly for the suicidal. 

e Once administered, therapy cannot be 

altered by the patient, by his family, or 
by anyone else. 

e The unique advantages of controlled 
drug delivery apply equally to the pa- 

tient who has never been hospitalized. 


j 


Weakening 


of psy che logical defenses or 
every tablet reminds him of his problem. 


They are advantages that can help make 
custodial care unnecessary as long as 
treatment continues. 


Controlled drug delivery saves time, 
reduces cost in the hospital, clinic, office 
Saves time in the hospital: 


18 PATIENTS 18 PATIENTS 


l injection 
every 14 days for 
most patients 

















2 | p. m. 
6pm. % hr. 


=2'% hrs. 
nursing time 


2% hrs. X 14 days 
=31'2 hrs. 
of nursing time 
every 14 days 


NURSING TIME SAVED IN 14 DAYS: 
30 hours, 20 minutes* 










4 minutes 
required for each 
injection (approx.) 











=1 hr. 10 minutes 
nursing time 
in 14 days 











Saves time in the clinic and in the office: 
Most patients report for their injections 
only once in every two-week period. 


Prolixin Decanoate (Fluphenazine 
Decanoate Injection) also offers the con- 
venience of easy-to-use Unimatic® 
Syringes: Unimatic single-dose pre- 
assembled syringes and Unimatic car- 
tridge-needle units witha reusable plastic 
holder. Vials of 5 cc. Prolixin Decanoate 
are available for use with dry syringes 
and needles (at least 21 gauge). Use of a 
wet needle may cause the solution to be- 
come cloudy. 





N.B. Extrapyramidal reactions occur fre- 
quently. Most often they are reversible 
and can usually be controlled by admin- 
istration of antiparkinsonian drugs. How- 
ever, in some instances, they are persis- 
tent—particularly in the case of tardive 
dyskinesia (see Adverse Reactions sec- 
tion of Brief Summary). Patients should 
be forewarned and reassured. 
References: 1. Kinross-Wright, V. J.: Cited 
in Med. Tribune, Sept. 13, 1965, pp. 1, 27. 
2. Goldberg, H. L., DiMascio, A. and Chaud- 
hary, B.: Psychosomatics 11:173, May-June 
1970. 3. Keskiner, A. et al.: Arch. Gen. Psy- 
chiatry 18:477, Apr. 1968. 4. Platt, R.: Br. J. 
Social Psychiatry 2:187, 1968. 


Controlled Drug Delivery 
PROLIXIN DECAN OATE 


(FLUPHENAZINE DECANOATE INJECTION) 


For product Brief Summary, see following page. 


SQUIBB HOSPITAL DIVISION 
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Controlled Drug Delivery 


in schizophrenia with 


PROLIXIN’ DECANOATE 


(FLUPHENAZINE DECANOATE INJECTION) 


BRIEF SUMMARY 

Prolixin Decanoate (Fluphenazine Decano- 
ate Injection) provides 25 mg. fluphenazine 
decanoate per cc. in asesame oil vehicle with 
1.2% (w/v) benzyl alcohol as a preservative. 


CONTRAINDICATIONS: In presence of 
suspected or established subcortical brain 
damage. In patients who have a blood dyscra- 
sia, liver damage or renal insufficiency, or 
who are receiving large doses of hypnotics, 
or who are comatose or severely depressed. 
In patients who have shown hypersensitivity 
to fluphenazine; cross-sensitivity to pheno- 
thiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities 
required for driving a car or operating heavy 
machinery may be impaired by use of this 
drug. Physicians should be alert to the pos- 
sibility that severe adverse reactions may 
occur which require immediate medical at- 
tention. Potentiation of effects of alcohol 
may occur. Safety for use during pregnancy 
has not been established; weigh possible haz- 
ards against potential benefits if adminis- 
tered during pregnancy. Safety and efficacy 
in children have not been established be- 
cause of inadequate experience in use in 
children. 


PRECAUTIONS: Caution must be exercised 
if another phenothiazine compound caused 
cholestatic jaundice, dermatoses or other 
allergic reactions because of the possibility 
of cross-sensitivity. When psychotic patients 
on large doses of a phenothiazine drug are 
to undergo surgery, hypotensive phenomena 
should be watched for; less anesthetics or 
central nervous system depressants may be 
required. Because of added anticholinergic 
effects, fluphenazine may potentiate the 
effects of atropine. 

Use fluphenazine decanoate cautiously in 
patients exposed to extreme heat or phos- 
phorus insecticides; in patients with ulcer 
disease history since aggravation of peptic 
ulcer has occurred; in patients with history 
of convulsive disorders since grand mal con- 
vulsions have occurred; and in patients with 
special medical disorders such as mitral in- 
sufficiency or other cardiovascular diseases, 
and pheochromocytoma. Bear in mind that 
with prolonged therapy there is the possibil- 
ity of liver damage, pigmentary retinopathy, 
lenticular and corneal deposits, and devel- 
opment of irreversible dyskinesia. 

Fluphenazine decanoate should be admin- 
istered under the direction of a physician 
experienced in the clinical use of psycho- 
tropic drugs. Periodic checking of hepatic 
and renal functions and blood picture should 
be done. Renal function of patients on long- 
term therapy should be monitored; if BUN 
becomes abnormal, treatment should be dis- 
continued. “Silent pneumonias” are possible. 


ADVERSE REACTIONS: Central Nervous 
System—Extrapyramidal symptoms are most 
frequently reported. These include pseudo- 
parkinsonism, dystonia, dyskinesia, akathisia, 
oculogyric crises, opisthotonos, and hyper- 
reflexia; most often these are reversible, but 
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they may be persistent. One can expect a 
higher incidence of such reactions with flu- 
phenazine decanoate than with less potent 
piperazine derivatives or straight-chain phe- 
nothiazines. The incidence and severity will 
depend more on individual patient sensitiv- 
ity, but dosage level and patient age are 
also determinants. As these reactions may 
be alarming, the patient should be fore- 
warned and reassured. These reactions can 
usually be controlled by administration of 
antiparkinsonian drugs such as benztropine 
mesylate or intravenous Caffeine and Sodi- 
um Benzoate Injection U.S.P, and by sub- 
sequent reduction in dosage. 

Persistent Tardive Dyskinesia: As with all 
antipsychotic agents, persistent and some- 
times irreversible tardive dyskinesia may 
appear in some patients on long-term ther- 
apy or may occur after discontinuation of 
drug. The risk seems greater in elderly 
patients, especially females, on high dosages. 
The syndrome is characterized by rhythmi- 
cal involuntary movements of tongue, face, 
mouth, or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chew- 
ing movements) and may be accompanied 
by involuntary movements of extremities. 
There is no known effective therapy for 
tardive dyskinesia; usually the symptoms are 
not alleviated by antiparkinsonism agents. If 
the symptoms appear, discontinuation of all 
antipsychotic agents is suggested. The syn- 
drome may be masked if treatment is rein- 
stituted, or drug dosage increased, or a 
different antipsychotic agent used. Reports 
are that fine vermicular movements of the 
tongue may be an early sign of the syndrome 
which may not develop if medication is 
stopped at that time. 

Phenothiazine derivatives have been 
known to cause restlessness, excitement, or 
bizarre dreams and reactivation or aggrava- 
tion of psychotic processes may be encoun- 
tered. If drowsiness or lethargy occur, the 
dosage may have to be reduced. Dosages, 
far in excess of the recommended amounts, 
may induce a catatonic-like state. 

Autonomic Nervous System— Hyperten- 
sion and fluctuations in blood pressure have 
been reported. Although hypotension is rare- 
ly a problem, patients with pheochromocy- 
toma, cerebral vascular or renal insufficiency 
or severe cardiac reserve deficiency such as 
mitral insufficiency appear to be particularly 
prone to this reaction and should be ob- 
served carefully. Supportive measures includ- 
ing intravenous vasopressor drugs should 
be instituted immediately should severe hy- 
potension occur; Levarterenol Bitartrate In- 
jection U.S.P. is the most suitable drug; 
epinephrine should not be used since pheno- 
thiazine derivatives have been found to re- 
verse its action. Nausea, loss of appetite, 
salivation, polyuria, perspiration, dry mouth, 
headache and constipation may occur. Re- 
ducing or temporarily discontinuing the dos- 
age will usually control these effects. Blurred 
vision, glaucoma, bladder paralysis, fecal 
impaction, paralytic ileus, tachycardia, or 
nasal congestion have occurred in some pa- 


tients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, 
peripheral edema, abnormal lactation, gyneco- 
mastia, menstrual irregularities, false results 
on pregnancy tests, impotency in men and 
increased libido in women have occurred 
in some patients on phenothiazine therapy. 

Allergic Reactions—Itching, erythema, urti- 
caria, seborrhea, photosensitivity, eczema 
and exfoliative dermatitis have been reported 
with phenothiazines. The possibility of ana- 
phylactoid reactions should be borne in mind. 

Hematologic—Blood dyscrasias including 
leukopenia, agranulocytosis, thrombocyto- 
penic or nonthrombocytopenic purpura, 
eosinophilia, and pancytopenia have been 
observed with phenothiazines. If soreness of 
the mouth, gums or throat or any symptoms 
of upper respiratory infection occur and con- 
firmatory leukocyte count indicates cellular 
depression, therapy should be discontinued 
and other appropriate measures instituted 
immediately. 

Hepatic—Liver damage manifested by cho- 
lestatic jaundice, particularly during the first 
months of therapy, may occur; treatment 
should be discontinued. A cephalin floccula- 
tion increase, sometimes accompanied by 
alterations in other liver function tests, has 
been reported in patients who have had no 
clinical evidence of liver damage. 

Others—Sudden deaths have been reported 
in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be 
predisposing factors. High doses should be 
avoided in known seizure patients. Shortly 
before death, several patients showed flare- 
ups of psychotic behavior patterns. Autopsy 
findings have usually revealed acute fulmi- 
nating pneumonia or pneumonitis, aspiration 
of gastric contents, or intramyocardial le- 
sions. Although not a general feature of flu- 
phenazine, potentiation of central nervous 
system depressants such as opiates, analge- 
sics, antihistamines, barbiturates, and alco- 
hol may occur. 

Systemic lupus erythematosus-like syn- 
drome, hypotension severe enough to cause 
fatal cardiac arrest, altered electrocardio- 
graphic and electroencephalographic tracings, 
altered cerebrospinal fluid proteins, cerebral 
edema, asthma, laryngeal edema, and angio- 
neurotic edema; with long-term use, skin 
pigmentation and lenticular and corneal 
opacities have occurred with phenothiazines. 
Local tissue reactions occur only rarely with 
injections of fluphenazine decanoate. 

For full prescribing information, consult 
package insert. 


HOW SUPPLIED: 1 cc. Unimatic® single 
dose preassembled syringes and cartridge- 
needle units, and 5 cc. vials. 
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NORPRAMIN 


desipramine hydrochloride 





IN BRIEF: 


Indications: Norpramin® (desipramine 
hydrochloride) is indicated for the relief 
of depressive symptoms. Endogenous 
depressions are more likely to be alle- 
viated than others. 
Contraindications: Desipramine hydro- 
chloride should not be given within two 
weeks of treatment with a monoamine 
oxidase inhibitor. Contraindications in- 
clude the acute recovery period follow- 
ing myocardial infarction and hypersen- 
sitivity to the drug. Cross sensitivity 
with other dibenzazepines is a possi- 
bility. 
Warnings: 1. Extreme caution should be 
used in patients: (a) with cardiovascular 
| disease, (b) with a history of urinary re- 
| tention or qlaucoma, (c) with thyroid 
sy disease or those on thyroid medication, 
I (d) with a history of seizure disorder. 2 
| This drug is capable of blocking the 


antihypertensive effect of guanethidine 
and similarly acting compounds. 3. Use 
in Pregnancy: Safe use during pregnan- 
cy and lactation has not been estab- 


lished. 4. Use in Children: Norpramin® 


|i 
Hl 
(4 E] CE] idagi i ; 
A esipramine hydrochloride) is not rec- 
Í ommended for use in children. 5. This 
i drug may impair the mental and/or phy- 
! i sical abilities required for the perform- 
R È 






ance of potentially hazardous tasks such 
as driving a car or operating machinery 


Therefore, the patient should be cau- 
tioned accordingly. 
Precautions: This drug should be dis- 


pensed in the least possible quantities 
to depressed outpatients, since suicide 
has been accomplished with drugs of 
this class. If possible, dispense in child- 
resistant containers. It should be kept 
out of reach of children. Reduce dos- 
age, or alter treatment, if serious ad- 
verse effects occur. Norpramin® 
(desipramine hydrochloride) therapy in 
patients with manic-depressive illness 
may induce a hypomanic state after the 
depressive phase terminates and may 
cause exacerbation of phychosis_ in 
schizophrenic patients. Use cautiously 
with anticholinergic or sympathomimetic 
drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent 
administration of ECT and antidepres- 
sant drugs one should consider the 
possibility of increased risk relative to 
benefits. Discontinue as soon as pos- 
sible prior to elective surgery because 
of possible cardiovascular effects. Hy- 


pertensive episodes have been observed 
during surgery in patients on desipra- 
mine hydrochloride. Leukocyte and dif- 


ferential counts should be performed in 
any patient who develops fever and sore 


throat during therapy; the drug should 
be discontinued if there is neutropenia 
Adverse Reactions: Cardiovascular: hy- 
potension, hypertension, tachycardia, 


palpitation, arrhythmias, heart block, 


myocardial infarction, stroke. Psychi- 
atric: confusional states (especially in 
the elderly), hallucinations, disorienta- 


tion, delusions; anxiety, agitation; in- 
somnia and nightmares; hypomania; ex- 


acerbation of phychosis. Neurological. 
paresthesias of extremities; incoordina- 
ece tion, ataxia, tremors, peripheral neuro- 


pathy; extrapyramidal symptoms; sei- 

zures; alteration in EEG patterns; tinni- 

tus. Anticholinergic: dry mouth, and 

rarely associated sublingual adenitis; 

blurred vision, disturbance of accommo- 

dation, mydriasis; constipation, paraly- 

tic ileus; urinary retention, delayed mic- 

turition, hypotonic bladder. Allergic. 

skin rash, petechiae, urticaria, itching, 

photosensitization, edema (of face and 

. ° pie ° ° tongue or general), drug fever. Hema- 

ngiety is an invidious symptom. It feeds upon tologic: agranulocytosis, eosinophilia, 

purpura, thrombocytopenia. Gastrointes- 

R i tinal: anorexia, nausea and vomiting, 

i a / aP epigastric distress, peculiar taste, ab- 

black tongue. Endocrine: gynecomastia; 

f h . th l dd . . t g it t Aigo ob de ris Seca od te 

the female; increased or decreased libi- 

O psyc vc pa O ogy a ANY mUENSt yY O do, impotence, testicular swelling; ele- 

vation a euncie of aen sugar 

x 4 levels. Other: jaundice (simulating ob- 

torment. Anxiety as a symptom secondary to structive), altered liver function; weight 

gain or loss; perspiration, flushing; uri- 

= nary rte ig nocturia; parotid swell- 

/ AP ing; rowsiness, dizziness, weakness 

may be so dominant that it obscures na arametnees, aitineat, weikgai 

drawal Symptoms: Though not indicative 

n . . of addiction, abrupt cessation after pro- 

the primary diagnosis. It may suggest treatment longed therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: The usual 

adult dose: 50 mg. three times daily; in- 


with tranquilizers which often help. But as the i crease if necessary after 7 to 10 days to 


maximum of 200 mg. daily. Dosages 
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x above 200 mg. per day are not recom- 
vampire of legend had to have a laurel stake mdquate te maintain remission Aaotes 

cent and geriatric patien ose: o 

° . . . . daily if ry. 

driven through its heart to truly die, so anxiety Overdosage: There Is no specific anti- 
l l Sais phanaimena of diapficelle valve 
secondary to « ssion will not cease to nibble and The principles of management of coma 
ana snoc y means o e mechanica 
° e . . respirator, cardiac pacemaker, monitor- 
bite until an antidepressant eradicates the ing of central venous pressure and regu- 
are well known in most medical centers. 
if heart failure is imminent, digitalize 


primary illness—and symptomatic anxiety starves. promptly. 


Manufactured by LAKESIDE LABORATORIES 
Division of Coigate-Palmolive Company 
Distributed by 

LAKESIDE LABORATORIES, INC. 


i Milwaukee, Wisconsin 53201 
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HORMONE THERAPY OF THE MENOPAUSE AND AGING: A Woman-Doctor, With the Cooperation of Her Patients, Focuses 
Attention on Misconceptions, Indications, Contraindications and Methods of Hormone Therapy by Helen Z. Jern, New York 
Infirmary, New York City. Foreword by Locke L. Mackenzie. Written for the enlightenment of the medical profession and 
innumerable women affected by the menopausal syndrome, this book is the result of fifteen years of research on the effectiveness 
of hormone therapy upon thousands of menopausal and aging women. A description of the functions of ovarian hormones and 
the often disastrous consequences of their deficiency in women is clearly demonstrated, and the success of adequate hormone 
therapy with estrogen and progestogen is exemplified by the consistent and often dramatic results, frequently transforming 
mentaLand physical invalids into attractive, vital, productive people. 73, 196 pp., 6 il. (4 in full color), 6 tables, $11.50 











DISEASES OF THE NERVOUS SYSTEM: In Infancy, Childhood and Adolescence (6th Ed.) by Frank R. Ford, Johns Hopkins 
Hospital, Baltimore. “ . . . there is currently no book in pediatric neurology which so ably and comprehensively covers this 
subject . . . an essential library tool to all neurologists and to pediatricians interested in the neurological disorders of infants and 
children.” —American Journal of Psychiatry. In this enlarged and revised sixth edition, 66 new illustrations, 1,921 new references 
and approximately 80 new pages of text have been added to this already extensive volume. Included are new sections covering 
Congenital Bulbar Palsy; Agenesis of the White Matter with Idiocy; Syndrome of Hypotonia; Hypomentia, Hypogonadism 
and Obesity; and Syndrome of Rud. ’73, 1584 pp. (6 3/4 x 9 3/4), 335 il. (3 in full color), 7 tables, $39.50 color), $39.50 


ACCIDENT OR SUICIDE? Destruction by Automobile. Edited by Norman Tabachnick and his colleagues John Gussen, 
Robert E. Litman, Michael L. Peck, Norman Tiber and Carl I. Wold, Suicide Prevention Center, Los Angeles, This volume 
explores suicidal and self-destructive trends in drivers who become involved in automobile accidents. A broad review of 
psychoanalytic observations, psychiatric and biochemical data and statistical researches relevant to the theme from the 
foundation for the authors’ research. Their multifaceted study focuses on drivers involved in near-fatal one-car automobile 
accidents. Suicide and other self-destructive factors, psychological determinants and the roles of alcohol and mental illness in 
accident drivers are evaluated. ’73, 288 pp., 24 tables, $11.95 


A PRACTICAL HANDBOOK OF PSYCHIATRY. Edited by Joseph R. Novello, Univ. of Michigan, Ann Arbor. (17 
Contributors) This concise guide to current psychiatric practice is designed for use on the clinical “firing line.” The 
information is summarized in tables and outlined in the tradition of the popular handbooks available in medicine, surgery and 
other specialties. For the first time, information on continuing education for psychiatrists and a compendium of training 
programs, referral hospitals and professional organizations is brought together in one book. ’74, about 464 pp., 10 il., 47 tables 


ABORTION TODAY by Jules Saltman, National Tuberculosis and Respiratory Disease Association, and Stanley Zimering, 
State Univ. of New York, Stony Brook. Foreword by Edwin M. Gold. Abortion is discussed as a social problem from both 
religious and medical viewpoints; the past and present United States laws are examined as are arguments on both sides of the 
dangers, and the rights of doctors as they affect the availability of abortions and costs. The authors offer their suggestions for 
women seeking abortions as to how and where legal abortions can be obtained and their costs met. ’73, 192 pp., cloth-$7.95, 
paper-$4. 75 


SLEEP RESEARCH: A Critical Review by Frank R. Freemon, Vanderbilt Univ., Nashville. A collection of the literature and 
research from the many disciplines examining the surprisingly complex behavior, sleep. The author, deleting unnecessary 
jargon, reviews the greater part of the field of research by criticizing certain experimental approaches, identifying important 


findings, and bringing the research together so that its results can be incorporated into other sciences. ’72, 220 pp., 17 il., 14 
tables, $14.50 


LIVING OR DYING: Adaptation to Hemodialysis. Edited by Norman B. Levy, State Univ. of New York, Brooklyn. 
Introduction by Belding H. Scribner. (13 Contributors) Written primarily for psychiatrists, psychologists, nephrologists and 
internists, this book would also be of interest to patients suffering from renal failure and their families. It covers the stresses 
of life of those dependent upon hemodialysis, how patients adapt to it and why some fail to adapt to these stresses. ’74, 
about 146 pp., 34 tables 
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patients most in need of 
phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental.and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia or hypotension and those with prostatic 
hypertrophy. Dysuria may occur, but rarely becomes a problem. Large doses may cause 
Sompa of weakness and inability to move particular muscle groups, requiring dosage 
adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment or if dosage is increased. Masking action on possible development 
of permanent 2xtrapyramidal symptoms with prolonged phenothiazine therapy has not 
eal investigated. Patients with a poor mental outlook are usually poor candidates 
or therapy. 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have central nervous system disease, those who 
do manual labor in a hot environment, and those. with disturbances in sweating. If anhi- 
drosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 





TABLETS: 0.5 mg, 1 Mg, and Orig heb oF A . 
INJECTION: 1.0 mg/ml 
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-Inarecent study of 71 patients. treated with 


+f 
PAIE i 
i 


antipsychotics, COGENTIN, administered i in 
a double-blind manner in various dosage `. 
schedules, was found to be highly successful 
in relieving phenothiaziné-induced extra- 
pyramidal symptoms.' Patients experienced 
relief of such symptoms as facial and hand 
tremors, muscle weakness, sensations of. 
psychic and motor excitation, : and akathisia. 


1. Neu C, Dimascio A, Demirglan E: Antiparkirison médiestion in the treatment of 
extrapyramidal side effects: single or multiple dally doses? Curr Ther Res 14:246, 


May 1972. 


te! 


impaired. Occurrence of glaucoma i is a possibility; probably should not be used i in angle- 


closure glaucoma. 


Large doses generally cannot be tolerated by older patients, thin patients, or pattents 
with arteriosclerotic parkinsonism. Do not terminate other antiparkinsonism agents 
abruptly; reduce gradually. In drug-induced parkinsonism, closély observe patients for 
severe reactions, and temporarily discontinue COGENTIN (Benztropine Mesylate, MSD) if 


- they appear; do ‘not extend therapy longer than necessary'to counteract the extrapyra- 
- midal isorders; although the psychotrople drug frequently can be continued without 


change of dosage, a decrease might be Indicated. 


Adverse Reactions: Adverse reactions may be anticholinergic nalor antihistaminic. Dry 
mouth, blurred vision, nausea, nervousness may develop. If dry mouth causes difficulty 
in swallowing or speaking or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled by temporary dis- 
SpnERUatOn: Hh by resumption at a lower dosage. Constipation, numbness of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controfled-by peanelne dosage, but occasion- 
ally requires discontinuation. 


Supplied: Tablets in three strengths: 0.5 mg and 1 m benztro ine mesylate, in bottles ` 


of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1000. Injection, containing 
1.0 mg. Benetice mesylate and 9.0 mg sodium chioride per ml, in 2-mi ampuls. 

For more detailed pau consult your MSD representative or sée full Ard infor- 
mation. Merck Sharp & Dohme, Division of Merck & C0, INC., wa Point, Pa. 19488.. 
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Facts about dosage 
schedules of 
 :COGENTIN pee i 

+ (Benztropine Mesylate | MSD) 
in treating drug-induced 
extrapyramidal symptoms 


in treating. extrapyramidal symp- 


__ ,toms due to central nervous system `> - 
~ drugs, such as reserpine and a 
. phenothiazines, the recommended 

- dosage of COGENTIN is 1 to'4 mg 


once or twice a day orally or 
parenterally. The tablet form: 


- ‘should be used when patients are _ 
__ able to take oral medication: > 


|” When extrapyramidal symptoms . 


develop soon after initiation of 
phenothiazine treatment, the oe. are 
likely to be transient. One to 


' COGENTIN orally two or three 
-times a day usually provides relief 
_ within one or two days. Aft 
~ or two weeks, COGENTIN should >`. 


er one - 


be withdrawn to determine the 


© continued need for it. if symptoms 


recur, COGENTIN can be 


’ reinstituted. 


Extrapyramidal symptoms that 
develop sn usually are less 
responsive, They may require more 


“prolonged treatment with 2 to 
- 6 mga day. 


For more detailed information, 
` see full prescribing information. 


A CHANGE 
FOR THE BETTER 


IN 
CLINICAL DEPRESSION 


Even before optimal 
antidepressant effect becomes 
evident, Sinequan (doxepin HCI) can 
help the clinically depressed patient 
sleep better and feel less anxious. 
That's because Sinequan provides 
prompt sedative activity and marked 
antianxiety relief, in addition to its 
significant antidepressant effect. 

But that’s not all. Its incidence of 
cardiovascular effects Is low. 
Tachycardia and hypotension are 
infrequent. (Drowsiness is the most 
common side effect.) Moreover, 
Sinequan, unlike other tricyclic 
antidepressants, does not generally 
affect the activity of guanethidine tears 
and similarly acting compounds at Ce 
usual Clinical doses (75-150 mg. per day). SMM 


Sinequan —it could mean a change — aes 
for the better. SA EN 


wees 
SEQUIN si 


A. oe 
25-mg., 50-mg. and new 100-mg. capsules 
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(See Brief Summary on following page for information on adverse 
reactions, contraindications, warnings and precautions. ) 
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A CHANGE FOR THE BETTER IN CLINICAL DEPRESSION 


SINEQU 


DOXEPIN HCI 
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25-mg., 50-mg. and new 100-mg. capsules 


BRIEF SUMMARY 

Sinequan® (doxepin HCl) Capsules 

Contraindications. Sinequan is contraindicated in individuals who have shown 
hypersensitivity to the drug. 

Sinequan is contraindicated in patients with glaucoma or a tendency to uri- 

nary retention. 
Warnings. Usage in Pregnancy: Sinequan has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal re- 
productive studies have not resulted in any teratogenic effects. 

Usage in Children: The use of Sinequan in children under 12 years of age is 
not recommended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported fol- 
lowing the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cautious 
initiation of therapy with Sinequan. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being used, the length of time it 
has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 mg. 
per day, Sinequan can be given concomitantly with guanethidine and related 
compounds without blocking the antihypertensive effect. At doses of 300 mg. 
per day or above, Sinequan does exert a significant blocking effect. In addition, 
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Sinequan (doxepin HCI) was similar to the other structurally related psycho- 
therapeutic agents as regards its ability to potentiate norepinephrine response 
in the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usu- 
ally occurs early in the course of treatment, and tends to disappear as therapy 
is continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients have 
been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to three 

weeks, antianxiety activity is rapidly apparent. 
Supply. Sinequan is available as capsules containing doxepin HCI equivalent 
to 10 mg., 25 mg., 50 mg., and 100 mg, of doxepin in bottles of 100, 1000, and 
unit-dose packages of 100 (10 x 10's). 

More detailed professional information available on request. 


LABORATORIES DIVISION 


PFIZER INC. 





The American Journal of Psychiatry 


The April 1974 issue will feature 


Seymour Halleck on 
Legal and Ethical 


Aspects of 


Behavior Control 


BALDPATE, INC. 


A PRIVATE PSYCHIATRIC HOSPITAL 
GEORGETOWN, MASS. 01830 
(617) 352-2131 


Located 30 miles north of Boston on 130 acres, 
set among peaceful meadows bordering a quiet 
lake and wooded hill, Baldpate presents a relaxing 
atmosphere to the problem-beset patient. 


Baldpate is an active treatment hospital for psy- 
choses, neuroses, alcoholism, and drug addiction. 


Psychotherapy, somatic therapy, milieu therapy, 
and pharmacotherapy are available from qualified 
physicians. There is also occupational and recrea- 
tional therapy under the direction of trained thera- 
pists. 


Single rooms with and without bath, shared 
accommodations, and cottages are available. 
Most major health insurance plans acceptable. 


PATRICK J. QUIRKE, M.D. 
Medical Director 


IBRAHIM BAHRAWY, M.D. 
Clinical Director 


For descriptive literature write: 
JAMES K. MCKINIRY, Administrator 





FAIR OAKS HOSPITAL 


and 
ADOLESCENT UNIT 
Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R-N. B.S., Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complere Occupational, Recreational and 
Social Service Departments. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 





‘Lhe psychoneurotic patients 
prognosis may be good... 





As a group, psychoneurotic to psychotherapy. Follow-up studies 
patients tend to respond positively indicate that up to two-thirds of 
treated patients may show signifi- 
cant and often sustained improve- 
ment. 

In individual cases, the prog- 
nosis appears particularly favorable 
for the psychoneurotie who has had 
a good premorbid personality struc- 
ture and a record of reasonably 
good interpersonal competence. As 
might be expected, patients judged 
to be “attractive” candidates for 
therapy often tend to derive greater 
benefits from therapeutic interven- 
tion than those considered ‘‘unat- 
tractive.” 

The global assessment of 
“attractiveness” is influenced by 
such factors as youthfulness, intelli- 
gence, ability to relate and good 
occupational history. 








But excessive anxiety can 
block recovery... 





Anxiety is the hallmark of peutic progress—sometimes to a 
psychoneurotic states. In excess it marked extent. At the outset of 
may not alter the patient’s “prog- therapy, for instance, severe or per- 


nostic rating,” but it can slow thera- sistent anxiety can be particularly 
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obstructive, sometimes hampering 
for long periods the patient’s ability 
to participate in a productive psycho- 
therapeutic relationship. At later 
stages, Intense anxiety may impair 
the patient’s receptivity to further 
probing and block his attempts to 
retrieve and express pertinent 
material. 

When the patient’s disabling 
anxiety continues to impede thera- 
peutic progress, management of his 
condition may often be significantly 
facilitated by adjunctive Librium 
(chlordiazepoxide HCl). 

Librium generally relieves 
excessive anxiety without unduly 
impairing mental acuity or ability 
to perform. As with all CNS-acting 
drugs, however, patients should be 
cautioned against hazardous occu- 
pations requiring complete mental 
alertness. (See Warnings section in 
summary of prescribing informa- 
tion.) When the patient’s anxiety 
has been reduced to appropriate 
levels, Librium should, of course, be 
discontinued. 


Roche Laboratorles 
Division of Hoffmann-La Roche Inc. 
Nutley, N.J. 07110 


Before prescribing, please consult complete product informa- 
tion, a summary of which follows: 
Indications: Relief of anxiety and tension occurring alone or 
accompanying various disease states. 
Contraindications: Patients with known hypersensitivity to 
the drug. l 
Warnings: Caution patients about possible combined effects 
with alcohol and other CNS depressants. As with all CNS- 
acting drugs, caution patients against hazardous occupa- 
tions requiring complete mental alertness (e.g., operating 
machinery, driving). Though physical and psychological 
dependence have rarely been reported on recommended 
doses, use caution in administering to addiction-prone indi- 
viduals or those who might increase dosage; withdrawal 
symptoms (including convulsions), following discontinuation 
of the drug and similar to those seen with barbiturates, have 
been reported. Use of any drug in pregnancy, lactation, or 
in women of childbearing age requires that itg potential 
benefits be weighed against its possible hazards. 
Precautions: In the elderly and debilitated, and in children 
over six, limit to smallest effective dosage (initially 10 mg 
or less per day) to preclude ataxia or oversedation, increas- 
ing gradually as needed and tolerated. Not recommended in 
children under six. Though generally not recommended, if 
combination therapy with other psychotropics seems indi- 
cated, carefully consider individual pharmacologic effects, 
articularly in use of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe usual precautions in 
presence of impaired renal or hepatic function. Paradoxical 
reactions (¢.g., excitement, stimulation and acute rage) have 
been reported in psychiatric patients and hyperactive 
gressive children. Employ usual precautions in treatment 
of anxiety states with evidence of impending depression; 
suicidal tendencies may be present and protective measures 
necessary. Variable effects on blood coagulation have been 
reported very rarely in patients receiving the drug and oral 
anticoagulants; causal relationship has not been established 
clinically. 
Adverse Reactions: Drowsiness, ataxia and confusion may 
occur, especially in the elderly and debilitated. These are 
reversible in most instances by proper dosage adjustment, 
but are also occasionally observed at the lower dosage 
ranges. In a few instances syncope has been reported. Also 
encountered are isolated instances of skin eruptions, edema, 
minor menstrual irregularities, nausea and constipation 
extrapyramidal symptoms, increased and decreased libido 
—all infrequent and genera controlled with dosage reduc- 
tion; changes in EE Maier (low-voltage fast activity) 
may appear during and after treatment; blood dyscrasias 
(including agranulocytosis), jaundice and hepatic dysfunc- 
tion have been reported occasionally, making periodic blood 
ee and liver function tests advisable during protracted 
therapy. 
Supplied: Librium® Capsules containing 5 mg, 10 mg or 
25 mg chlordiazepoxide HCl. Libritabs® Tablets containing 
5 mg, 10 mg or 25 mg chlordiazepoxide. 


‘lo relieve - 
obstructive anxiety 
consider 


brum 
(chlordiazepoxide HCI) 
10-mg, 25-mg capsules 
Up to100 mg daily for severe anxiety 


Controlled studies — 
demonstrate its benefits 


inMBD 


ONLY WHEN MEDICATION IS INDICATED 


Ritalin 


(methylphenidate) 





Ritalin achieves results with the Use cautiously in patients with hypertension. Blood pressure should 


be monitored at appropriate intervals in all patients taking Ritalin, 


MBD child especially those with hypertension. 


Drug Interactions 


Ritalin has earned a special place in the Ritalin may decrease the hypotensive effect of guanethidine. Use 
° ° E i cautiously with pressor agents and MAO inhibitors. Ritalin may 
management of the child with Minimal Brain inhibit the metabolism of coumarin anticoagulants, anticonvulsants 


A h barbital, diph Ihydantoin, primido , ph Ibut 3 
Dysfunction (MBD). As part of a complete thera- and tricyelic antidepresant (imiprammidone), phenylbutazone, 


° ° 3 dosage adjustments of these drugs may be required when given 
peutic program, it has been shown to improve concomitantly with Ritalin. 
behavior, attentiveness, performance IQ, motor Adeguate antral "eoroduction studies to establish safe use of | 
control, and speech productivity ratings. more information is avaliable, Ritalin shocks notes ee a until 

Currently the drug of choice in many MBD _the'potent St bene ee age unless, in the opinion of the physician, 
situations,’ Ritalin is well tolerated. 
Compared with the amphetamines, there 
have been fewer serious side effects observed 
with Ritalin.*° 

Dosage should be periodically inter- 
rupted in the presence of improved motor 
coordination and behavior. Often, these inter- 
ruptions reveal that the child’s PRECAUTIONS ai 
behavior shows some “stabili- — n adversely; discontinue inerapy Wf necesar 
zation” even without chemo- aie aviesd curine OSA ee ani 
therapy, permitting a reduction oE e ire: e T 
in dosage and eventual dis- reducing dosage and omitting tie dao OY 
continuance of drug therapy. 

Of course, Ritalin is not 
indicated for childhood person- 
ality and behavioral disorders 


afternoon or evening. Other reactions include: 
not associated with MBD. 











Drug Dependence 
Ritalin should be given cautiously to emotionally unstable 
patients, such as those with a history of drug dependence or 
alcoholism, because such patients may increase dosage on their 
own initiative. 

Chronically abusive use can lead to marked tolerance and 
psychic dependence with varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, especially with parenteral 
abuse. Careful supervision is required during drug withdrawal, 
since severe depression as well as the effects of chronic over- 
activity can be unmasked. Long-term follow-up may be required 
because of the patient's basic personality disturbances. 










hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; abdom- 
inal pain; weight loss during prolonged therapy. 
Toxic psychosis has been reported. Although a 
definite causal relationship has not been estab- 
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4. Conners CK: Pediatrics 49:702-708, 1972. frequently; however, any of the other adverse reactions listed above 

5. Charlton MH: NY State J Med 16:2058-2060, 1972. may also occur. 
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Children with Minimal Brain Dysfunction (6 years and over) 
Start with small doses (eg, 5 mg before breakfast and lunch) with 


Ritalin® hydrochloride (Gs gradual increments of 5 to 10 mg weekly. Daily dosage above 60 mg 

h x is not recommended. If improvement is not observed after appro- 
(methylphenidate hydrochloride) priate dosage adjustment over a one-month period, the drug should 
TABLETS be discontinued. 

If paradoxical aggravation of symptoms or other adverse effects 

INDICATION, E , l ; occur, reduce dosage, or, if necessary, discontinue the drug. 
Minimal Brain Dysfunction in Children—as adjunctive therapy to Ritalin should be periodically discontinued to assess the child’s 
other remedial measures (psychological, educational, social) condition, Improvement may be sustained when the drug is either 
Special Diagnostic Considerations i , temporarily or permanently discontinued. 
Specific etiology of Minimal Brain Dysfunction (MBD) is unknown, Drug treatment should not and need not be indefinite and usually 
and there is no single diagnostic test. Adequate diagnosis requires may be discontinued after puberty. 
the use not only of medical but of special psychological, educational, HOW SUPPLIED 
and social resources. : ASAR Tablets, 20 mg (peach, scored); bottles of 100 and 1000. 
Characteristics commonly reported include: chronic history of short Tablets, 10 mg (pale green, scored); bottles of 100, 500, 1000 and 
attention span, distractibility, emotional lability, impulsivity, and Accu-pak blister units of 100. 
moderate to severe hyperactivity; minor neurological signs and : Tablets, 5 mg (pale yellow); bottles of 100, 500, and 1000. 
abnormal EEG. Learning may or may not be impaired. The diagnosis 
of MBD must be based upon a complete history and evaluation of Consult complete product literature before prescribing. 


the child and not solely on the presence of one or more of these 
characteristics. 


Drug treatment is not indicated for all children with MBD. Stimulants CIBA Pharmaceutical Company 
are not intended for use in the child who exhibits symptoms second- Division of CIBA-GEIGY Corporation 
ary to environmental factors and/or primary psychiatric disorders, Summit, New Jersey 07901 2/4853 17 


including psychosis. Appropriate educational placement is essential 
and psychosocial intervention is generally necessary. When remedial 
measures alone are insufficient, the decision to prescribe stimulant 
medication will depend upon the physician's assessment of the 
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chronicity and severity of the child’s symptoms. Ritalin ( . ) 
CONTRAINDICATIONS Na ee: n methylphenidate 
arked anxiety, tension, and agitation, since Ritalin may aggra 
these DOMA. Also contraindicated in patients known to be ONLY WHEN MEDICATION IS INDICATED 
hypersensitive to the drug and in patients with glaucoma. 
WARNINGS l ; , , 
Ritalin should not be used in children under six years, since safety 
and efficacy in this age group have not been established. ane 
Sufficient data on safety and efficacy of long-term use of Ritalin in 
children with minimal brain dysfunction are not yet available. __ 
Although a causal relationship has not been established, suppression 
of growth (ie, weight gain and/or height) has been reported with | 
long-term use of stimulants in children. Therefore, children requiring 
long-term therapy should be carefully monitored. 
Ritalin should not be used for severe depression of either exogenous 
or endogenous origin or for the prevention of normal fatigue States. 
Ritalin may lower the convulsive threshold in patients with or with- 
out prior seizures; with or without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of anticonvulsants and 
Ritalin has not been established. If seizures occur, Ritalin should be 
discontinued. 
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10e psychiatric setting... Change, growth, and insight can flourish in this private and protected 
and the role of TRIAVIL" place, for seldom is the doctor-patient relationship more meaningful than 
in this psychotherapeutic setting. There are situations and stages, 
however, when time and talk are not enough... when the careful use of a 
psychotropic agent such as TRIAVIL can help accelerate recovery. 
Specifically, when TRIAVIL is part of the treatment program, you may 
anticipate these important therapeutic benefits: 


The TRIAVIL Potential 1. By relieving moderate to severe anxiety or agitation with depression, 

the patient may become more accessible and cooperative. 

2. As somatic manifestations of anxiety and depression are controlled, atten- 
tion may be focused on the underlying factors of the condition. 

3. While the psychotherapeutic process proceeds, symptomatic relief may 
enable the patient to function more effectively in his daily activities. 

In addition, since TRIAVIL combines a tranquilizer with an antidepressant, 

confused and troubled patients need remember to take only one type 

of tablet, rather than two. And patients are offered economical therapy 

compared to a tranquilizer and an antidepressant prescribed separately. 


Treatment with TRIAVIL Tablets TRIAVIL are available in four different combinations affording 

- a balanced view. flexibility and individualized dosage adjustment. Close supervision of 
patients is essential, particularly until satisfactory remission has taken place. 
Suicide is inherent in any depressive illness so patients should not have 
easy access to large quantities of the drug. The drug may impair alertness 
and potentiate the response to alcohol. It should not be used during 
the acute recovery phase following myocardial infarction or given to 
patients who have received an MAOI within two weeks. TRIAVIL should 
be used with caution in glaucoma and in patients prone to urinary 
retention. It is contraindicated in CNS depression and in the presence of 
evidence of bone marrow depression. 


a tranquilizer — 
antidepressant 
© @ $F a potential aid in the psychotherapeutic process 
Tiavi when patients exhibit moderate to marked anxiety 
or agitation with depression 


containing perphenazine and amitriptyline HCI 





MSD 
JERCK For additional prescribing information, 
SHARES please turn to the following page. 
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when patients exhibit moderate to marked anxiety or agitation with depression 


@ oy: Each tablet contains 
aaa 4 mg. perphenazine and 
25 mg. amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Avaliable: 
TRIAVIL® 2-25: Each tablet contains 
2 mg. perphenazine and 25 mg. amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2 mg. perphenazine and 10 mg. amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4 mg. perphenazine and 10 mg. amitriptyline HC! 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAO! drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual in- 
crease in dosage until optimum response is achieved. Not 
recommended for use during acute recovery phase following myc- 
cardial infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously In patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. Patients with cardiovascular dis- 
orders shouid be watched closely. Tricyclic antidepressants, includ- 
ing amitriptyline HCI, particularly in high doses, have been reported to 
produce arrhythmias, sinus tachycardia, and prolongation of conduc- 
tion time. Myocardial infarction and stroke have been reported with 
tricyclic antidepressant drugs. Close supervision is required for hy- 
perthyroid patients or those receiving ee medication. Caution pa- 
tients performing hazardous tasks, such as operating machinery or 
driving motor vehicles, that drug may impair mental and/or physical 
abilities. Not recommended in children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antlemetic effect 
of perphenazine may obscure Sue of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise ex- 
plained, rise in body temperature may suggest individual intolerance 
to porpnenazne in which case discontinue. 

f hypotension develops, epinephrine should not be employed, as 

its action is blocked and partially reversed by perphenazine. Phen- 
othiazines may\potentiate the action of central nervous system de- 
pressants (opiates, analgesics, antihistamines, barbiturates, alcohol) 
and atropine. In concurrent therapy with any of these, TRIAVIL should 
be given in reduced dosage. May also potentiate the action of heat 
and phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranquilizing effect of TRIA- 
VIL seems to reduce the likelihood of this effect. When amitriptyline 
HCl is given with anticholinergic agents or sympathomimetic drugs, 
including epinephrine combined with local anesthetics, close super- 
vision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
ae traated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 

Amitriptyline HC! may enhance the response to alcohol and the ef- 
fects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue severai days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
pelt bce REACTIONS: Similar to those reported with either constit- 
uent alone. 


Perphenazine: Side effects may be any of those reported with 
henothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
ogyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in el- 
derly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. it has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
eryihema, urticaria, eczema, up to exfoliative dermatitis); other al- 
lergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, "Ses 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like ef- 
fect); reactivation of psychotic processes; catatonic-like states; au- 
tonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds Include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophi- 
lia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation, and 
failure of Aare 
Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; hy- 
pertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular; Con- 
fusional states; disturbed concentration; disorientation; delusions; 
hallucinations; excitement; anxiety; restlessness; insomnia; night- 
mares; numbness, tingling, and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; tremors; selzures; alter- 
ation in EEG patterns; extrapyramidal symptoms; tinnitus. An- 
ticholinergic: Dry mouth; blurred vision; disturbance of 
accommodation; constipation; paralytic ileus; urinary retention; dilata- 
tion of urinary tract. Allergic: Skin rash; urticaria; photosensitization; 
edema of face and tongue. Hematologic: Bone marrow depression 
including agranulocytosis; leukopenia; eosinophilia; purpura; throm- 
bocytopenia. Gastrointestinal: Nausea; epigastic distress; vomiting; 
anorexia; stomatitis; peculiar taste: diarrhea; parotid swelling; black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male; 
breast enlargement and galactorrhea in the female; increased or 
decreased libido; elevated or lowered blood sugar levels. Other: Diz- 
ziness, weakness; fatigue; headache; weight gain or loss; increased 
perspiration; urinary frequency; mydriasis; drowsiness; jaundice; alo- 
pecia. Withdrawal Symptoms: Abrupt cessation after prolonged ad- 
ministration may produce nausea, headache, and malaise. These are 
not indicative of addiction. 

OVERDOSAGE: Treatment is symptomatic and supportive. However, 
the intravenous administration of 1-3 mg of physostigmine salicylate 


‘has been reported to reverse the symptoms of amitriptyiine poison- 


Ing. On this basis, in severe overdosage with perphenazine-ami- 
triptyline combinations, symptomatic treatment of central 
anticholinergic effects with physostigmine salicylate should be con- 
sidered. 


For more detailed information, consult your MSD 
Representative or see fuil Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486. : 


MSD 


sone 


- 


PSYCHIATRISTS 


Hutchings Psychiatric Center has positions available for 

DICTION ARI ES . well trained, energetic psychiatrists with clinical, teaching 

and research interests. We are developing a new facility as 

WE BSTER a major part of a balanced system of service for five coun- 

Library size 1973 edition, brand new, ties in Central New York State. Our team Psychiatrist 
still in box, leads a 50-man multi-disciplinary team with inpatient, day 

Cost New $45.00 care, and outpatient facilities. Hutchings Psychiatric 

Will Sell fo r $1 5 Center is adjacent to Upstate Medical Center and Medical 
School appointments may be negotiated. Affiliated 
residents in Psychiatry and family practice, as well as 


Deduct 10% on orders of 6 or more students in social work, rehabilitation, hospital ad- 


Make Checks Payable to ministration, and psychiatric nursing provide additional 


DICTIONARY LIQUIDATION teaching opportunities. A  14-man research staff is 


available for support of research interests. 


and mail to QUALIFICATIONS: Immediate openings are available 
Ontario Text Editions - for board eligible and board certified Psychiatrists. Salary 


Attention: Dept. D-105 —_ 2 i ‘qualifications 
Faroo Dominion: Cento range — $27,941 - $38,450 depending upon ‘qualificati 


Suite 1400, Fourteenth Floor and experience, 
1 Cromok OMaria: Canada MaR 127 BENEFITS: Fringe benefit package equals 1/3 over base 
salary and includes vacation, sick leave, health insurance, 
C.O.D. orders enclose 1.00 good will dental insurance and membership in the New York State 
ee Pay balance plus C.O.D. shipping © Retirement System. 
on delivery. Be satistied on inspection or 
return within 10 days for full eine No An Equal Opportunity Em ployer. 
dealers, each volume specifically stamped Write or call: Frank B. Soults, M.D., Clinical Director 
not for resale. Hutchings Psychiatric Center 
Please add $1.25 postage and handling. 708 Irving Avénue 
Syracuse, New York 13210 
Phone: (315) 473-4943 





You are invited to subscribe to 


Hospital & Community Psychiairy 


A JOURNAL OF THE AMERICAN PSYCHIATRIC ASSOCIATION 





An interdisciplinary journal that will keep you up to date on administrative, clin- 
ical and research programs in community mental health centers, psychiatric 
hospitals, mental retardation facilities and related agencies. Professors of psy- 
chiatry, medical superintendents, ward psychiatrists, psychologists, administra- 
tors, nurses, social workers, activity therapists, and other describe programs, 
examine philosphies, and project future needs. 


Individual subscription: U.S. $12.00 a year; Canada and foreign $15.00. Special 
rates for members of the American Psychiatric Association and the American 
Psychological Association: U.S. $9.00 a year, Canada and foreign, $11.00. 
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Please enter my subscription to Hospital & Community Psy- 
chiatry (subscription begins upon receipt of payment.) 


Mail to: As member of the __..__.._ Association, | qualify for the 

American Psychiatric special rate mentioned above. 

Association-J [1 checkenclosed O billme 

P.O. Box 19112 

20th Street Station (Please print) 

1216 20th Street N.W. 

Washington, D.C. 20036 Name o n aaam 
Address 
City oaa a aa SE tt D 
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First day in the hospital 

and all efforts will be directed 
toward returning her 

to the community. 


For psychotic patients with mixed anxiety- 
depression, Mellaril has been found useful to help 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital! or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 


MELLARIL 


(THIORIDA ZINE) 


TABLETS: 25 mg., 50 mg., 100 mg., 150 mg., and 200 mg. 
thioridazine HCI, U.S.P. 


helps in the management of 
psychotic patients with mixed 


anxiety-depression 
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Before prescribing or administering, see Sandoz literature for full product 
information. The following is a brief summary. 


Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 


Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaun- 
dice) to phenothiazines. Phenothiazines are capable of potentiating 
central nervous system depressants (e.g., anesthetics, opiates, al- 
cohol, etc.) as well as atropine and phosphorus insecticides. Dur- 
ing pregnancy, administer only when the potential benefits exceed 
the possible risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic pa- 
tients, anticonvulsant medication should also be maintained. Pig- 
mentary retinopathy may be avoided by remaining within the rec- 
ommended limits of dosage. Administer cautiously to patients par- 
ticipating in activities requiring complete mental alertness (e.g., 
driving), and increase dosage gradually. Orthostatic hypotension 
is more common in females than in males, Do not use epinephrine 
in treating drug-induced hypotension since phenothiazines may in- 
duce a reversed epinephrine effect on occasion. Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric 
conditions. 

Adverse Reactions: Central Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkin- 
sonism and other extrapyramidal symptoms; nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and head- 
ache. Autonomic Nervous System—Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, 
and pallor, Endocrine System—Galactorrhea, breast engorgement, 
amenorrhea, inhibition of ejaculation, and peripheral edema. Skin— 
Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below), Other—A single case described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomie Reactions—Miosis, obstipation, 
anorexia, paralytic ileus, Cutaneous Reactions—Erythema, exfolia- 
tive dermatitis, contact dermatitis. Blood Dyscrasias—Agranulocy- 
tosis, leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic 
anemia, pancytopenia. Al/ergic Aeactions—Fever, laryngeal edema, 
angioneurotic edema, asthma. Hepatotoxicity—Jaundice, biliary 
stasis. Cardiovascular Effects—Changes in terminal portion of elec- 
trocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine); these appear to be re- 
versible and due to altered repolarization, not myocardial damage. 
While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest 
have occurred in patients showing characteristic electrocardio- 
graphic changes while taking the drug. While proposed, periodic 
electrocardiograms are not regarded as predictive. Hypotension, 
rarely resulting in cardiec arrest. Extrapyramidal Symptoms —Akathi- 
sia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigid- 
ity, and akinesia. Persistent Tardive Oyskinesia—Persistent and 
sometimes irreversible tardive dyskinesia, characterized by rhyth- 
mical involuntary movements of the tongue, face, mouth, or jaw 
{e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements) and sometimes of extremities may occur on 
long-term therapy or after discontinuation of therapy, the risk be- 
ing greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. 
Syndrome may be masked if treatment is reinstituted, dosage is 
increased, or antipsychotic agent is switched. Fine vermicular 
movements of tongue may be an early sign, and syndrome may 
not develop if medication is stopped at that time. Endocrine Dis- 
turbances—-Menstrual irregularities, altered tibido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others—Hyperpy- 
rexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confustonal states; following long-term treatment, a peculiar 
skin-eye syndrome marked by progressive pigmentation of skin 
or conjunctiva and/or accompanied by discoloration of 
exposed sclera and cornea; stellate or irregular opacities 

of anterior lens and cornea; systemic lupus erythema- 

tosus-like syndrome, 73-824R SANDOZ 


SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 
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An Overview of Schizophrenia from a Predominantly Psychological Approach 


BY SILVANO ARIETI, M.D. 


The author reviews the psychological approach to the 
study and treatment of schizophrenia—its psychogenesis, 
psychodynamics, psychological structures and mecha- 
nisms, and psychotherapy. He notes the areas in which 
changes of position or emphasis are called for, particu- 
larly the formation of the maternal image and the self- 
image, and discusses the new conceptions of schizophre- 
nia that view it as simply a variety of human existence 
rather than as a disease. 


IN VIEW OF THE INCREASED INTEREST in the genetic and 
biochemical studies of schizophrenia, it is pertinent to re- 
evaluate the position of a predominantly psychological 
approach to this major psychosis. 

In my opinion, a predominantly psychological orienta- 
tion in the study and treatment of this psychosis is a fun- 
damental one and will remain so in the foreseeable fu- 
ture. However, certain positions assumed in the past have 
to be reconsidered, and cognizance has to be taken of 
changes in emphasis and even of some perspectives. 

The psychological approach includes all the methods 
that study the psychogenesis, psychodynamics, psycho- 
logical structures and mechanisms, and psychotherapy of 
the psychosis. In a broader sense, within the psychologi- 
cal approach we must also include sociocultural studies. 
It is apparent that in most instances sociocultural factors 
affect the individual through the intermediary action of 
psychological processes. For example, it is not enough to 
find out that poverty, immigration, being a member of a 
minority, or living in slum areas increases the incidence 
of the disorder. We must be able to translate these statis- 
tical data in terms of human suffering. For instance, we 
may investigate whether or not these social factors be- 


This paper was written at the invitation of the Editor. 


Dr. Arieti is Clinical Professor of Psychiatry, New York Medical Col- 
lege; his address is 125 East 84th St., New York, N.Y. 10028. 


come pathogenetic by decreasing among a certain group 
of people the possibility that they will either become good 
parents or receive good parenthood. 

It is important to stress in these introductory remarks 
that the majority of authors (including myself) who focus 
on the psychological aspect of schizophrenia do not deny 
a nonpsychological, most probably hereditary, com- 
ponent. It is true that no Mendelian law acting in families 
of schizophrenics has been found; it is true that nothing 
resembling the distribution of such hereditary diseases as 
Huntington’s chorea, hemophilia, or muscular dystrophy 
has been observed in schizophrenia. It is also true that the 
genetic claims made by such people as Riidin and Kall- 
mann have not passed the test of time. On the other hand, 
certain situations that seem to prove a less definite but 
nevertheless existing genetic component have been recog- 
nized. The incidence of schizophrenia in the general pop- 
ulation is calculated to be 0.85 percent. But if we take a 
population of monozygotic twins, in which one member 
of each pair has or had schizophrenia, in 25-38 percent 
of the cases the other monozygotic twin also is or was 
suffering from schizophrenia (1), Authors differ as to 
the exact concordance rate in monozygotic twins, but 
there seems to be little doubt, according to the reported 


- studies, that the incidence is approximately 36 times 


greater than one would expect in the general population. 
This finding is certainly impressive, but, in my opinion, 


- even more impressive is the fact that in 64 percent of 


pairs of monozygotic twins, one twin is not suffering and 
is not going to suffer from schizophrenia. 

If it is true that monozygotic twins are genetically 
equivalent, as the geneticists tell us (2), differences be- 
tween them must be the result of nongenetic factors. And 
the difference or discordance in relation to schizophrenia 
in identical twins is approximately twice as frequent as 
the concordance. If schizophrenia were a purely genetic 
condition, the concordance would have to be 100 percent. 
It is thus fair to assume that nongenetic factors “are in- 
fluencing the phenotype, either by enhancing expression 
of the illness in the affected twin or by retarding it in the 


. nonaffected twin” (2). In other words, the genetic factor 
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provides a potentiality, but other factors are necessary to 
change the potentiality into a clinical entity. The poten- 
tiality may be a psychobiological vulnerability or a 
purely biochemical one. 


Those authors, including myself, who have studied 
cases of schizophrenia intensely and psychodynamically 
have found not even a single case that did not come from 
a very disturbed environment and that did not present a 
very revealing psychodynamic history. Now, it could very 
well be that the same psychodynamic disturbances of en- 
vironmental origin would not have been enough in them- 
selves to unchain the disorder. As a matter of fact, we 
find similar factors among nonschizophrenics. However, 
if the hereditary vulnerability preexisted, the psycho- 
dynamic disturbances might have been able to change the 
potentiality into a clinical disorder. I do not know 
whether the genetic potentiality could be labeled patho- 
logical per se. It could be that in other circumstances it 
would actualize itself in constructive or desirable ways. 
Similarly the environmental disturbance, in different con- 
tingencies, genetic or otherwise, could even help the indi- 
vidual to transcend the environment and become a cre- 
ative person, an innovator, a reformer. However, the 
combination or the casual encounter of the genetic and 
environmental factors, or the absence of compensatory 
opportunities, may have determined the disorder. 


Since at the present time we cannot change the genetic 
code of people, it seems much more promising to change 
the psychological factors. The organicists may think that 
if we cannot change the genetic code, we can try to 
change the effects of the anomalous genetic code by bio- 
chemical means. For instance, even when diabetes has a 
hereditary or familial basis, we treat it with insulin. The 
fact remains that the biochemical mechanisms inherent 
in the genetic potentiality have not yet been detected, and 
their existence has not been proved. The function attrib- 
uted by some authors to serotonin has been denied by 
other authors, and the existence of such compounds as ta- 
raxein has not been confirmed. 

The basic premise of the psychiatrist who adopts a pre+ 
dominantly psychological approach is that, if schizophre- 
nia is the result of a set of etiologic organic and psycho- 
logical factors, it will be enough to remove one of the two 
types of components of the set to disrupt the set and to 
prevent the occurrence of the disorder. If the disorder has 
already appeared, it is plausible that by removing or al- 
tering one of the two components a condition will come 
about in which schizophrenia will no longer be possible, 
or if possible, will be ameliorated. It is thus very impor- 
tant to study the psychodynamics, the psychological 
structure, and the psychotherapy of schizophrenia and to 
review the major changes that have occurred in these 
fields recently. Space limitation requires brevity and a se- 
lection of topics that may be arbitrary. 

Although the individual psychotherapy of schizophre- 
nia has received no adequate representation in the recent 
psychiatric literature, or a representation comparable to 
that of a few years ago, the involvement of practicing 
psychiatrists with it has not diminished. I think we can 
surely affirm that no psychiatrist can ignore the psycho- 
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therapy of schizophrenia, nor can he escape practicing 
psychotherapy with schizophrenics even if he is deter- 
mined to do so. Even a psychiatrist whose practice con- 
sists predominantly of administering phenothiazines can- 
not help inquiring about the dynamics of the patient’s 
anguish and conflict, cannot help observing and inter- 
preting what happens between the patient and himself. 
He may not apply all the insights that people who have 
devated themselves to the psychotherapy of schizophre- 
nia have communicated, but some of them have rubbed 
off on every psychiatrist. What Frieda Fromm-Reich- 
mann, other pioneers, and we, their followers, have tried 
to do has not been ignored but assimilated, even if at 
times in very diluted forms. 


PSYCHODYNAMICS OF FAMILY INTERRELATIONS 


Most psychodynamically oriented authors believe that 
mast psychogenetic traumas occur in childhood. From 
the first period of life the future schizophrenic finds 
himself in a family that is not able to offer him a modi- 
cum of security or basic trust. The world he meets in 
childhood consists of interpersonal relations character- 
ized by intense anxiety or hostility, by false detachment, 
or by a combination of these feelings. Some authors have 
attributed great psychogenetic importance to the abnor- 
mality of the family as a whole; others have focused on 
the unhappy marriage of the parents or on the person- 
ality of the father or on the interaction with the siblings. 
The personality and attitude of the mother remain, in the 
opinion of many, the most important psychogenic 
factors. | 

I reported similar findings in the first edition of my 
book Interpretation of Schizophrenia, which appeared in 
1955 (3). However, in these intervening years I have be- 
come aware of many other factors that have compelled 
me to rewrite my book almost completely; the second 
edition 1s now in press (4). I have become increasingly 
convinced that, among many other things, we have not 
taken into sufficient consideration what is happening in- 
trapsychically to the child. During childhood, and also 
laier, the future patient not only has to sustain the impact 
of intense negative emotions, such as tension, fear, anx- 
iety, hostility, and detachment; he also has to contend 
with the alterations in his development that are con- 
sequent to such exposure and, perhaps, with some of his 
own intrinsic qualities that make him less capable of cop- 
ing with adverse circumstances. Certainly it is very im- ' 
portant to study what kind of interpersonal world the 
patient met early in life. That is the first item on our list 
of inquiries, but only the first. It is also of crucial impor- 
tance to determine how the child experienced this world, 
how he internalized it, and how such internalization af- 
fected the subsequent events of his life, which in their turn 
acted as feedback mechanisms. 

To illustrate this point of view I must repeat here what 
J have reported in recent writings (4,5) and reconsider 
the concept of the “schizophrenogenic mother.” The 
mother of the schizophrenic has been described as a ma- 
levolent creature, deprived of maternal feeling. John 


Rosen (6) spoke of her perverse sense of motherhood. 
She has been called a monstrous human being. At times, 
it is indeed difficult not to make these negative appraisals 
in some cases that stand out for these very negative quali- 
ties and that therefore seem typical. Quite often, how- 
ever, a generalization is made that seems to me no longer 
warranted. 

First of all, in the largest majority of cases the mother 
is not a monster or an evildoer but a person who has been 
overcome by the difficulties of living. These difficulties 
have become enormous not only because of her unhappy 
marriage but, most of all, because of her neurosis and the 
neurotic defenses she built up in interacting with her chil- 
dren. There is another important point that has been ne- 
glected in the literature. These studies of the patient’s 
mother, starting from those of Frieda Fromm-Reich- 
mann (7) and John Rosen (8), were made at a time during 
which drastic changes in the sociological role of women 
were in a state of incubation. It was a period that imme- 
diately preceded the women’s liberation era. It was the 
beginning of a time when a woman had to contend fully 
but tacitly with her newly emerged need to assert equal- 


ity. She could no longer accept submission, yet she strove . 


to fulfill her traditional role. These social factors entered 
into the intimacy of family life and complicated the pa- 
rental roles of both mothers and fathers. 

I wish to add that this was the time when the “nuclear 
family,” an invention of urban industrial society, came 
into its full existence. The nuclear family is destructive 
not only for the children but also for the parents, and es- 
pecially for the woman of the house. The home is often 
greatly deprived of educational, vocational, and religious 
values. It consists of a small number of people who live in 
little space, compete for room and for material and emo- 
tional possession, and are ridden by hostility and rivalry. 

A few years after the publication of Interpretation of 
Schizophrenia in 1955 I started to compile some private 
statistics and, although personal biases cannot be ex- 
cluded and the overall figures are too small to be of defi- 
nite value, I have reached the tentative conclusion that 
only about 25 percent of the mothers of schizophrenics fit 
the image of the schizophrenogenic mother: 75 percent 
do not fit. We must then ask ourselves why so many au- 
thors, including Sullivan (9), Rosen (6,8), Hill (10), 
Lidz and associates (11), Laing (12), and (alas!) myself 
(3), have portrayed these mothers in this intensely nega- 
tive, judgmental way. Of course somebody could say that 
I have been led to error, that I have not been able to un- 
cover the hidden perverse qualities of these mothers. 
However, in fairness to myself I cannot believe that I 
have grown so insensitive in many years of practicing 
psychoanalysis and psychotherapy as to become less 
aware now than in the past of the real personality of 
these mothers. 

Study of the subject and repeated observations have 
led me to different conclusions. Schizophrenics who are 
at a relatively advanced stage of psychoanalytically ori- 
ented psychotherapy often describe their parents, espe- 
cially the mother, in these negative terms, the terms used 
in the psychiatric literature. We therapists have believed 
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what our patients have told us. Inasmuch as approxi- 
mately 25 percent of the mothers have proved to be that 
way, it was easier for us to make an unwarranted gener- 
alization that included all the mothers of the schizo- 
phrenics. We have made a mistake reminiscent of the one 
made by Freud when he came to believe that his neurotic 
patients had been assaulted sexually by their parents. 
Later Freud realized that what he had believed to be true 
was, in by far the majority of cases, only the product of 
the patient’s fantasy. The comparison is not quite apt, 
however, because in posstbly 25 percent of the cases the 
mothers of schizgphrenic patients have really been non- 
maternal, and we do not know what percentage of moth- 
ers of nonschizophrenics have been nonmaternal. 


The Transformation of the Parental Image 


If my interpretation is correct, we must find out why 
many patients have transformed the image of the mother 
or of both parents into one that is much worse than the 
real one. In my opinion what happens in the majority of 
cases is the following: the mother has definite negative 
characteristics—excessive anxiety, hostility, or detach- 
ment. The future patient becomes particularly sensitized 
to these characteristics. He becomes aware only of them 
because they are the parts of his mother that hurt, and to 
which he responds deeply. He ignores the others. His use 
of primary process cognition makes possible and perpet- 
uates this partial awareness—this original part-object 
relationship, if one wants to use Melanie Klein’s termi- 
nology. The patient who responds mainly to the negative 
parts of his mother will try to make a whole out of these 
negative parts, and the resulting whole will be a mon- 
strous transformation of the mother. 

In later stages this negative image may attract other 


negative aspects of the other members of the family or of 


the family constellation, so that her image will be in- 
tensified in her negative aspect. This vision of the mother 
is somewhat understood by the mother, who responds to 
the child with more anxiety and hostility. A vicious circle 
is thus organized that produces progressive and intense 
distortions and maladaptations. Two tendencies thus de- 
velop. One is to repress from consciousness the reality of 
the mother-patient relationship, but this is not a task that 
can be fully achieved. The other tendency is to displace or 
project to some parts of the external world this state of 
affairs. But this tendency also is not actualizable unless a 
psychosis occurs, and for the time being it remains only a 
potentiality. What I have said in relation to the mother 
could, in a smaller number of patients, be more appropri- 
ately said in reference to the father. In the majority of 
cases, the full extent of the negative image of the mother 
(and/or father) is repressed. It reappears in psychother- 
apy when defenses and protections are eliminated. 

Why do schizophrenic patients who, in the course of 
treatment, become aware of the negative image of their 
parents continue during a long stage of psychotherapy to 
see them in a negative way? Why in childhood did they 
focus on the negative aspects? We can give only hypothet- 
ical answers to this problem. The genetic vulnerability 
that I have referred to, or other particular contingencies 
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occurring early in life, make the future patient experience 
more intensely a phenomenon that occurs to some degree 
in every living animal organism. Inasmuch as painful 
characteristics or negative parts of complex stimuli gen- 
erally hinder adaptation, they are as a rule more dan- 
gerous from the point of view of survival. Evolution has 
thus probably favored a stronger response to them. We 
react more vigorously to pain than to pleasure, and to 
sorrow than to joy. Psychotherapy must help to put back 
the previous components in their proper proportion. The 
psychological hurt that the patient has so strongly experi- 
enced, and is still experiencing, is mainly hostility, to 
which I shall return later. 

The therapist’s knowledge that the patient transforms 
his experiences drastically is very important in psycho- 
therapy. Until recently the therapist and the patient es- 
tablished a so-called therapeutic alliance based mainly on 
recrimination for what the parents had allegedly done in 
engendering the patient’s misery. Certainly the parents 
have played a role, but to magnify that role is also to alter 
the truth and to hinder the progress of psychotherapy 
beyond the initial stages. 


The Self and the Others 


Whatever I have said about the parental image could 


be repeated, with the proper modifications, about the’ 


self-image of the future schizophrenic. The self, although 
it is related to parental appraisals, is not a reproduction 
of them but a grotesque representation. Space limitations 
prevent me from dealing with this very important subject; 
the reader is referred to other writings of mine (4, 13). 
From a general point of view we can conclude that a 
large part of the psychiatric literature of psychodynamic 
orientation has made the error of seeing not only the 
child but also the adolescent and young adult as com- 
pletely molded by circumstances, a passive agent at the 
mercy of others, either parents or society. Although these 
environmental forces are of crucial importance, we 
should not forget other factors. The person, even at a 
young age, is not a tabula rasa, or a sponge that absorbs 
whatever is given him without his adding an element of 
individuality and creativity to what he receives and thus 
contributing to his own transformation. The individual, 


whether he will be a psychiatric patient or not, will never | 


reproduce the experiences of childhood as a historian 
would; he always transforms and recreates, in favorable 
or unfavorable ways. Some of the authors who study the 
effect of the family and of the environment on the schizo- 
phrenic patient do so in a crude way, as if they were de- 
scribing a rapport of simple linear causality. It would be 
like studying the intake of food but not the functions of 
the digestive system and the metabolic processes of the 
body. 

Authors like Lidz(14), Wynne and Singer (15, 16), 
Jackson (17, 18), and Bateson and others (19) have en- 
larged greatly our understanding of schizophrenia by 
showing the ways in which the family affects the patient. 
However, they have not illustrated how the environmen- 
tal forces have passed through and been transformed by 
intrapsychic agencies. Lidz spoke of the transmission of 
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irrationality directly from parents to children. In an ar- 
ticle published in 1969(20) and again in his recent 
book (21), he quoted the case of a girl whose mother 
wished her to become a good writer like Virginia Woolf, 
even if that would imply committing suicide. Eventually 
the patient did commit suicide. How could irrationality 
be more clearly transmitted, Lidz seemed to ask. This 
case is very dramatic, but it is not the typical case of 
schizophrenia. As a matter of fact, I dare say that this 
patient committed suicide not because she was schizo- 
phrenic, but in spite of her being schizophrenic. The di- 
rect execution of an order, as originally (or presumably) 
received from parents, is more typical of other states than 
of schizophrenia. 

Between the conflict, originated in the parents, and the 
carrying out of psychotic orders and overt unusual or bi- 
zarre behavior, many intermediary displacements and 
transformations—affective, cognitive,: and conative— 
take place. More typical are cases like the following: the 
patient who believes he is Jesus Christ and wants to act 
and to be treated as if he were Jesus Christ; the patient 
who believes that people put poison in his food; the 
patient who receives messages from other planets; the 
patient who thinks he is powerful enough to control the 
world, to have the human race exterminated and replaced 
by a population of dogs. It is hard to believe.that the par- 
ents transmitted literally these irrationalities to the 
patients. Had they done that, they too would have been 
schizophrenics. 

The schizophrenic irrationality is not transmitted di- 
rectly, as a language is. However, a fine distinction is to 
be made: the schizophrenic irrationality is certainly re- 
lated to the influence of others, especially parents, but in 
a much more subtle way. Let us take the example of the 
patient who thinks he is Jesus Christ. His parents prob- 
ably were not able to promote his self-esteem; with their 
attitude they discouraged him and did not instill in him 
belief in the promise of life. Because of his own dis- 
tortions and magnifications he saw the attitude of his par- 
ents as proof that he would be defeated in every attempt 
to assert himself, that there was no hope for him; he 
would not “make it.” When the inner turmoil became 
very intense and he decompensated, he adopted a way of 
thinking that permitted him to have the greatest possible 
image of himself and nourish the hope that he would re- 
deem his fellow human beings from similar predica- 
ments. The important thing is that he would not have 
been able to transform his anxieties and conflicts into a 
particular delusion if he had not adopted a special type of 
thinking. And that type of thinking, from a structural 
point of view, did not originate from his parents (see the 
section on Schizophrenic Cognition). 

Let us consider another one of the mentioned exam- 
ples, the patient who believed that he could control the 
world, make the human race perish, and have it replaced 
by a population of dogs. This patient lost his mother at 
the age of three. He was brought up by two much older 
sisters, who resented having to take care of him, and by a 
father who was a perfectionist. Because of his own frus- 
trations, the father was unhappy and hard to please. In 


order to stimulate the patient toward constant improve- 
ment the father provoked great anxiety in his son, who 
came to believe he would never succeed in anything he 
tried. When the father remarried, the patient saw the 
stepmother as a caring person at first, but as hostile later 
and as a source of sexual stimulation from which he 
could not escape. The poor communication, the inability 
to properly ventilate the problems, and the resulting anx- 
jety predisposed the patient to think that his father 
would always find fault with him and would never love 
him. And yet love from his father was what the patient 
wanted most; nothing could be more precious or more 
difficult to attain. Was there in the world a creature to- 
ward whom his father was lenient and not demanding, 
and on whom he bestowed love? Yes, the dog of the fam- 
ily, or rather the series of dogs that succeeded one an- 
other. 

Only the adoption of a different type of thinking made 
the patient change from a state of hopelessness and 
worthlessness into a position from which he felt he had 
the power to control or transform the world. The new 
world would be populated not by people, who withdraw 
from love, but by those who could obtain love—the dogs. 
When the acute phase of the episode was over and the 
patient was able to give a detailed personal history, he 
was easily helped to trace back the origin of his delusions. 
It was also explained to him that his original relations 
with his father, although unhappy and unhealthy, were al- 
ready unrealistically transformed in childhood and made 
worse by poor communication, inability to see the total- 
ity of the picture, difficulty in finding compensations, and 
especially by the tendency to experience the rapport with 
his father in a restricted and unfavorable way. As we have 
already mentioned, the patient’s relationship with his 
stepmother proved to be a difficult one and in its turn 
made the relationship with his father even more com- 
plicated because of a new and rather late oedipal situ- 
ation. 


PSYCHODYNAMIC DEVELOPMENT OF 
SCHIZOPHRENIA 


Space limitations prevent presenting in detail the se- 
quence of events that unfold tn the life of the patient from 
birth to the onset of the psychosis. I shall only attempt to 
offer here a brief and incomplete outline. Although great 
variations are possible, I have been able to differentiate in 
the majority of cases four periods (4, part II). It is in the 
first period (early childhood) that, for a variety of rea- 
sons, the future patient cannot accept entirely the 
“Thou,” the other person, generally the mother, who is 
necessary for the formation of the child’s “I” or self. This 
is the beginning of the schizophrenic cleavage. The other 
comes to be perceived as a malevolent Thou and the I as 
a bad me. lIn most cases this cleavage is patched up and 
the psychological status is protected by defenses. In the 
second period (late childhood), either because of the ac- 
quisition of a schizoid personality that blunts feelings or 
a stormy personality that is capable of a variety of re- 
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sponses, the Thou tends to be transformed and experi- 
enced as a distressing other and the bad me is trans- 
formed into the weak, inadequate me. The child will see 
himself as a weakling in a world of strong and distressing 
adults. 

The third period, which generally starts at puberty, is 
characterized not only by sexual urges but most of all by 
conceptual life. What may prove most pathogenetic are 
not instinctual impulses or instinctual deprivations but 
ideas—the cognitive part of man, which has been ne- 
glected in psychoanalysis as well as in general psychia- 
try (13, 22). From now on the self-image will consist pre- 
dominantly of such concepts as personal significance, 
one’s role in life, and self-esteem. The defenses that the 
person had adopted in the previous two periods and that 
were adequate for the little world of the family become 
less reliable now that the patient is extending his relations 
with the big social world. He does not feel prepared for 
what he experiences as perennial challenge. The charac- 
teristics of the nuclear family, to which I have already re- 
ferred, sharpen the contrast between the home and the 
world. The patient comes to believe that the future has no 
hope, the promise of life will not be fulfilled. He feels 
unaccepted and unacceptable, unfit, alone. 

He may undergo a prepsychotic panic that is caused by 
a strange emotional resonance between something that is 
very clear (like the devastating self-image brought about 
by the expansion of conceptual life) and the unrepressed 
experiences of the first period of life, when he sensed with 
great intensity the threat of the world. The concordance 
and unification of the experiences of the first and third 
periods complete and magnify the horrendous vision of 
the self. In the totality of his human existence, and 
through the depth of all his feelings, the individual sees 
himself as totally defeated, without any worth or possi- 
bility of redemption. 

In most cases only one solution, one defense, is still 
available to the psyche: to dissolve or alter his cognitive 
functions, the thought processes that have brought about 
conceptual disaster and that have acquired an ominous 
resonance with the original and preconceptual under- 
standing of the self. It is at this stage that the fourth, or 
psychotic, period begins. Whereas during the period of 
panic everything “inside” the patient appeared to be in a 
state of turbulent change, in the fourth period the ex- 
ternal reality seems difficult and strange. 

In the paranoid type of schizophrenia, the patient 
projects to the external world the evaluation of the self 
that he had previously accepted. No longer will he accuse 
himself. The accusation now comes from the external 
world. 


SCHIZOPHRENIC COGNITION 


At the onset of the psychotic period the patient adopts 
a different type of cognition, which to a large extent is re- 
sponsible for his manifest symptomatology and alters his 
ways of relating to the world and to himself. The new 
ways are neither learned nor based on imitation. It would 
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be incorrect to think that they are learned or transmitted 
from the other members of the family. They constitute 
special structures of thought and language that are avail- 
able to every person, irrespective of the culture, historical 
time, or family to which he belongs. If we adopt a Freu- 
dian frame of reference, we can say that the primary 
process, which in normal persons does not prevail in most 
activities of the mind, acquires supremacy over the secon- 
dary process. 

Since 1948 (23) I have illustrated the characteristics of 
this less differentiated or paleologic type of cognition and 
the ways by which it becomes connected psycho- 
dynamically with the content of the patient’s thought and 
language. I put a new and different stress on Bleuler’s 
cardinal concept that it is chiefly through the thought dis- 
order that this psychosis unfolds. Since 1948 many stud- 
ies of schizophrenic thought and language have been pub- 
lished by many authors. The interpretations have been 
quite different. Many authors have seen the thought dis- 
order as predominantly a disorder of attention (24, 25). 
It is true that attention is disturbed in the majority of 
patients, but to me it seems impossible to attribute the 
complexity of schizophrenic phenomena to the secondary 
symptom of disturbed attention. It will be hard to dem- 
onstrate that it is because of a disturbance in attention 
that a patient “hears messages from other planets.” 

Some other authors have attempted to find tn the par- 
ents of the patient the same thought disorder that the 
patient presents. They have described the parents’ 
thoughts as diffused and fragmented (15, 16). Of course, 
some parents, relatives, and even friends of patients, as 
well as reputedly normal persons, may present occasional 
thought anomalies and a diffuse or fragmented chain of 
thoughts, but not in typically schizophrenic modalities. 

Another group of authors (26-28) has given impor- 
tance to another characteristic of schizophrenic 
thought—-“‘overinclusiveness,” described long ago by 
Cameron (29). For instance, when a schizophrenic 
patient was asked to continue this list of names: dogs, 
cats, horses, elephants, donkeys, etc., he added “‘spiders, 
parrots, snakes.” Another patient added “‘stones, galaxy, 
infinity.” 

In his recent book Lidz (21) gave more consideration 
to schizophrenic thinking, which now holds an important 
place in his revised theory of schizophrenia. I mention 
Lidz again at this point because he fundamentally accepts 
Cameron’s concept of overinclusiveness, but adds that 
this overinclusiveness is egocentric. The parents of the 
patient are egocentric since they are unable to recognize 
that the other person has different feelings, needs, and 
ways of experiencing. In order to adapt to the parents’ 
needs, the patient becomes egocentric by being parent- 
centered: “His feelings of being central to his parents’ 
lives lead to feelings of being central and important to ev- 
eryone, including God” (21). This egocentricity of the 
patient leads him to “cognitive regression,” specifically 
to “an intercategorical realm” of thinking. In other 
words, the patient becomes particularly preoccupied with 
material that lies between categories. 

It is not very clear how Lidz puts together ego- 
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centricity and overinclusiveness. The “overinclusiveness” 
that leads the patient to believe that many events refer 
particularly to him may be egocentric, but that is quite 
different from the overinclusiveness that makes him be- 
lieve, for instance, that pencil and shoe belong to one cat- 
egory because they both “leave traces” (30). It seems to 
me that overinclusiveness is the manifestation of a more 
basic problem. 

Vygotsky (31) and Goldstein (32), using special tests, 
have very well demonstrated that the patient’s inability to 
form acceptable categories appears in attempts to solve 
problems that require abstract thinking and is not neces- 
sarily associated ,with egocentricity. In the examples 
mentioned above, the first patient, in spite of his educa- 
tion, was not able to abstract the class “mammal,” and 
the second patient was not able to abstract the class ‘‘ani- 
mal.” The second patient probably conceptualized more 
in terms of space and thought that animals are in the 
country, which is part of a galaxy, which in its turn is part 
of infinity. Contrary to what some authors believe, not 
only is there no increase in capacity for abstraction, but 
there is a severe impairment in the capacity for abstrac- 
tion. The occasional use of abstract words has a different 
significance (4, chapter 16). This impairment of the ca- 
pacity for abstraction is not permanent and is probably 
psychogenic in origin. It disappears in patients who re- 
cover, just as primitive types of thinking that occur in 
dreams disappear when the dreamer awakes. The schizo- 
phrenic retains the potentiality to abstract. 

Elsewhere (4, part HHI) I have reported my inter- 
preiation of schizophrenic thought and language dis- 
orders and have synthesized the work originally pub- 
lished in more than 30 publications. I wish to indicate 
here, however, that in my opinion schizophrenic cogni- 
tion is based on: |) concretization (or perceptualization) 
of the concept, 2) identification based upon similarity 
(the principle of Von Domarus [33] ), and 3) a changed 
relationship between connotation and verbalization. In 
other words, the usual semantic value of the word is al- 
tered and what acquires special value is the word itself, 
with diminished or ignored relation to its original mean- 
ing. 

Lack of space does not permit me to discuss here the 
biological origin of this type of cognition, nor can I give 
examples of the varieties of forms under which this type 
of cognition manifests itself (4, part HI). However, I- 
would like to stress the following points: 

|. My interpretation of schizophrenic cognition applies 
to all forms of thinking in which the primary process pre- 
vails. For instance, it is also related to what occurs in 
dreams and neuroses. 

2. Schizophrenic cognition is patel on psychological 
Structures that are inherent in every human being in 
health or disease. As a matter of fact, primary process 
cognition with the characteristics that I have mentioned 
above occurs also in the process of creativity (although it 
is blended or harmoniously matched=with other forms of 
cognition [34] ). 

3. In schizophrenia, primary process cognition is used 
to fit psychodynamic necessities or tendencies. 


4. It is not the psychodynamic component that gives to 
the disorder its schizophrenic essence, but the primary 
process organization that the psychodynamic component 
undergoes in a predominant way. 


SCHIZOPHRENIA AND SOCIETY 


In the larger context of the psychology of the psycho- 
sis, it is important to evaluate those recent conceptions 
that consider schizophrenia not a disease but an imposi- 
tion or creation of society, or a strategy with which one 
can face society, or even something good for society. 
Prominent among these conceptions are those of 
Szasz (35), Laing (36), and Siirala (37, 38). Most of these 
approaches have been labeled “‘antipsychiatry.”’ They 
have to be distinguished from those approaches, like that 
of Goffman (39), that limit themselves to pointing out the 
bad aspects of institutional psychiatry. 

Again the topic is too vast to be treated here ade- 
quately. Whether schizophrenia is a disease or not de- 
pends on what we call disease. Certainly the concepts of 
Virchow and a medical model that was conceived exclu- 
sively in relation to physical illness are not applicable to 
mental illnesses. In my opinion the medical model was 
too narrowly conceived at a time when psychiatry had 
not yet gained full consideration as a science. To adhere 
to a medical model that followed Virchow’s tenets would 
be like following in physics a Euclidian-Newtonian sys- 
tem after Einstein and Heisenberg had conceived a more 
inclusive one. If in the concept of disease we include a 
dysfunction of psychological mechanisms, then schizo- 
phrenia is certainly a disease (or syndrome or patholog!- 
cal condition). With a few exceptions, schizophrenia 
causes a great deal of suffering to the patient; it is in- 
imical to the patient’s self-fulfillment and in serious 
forms it does not permit survival without help from oth- 
ers. Thus schizophrenia cannot be called a variety of hu- 
man existence, like blue eyes or left-handedness. It may 
be based, however, on a variety, perhaps an organic vari- 
ety, that later, with the participation of environmental 
components, becomes a pathological condition. 


For Laing (12) the schizophrenic psychosis is a normal 
reaction to an abnormal situation. It is not a disease but a 
broken-down relationship. The environment of the 
patient is so bad that he has to invent special strategies in 
order “‘to live in this unlivable situation.” The psychotic 
does not want to do any more denying. He unmasks him- 
self; he unmasks others. The psychosis thus appears as 
madness only to us ordinary human beings who have a vi- 
sion limited by hypocrisies and ingrained habits. 

In my opinion schizophrenia is an abnormal and spe- 
cific way of dealing with an abnormal situation. The psy- 
chosis cannot be called a rebellion against a previous un- 
livable situation. The previous situation may have been 
unlivable, but the rebellion is abnormal and also hardly 
livable. If the patient had to rebel or reject the previous 
situation, he could have become a revolutionary, a dis- 
senter, a hermit, a poet, a writer, or a politician, but in- 
stead only a pathological possibility was available to him; 
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he became a schizophrenic. We must help him to lose the 
pathology and, if he finds meaning in life through dissent, 
we must help him to find other, nonpathological media 
for his dissent. Unlike Laing (36), I do not believe that 
the term “‘schizophrenia” is a political label, or at least 
no more than any other medical term is political. This is 
not to deny, of course, that society has a great deal to do 
with provoking human suffering and that human suffer- 
ing, in indirect but certain ways, promotes mental illness. 

Siirala (37, 38) saw the patient as a victim and as a 
prophet to whom nobody listens. He saw the therapist as 
a person who has the duty to reveal to society the proph- 
ecies of these patients. These prophecies would consist of 
insights into our collective sickness, into the murders that 
we have committed for many generations and that we 
have buried so that they will not be noticed. He felt that 
schizophrenia emerges out of a common sort of sickness, 
a sickness shared by others, the healthy. 

For several years I have been quite intolerant of Siir- 
ala’s views, but recently I believe I understand him better 
and some of his ideas seem to me partially acceptable. 
Why has Siirala called the schizaphrenic a prophet? I am 
not sure, but it seems to me that perhaps we can find 
some similarity (certainly not identity) between many 
schizophrenics and the prophets of the Old Testament. 
The Biblical prophets were people extremely sensitive to 
evil or to surrounding hostility. They were also extremely 
sensitive to society’s callousness to evil. The schizo- 
phrenic, especially the paranoid, in both his prepsychotic 
and psychotic stages, behaves and thinks as if he had a 
psychological radar that enabled him to detect and regis- 
ter the world’s hostility much more than the average per- 
son can. Must we assess this characteristic as a positive 
value that we can share or as the manifestation of illness? 
Although hostility exists in the world, the psychotic’s 
version of it is pathological. Although the hostility is re- 
lated etiologically to the psychosis, other predisposing 
factors enable it to become related. Although the hostil- 
ity is a very active psychodynamic factor, other impor- 
tant psychodynamic factors are involved. 

The point I am trying to make, however, is that, even if 
the patient—in both his prepsychotic and psychotic 
stages--responds abnormally to the world or misinter- 
prets the world, we should not see only the negative part 
of his position. By trying to understand him fully we can 
become aware that normality (or what we call normality) 
may require mental mechanisms and attitudes that are 
not so healthy. At times what is demanded of us is cal- 
lousness to the noxious stimuli. We protect ourselves by 
denying them, hiding them, becoming insensitive, or find- 
ing a thousand ways of rationalizing them or adjusting to 
them. We become a silent majority. By being so vulner- 
able and so sensitive the patient may teach us to counter- 
act our callousness. By spending so much energy in 
adapting, we survive and live to the best of our ability, 
but we pay a big price, which may result in the impover- 
ishment of a part of our personality. This impover- 
ishment of the personality is particularly pronounced, not 
always but often enough, in the nonpsychotic members of 
the patient’s family. As I have indicated elsewhere (40), if 
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we try to separate the patient’s insights and positive val- 
ues from the more conspicuous psychotic picture, it will 
be easier to reach the patient, to become his peer, and to 
help him greatly with psychotherapy. 


PSYCHOTHERAPY 


Since the early efforts of Federn, Sullivan, Fromm- 
Reichmann, and Rosen, the psychotherapy of schizo- 
phrenia has continued to make many advances, which I 
cannot possibly even enumerate in this paper. Particu- 
larly noteworthy are the efforts of Sechehaye (41) and 
Benedetti (42) in Switzerland, and of Rosenfeld (43), 
Bion (44), and the Kleinian school in general. Inspired at 
first by Fromm-Reichmann, Lewis Hill (10), Harold 
Searles (45), and Otto Will (46, 47) have made many psy- 
chodynamic contributions in which the relation between 
parent and child was particularly studied. 

In the forthcoming second edition of Interpretation of 
Schizophrenia, 1 have illustrated in detail my technique 
as it has developed in the course of many years (4, part 
VII). It aims at reestablishing the bond of human relat- 
edness with the patient, attacking psychotic symptoms 
with specific techniques, understanding the psychody- 
namic history, especially in the misinterpreted relations 
with the family, and helping the patient to unfold toward 
new, nonpsychotic patterns of living. Thus, although the 
psychotherapy of schizophrenia retains the interpretative 
technique and the uncovering of the repressed, as in the 
original Freudian psychoanalytic therapy, it expands in 
many directions. It is just as nourishing as it is inter- 
pretative. Although it helps the patient to reacquire com- 
munication, concern, and love for the other, it promotes 
autonomy, individuality, and self-assertion. Although at 
first the therapist assumes a parental role, he gradually 
becomes a peer of the patient. 

Although I have obtained the best results with patients 
who did not receive drug therapy, I am not against its 
use. As a matter of fact, I consider it a useful adjunct in 
many cases. However, whereas drug therapy removes 
only the symptoms, psychotherapy aims at changing the 
patient’s self-image and his attitude toward himself, oth- 
ers, and life in general. It aims at undoing part of the past 
and at changing one’s attitude toward the present and the 
future. Whereas physical therapies in psychiatry as well 
as in Other medical fields aim at a restitutio quo ante (re- 
turn to a premorbid condition), the psychotherapist does 
not consider this a desirable goal for the psychotic. In 
fact, the premorbid condition was already morbid, al- 
though in a different way. A return to a prepsychotic con- 
dition would mean to settle for the retention not only of a 
biological vulnerability but also of a psychological one. 
The potentiality for the psychosis would thus persist. 

To summarize, with many patients who receive in- 
tensive and prolonged psychotherapy we reach levels of 
integration and self-fulfillment that are far superior to 
those prevailing before the patient became psychotic. As 
I have said elsewhere (4, chapter 39), this does not mean 
that all the troubles of the patient will be over, even after 
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successful psychotherapy. We must repeat once again the 
famous words of Frieda Fromm-Reichmann that we can- 
not promise a rose garden. It would be utopian to believe 
that the promise of life is a life comparable to a rose gar- 
den, utopian for the patient and utopian for us, who want 
to be his peers. But I think it is not utopian to promise to 
the patient what we promise to ourselves, his peers, 
sooner or later tn life: to have our own little garden. 
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Interpersonal Maneuvers of Manic Patients 


BY DAVID 8. JANOWSKY, M.D., M. KHALED EL-YOUSEF, M.D., AND JOHN M. DAVIS, M.D. 


Manic patients, excited schizoaffective patients, and 
agitated schizophrenic patients were rated using a 
“manic interpersonal interaction scale” that evaluated a 
number of interpersonal interactions including testing of 
limits, projection of responsibility, sensitivity to others’ 
soft spots, attempts to divide staff, flattering behavior, 
and ability to evoke anger. Manic patients showed an 
elevation in each of these items; overall, elevations were 
greater than those of schizoaffective and schizophrenic 
patients. The intensity of the manic state also correlated 
with the degree of elevation of the manic interpersonal 
interaction scale scores. 


RECENT PHARMACOLOGICAL ADVANCES and increased 
understanding of the nature of affective disorders has led 
to an intensified interest in the diagnosis, biochemistry, 
and treatment of mania (1, 2). Recent publications have 
dealt with the nature of those symptoms characteristic of 
mania, and Beigel and Murphy have recently devised a 
manic rating scale based on a number of items thought to 
be characteristic of mania (3). Their work shows that 
those items indicating most precisely the severity of 
mania are representative of the “classic signs” of mania, 
including manifestations of increased motor activity, in- 
creased verbal productions, increased rapidity of thought 
processes, anger, poor judgment, and increased social 
contact. In addition, the acutely manic patient appears to 
have the ability to create interpersonal havoc with his 
family and therapists, and thus is one of the most chal- 
lenging, taxing, and difficult of patients (4). 

On the basis of clinical observations, a number of in- 
terpersonal maneuvers and characteristics have been de- 
scribed that appear to be present in the acutely manic 
state and that involve “‘patient-other” interactions, rather 
than “patient-centered” symptoms (4). Manic patients 
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frequently manipulate the self-esteem of others, either 
building up or denigrating a person’s sense of pride. They 
shaw a remarkable perceptiveness to areas of vulnerabil- 
ity and conflict in others and possess a keen ability to 
sense, reveal, and exploit areas of covert sensitivity. They 
often project responsibility onto others, shifting responsi- 
bility in such a way that others become responsible for 
their actions. Furthermore, they engage in progressive 
limit testing and in so doing subtly extend externally im- 
posed limits. 

These “interpersonal-interactional” characteristics 
have not previously been subjected to quantitative eval- 
uation. No objective correlations have been made be- 
tween the extent of a manic patient’s characteristic inter- 
personal interactions and the more classic symptoms of 
mania. Nevertheless, we have observed clinically that a 
manic’s interpersonal interactions seem to be associated 
with such classic symptoms of mania as flight of ideas, in- 
somnia, hyperactivity, grandiosity, denial of illness, high 
energy level, irritability, lability of affect, manipulative- 
ness, logorrhea, and assaultive behavior. Such a relation- 
ship is of theoretical importance, since it links a-character 
style to the fluctuations in a psychosis. 

Our hypothesis, then, is that the manic disorder is 
more pervasive than is thought and does more than 
merely cause specific symptoms, We postulate that it 
causes an alteration in life-style and interpersonal rela- 
ticnships that is linked to the intensity of the manic per- 
son’s psychopathology. Evidence in support of this hy- 
pathesis would be provided by data showing that specific 
interactional characteristics occur selectively in those 
patients with manic symptoms but not in nonmanic 
patients, and that when the manic episode remits, the in- 
teractional characteristics also remit. The purpose of this 
study is to quantitatively investigate whether the vari- 
Ous types of manic interpersonal interactions described 
above are linked to specific commonly accepted manic 
symptoms and to note whether the manic interpersonal 
interactions outlined above are found selectively in manic 
patients as compared to schizoaffective and schizo- 
phrenic patients. 


METHOD 


The investigation was carried out on the l1-bed in- 
patient research ward of the Tennessee Neuropsychiatric 
Institute. A total of 29 patients were included in the 
study. Patients included acutely ill activated schizophre- 


TABLE | 


Average Individual Item Scores and Total Manic Interpersonal Interaction Scale Scores 
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Schizophrenic 
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Item (N =9) 

Testing of limits 1.16 + 0.36 
Projection of responsibility 1.35 + 0.46 
Sensitivity to others’ soft spots 0.53 + 0.39 
Attempts to divide staff 0.09 + 0.06 
Flattering behavior 0.58 + 0.28 
Ability to evoke anger 0.58 + 0.35 
MIIS 4.29 + 1.51 


Schizoaffective Manic 

Significance* (N = 10) Significance (N = 10) 
p < .00! 4.53 + 0.84 p< .005 7.16 + 0.34 
p < .004 4,64 + 0.95 p < .07 6.49 + 0.74 
p < .008 2.36 + 0.55 p < .0005 5.86 = 0.63 
p < .007 1.32 + 0.44 p< .02 3.33 = 0.77 
p < .03 1.97 + 0.57 p< .03 4.25 + 0.90 
p < .002 3.61 + 0.81 p< .02 5.76 + 0.48 
p < .0008 18.01 + 3.35 p< .00l 32.85 + 3.36 





*The p values result from the comparison between adjacent columns with Student’s t test, one-tailed, 


nics'; schizoaffective patients, excited type; and manic- 
depressive patients, manic type. Diagnosis was estab- 
lished on the basis of the consensus of three experienced 
psychiatrists, nurses’ notes, family history, psychiatric 
history, and response to lithium and/or phenothiazines. 
Ultimately a diagnosis was based on the criteria of the 
American Psychiatric Association’s Diagnostic and Sta- 
tistical Manual of Mental Disorders (DSM-III). Also, all 
patients were assigned a score (“continuum score”) be- 
tween zero and 15, which represented a continuum be- 
tween schizophrenia and mania. A score of zero was 
assigned to patients showing only schizophrenic symp- 
toms and 15 to patients with symptoms of mania alone. 
Intermediate scores were assigned to patients with both 
manic and schizophrenic symptoms. The number given 
to a patient on the schizophrenic-to-manic continuum 
was determined by the average of the numbers assigned 
by three psychiatrists. More than one patient could be 
assigned a given “‘continuum score.” For purposes of 
data analysis patients with an average continuum score 
of zero to five were defined as schizophrenic, patients 
with an average of six to ten were considered to be schiz- 
oaffective, and patients with a score of |1 to 15 were con- 
sidered to be manic. Nine patients were assigned scores 
between zero and five (schizophrenic), ten patients re- 
ceived scores between six and ten (schizoaffective), and 
ten patients received scores between 11 and 15 (manic). 
The patient group consisted of 17 women and 12 men. 
Each patient was rated twice daily while acutely ill on a 
scale from zero to 15 on a number of interactional vari- 
ables by the consensus of a team of nurse raters. A score 
of zero to five equaled mild symptoms, six to ten equaled 
moderate symptoms, and 11 to 15 equaled severe symp- 
toms. The nurses rated each patient on a continuum as to 


‘All of the patients in the “activated schizophrenic” group suffered 
from schizophrenia as defined in the APA Diagnostic and Statistical 
Manual of Mental Disorders {DSM-II). They included patients with 
schizophrenia, paranoid type; those with an acute schizophrenic epi- 
sode; and those with schizophrenia, chronic undifferentiated type. All 
patients showed obvious and florid symptoms, including hallucinations, 
delusions, and bizarre behavior. They interacted frequently with staff 
and fellow patients. They were considered “activated” in the sense that 
they did not mask their symptoms with emotional withdrawal. 


testing of limits, projection of responsibility, sensitivity to 
others’ soft spots, attempts to divide staff, flattering be- 
havior, and ability to evoke anger in people. The sum of 
scores of the six items evaluated on a given day for a 
given patient was obtained to create a “manic inter- 
personal interaction scale” score (MIIS). For purposes 
of data analysis, an average of the daily scores for the in- 
dividual items and for their sum (MIIS) for a given 
patient were obtained over the time the patient was 
acutely ill. No less than five consecutive daily ratings 
were averaged in any patient. The data obtained when a 
patient had attained remission was handled similarly. 
The definition of each of these items has been described 
previously (4). Each patient was also evaluated daily us- 
ing a 15-point global mania rating scale derived from the 
Bunney-Hamburg scale (5). 

A total of five manic patients were rated longitudinally 
on a daily basis both while they were acutely ill and after 
remission had occurred to determine whether the inter- 
actional symptoms decreased with clinical improvements 
and/or with a decrease in the global mania ratings. Thus 
the relationship of the manic interpersonal] interaction. 
scale scores to diagnostic category and severity of global 
mania symptoms was evaluated. 


RESULTS 


The data were analyzed to determine whether diag- 
nosis correlated with the manic interpersonal interaction 
scale score. Table | demonstrates these relationships for 
the MIIS score and for the six individual items evaluated. 
Analysis of the data revealed that manic patients ob- 
tained a statistically significantly higher average MIIS 
score than the schizoaffective patients (32.85 + 3.36 vs. 
18.01 + 3.35, p < .001). Schizoaffective patients obtained 
a higher score than activated schizophrenics (18.01 + 
3.35 vs. 4.29 + 1.51, p < .0008). In addition, the manic 
patients showed an elevation in each of the individual 
items rated (testing of limits, projection of responsibility, 
sensitivity to others’ soft spots, attempts to divide staff, 
flattering behavior, and ability to evoke anger). Their 
scores were higher than those of the schizoaffective 
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TABLE 2 


Intercorrelations Among Continuum Score, Individual Item and Total MIIS Scores, and Global Mania Ratings for 29 Patients 


MHS 
Sensitivity Global 
Testing Projectionof toOthers’ Attemp:sto Flattering Ability to MIIS Manic 
Item of Limits Responsibility Soft Spots DivideStaff Behavior Evoke Anger Total Rating 
Continuum score* 87 .73 82 59 64 .78 86 79 
MIIS items 
Testing of limits 80 79 64 62 93 93 89 
Projection of 
responsibility .70 29 49 81 86 .68 
Sensitivity to 
others’ soft spots 71 .64 19 90 5 
Attempts to 
divide staff 75 64 80 .59 
Flattering behavior 38 -77 55 
Ability to evoke 
anger 92 87 
MIIS total .84 


*This score is the average of three ratings by physicians on a schizophrenia-to-mania continuum scale. 


group, and the schizoaffective group’s were higher than 


the schizophrenic group’s. Table 2 demonstrates that in _ 


the subject group, a high degree of intercorrelation ex- 
isted between each of the six individual items, the global 
mania rating, the continuum score, and the MHS score. 
For example, a high positive correlation (r=.86) existed 
between the MIIS score of a given patient while he was 
acutely ill and the patient’s continuum score (the place on 
the continuum between schizophrenia and mania as- 
signed the patient). Furthermore, a high positive correla- 
tion existed between a patient’s global mania rating 
(Bunney-Hamburg scale score) and the MHS score (r= 
84). 

In addition, for those five manic patients evaluated 
longitudinally while acutely ill and again following remis- 
sion, table 3 demonstrates that the MIIS score and the 
six individual item scores diminished dramatically as re- 
mission occurred (acutely ill MHS score = 29.11 + 3.43, 
remitted MIIS score = 6.65 + 4.63, p < .002). The indi- 
vidual items and the MHS score decreased significantly 
as a patient’s global mania rating decreased, whether 
such a decrease in global mania rating occurred spon- 
taneously or following pharmacotherapy. 

The following case is illustrative: A 51-year-old manic- 
depressive patient was admitted to the unit. She exhibited 
characteristic symptoms of mania including irritability, 
overtalkativeness, flight of ideas, elation,;grandiosity, and 
insomnia. Her premorbid history was characteristic of a 
manic-depressive patient in that she had been a high- 
achieving, rather competitive mother and wife who had 
shown no intellectual or personality deterioration over 
the years. On admission, the patient commented that 
even though the unit was supposed to be a “therapeutic 
community,” the staff was not being honest because they 
were not eating lunch with the patients. She also fre- 
quently commented that she wished to speak only to the 
chief of the ward, stating that subordinate doctors and 
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the resident ‘‘couldn’t understand me as well” She con- 
stantly attempted to exceed her limit of three phone calls 
per week, saying that the chief of the unit had given her 
permission to do so. Her request for phone calls always 
appeared reasonable. It was not until clarification with 
the unit chief by the rather irritated nursing staff oc- 
curred that it was realized that he had stated only that at 
some time in the future she could make more phone 
calls. Furthermore, although she always remembered the 
name of the chief of the unit, she “forgot” or confused 
the names of other doctors, social workers, and aides and 
used their names interchangeably, thereby allowing an 
accentuation of suppressed conflicts in the “therapeutic 
community.” The patient was alternately flattering and 
critical of staff members. A number of the members of 
the patient group and the staff were angry with the pa- 


TABLE 3 

Average Individual Item Scores and Total Manic Interpersonal 
Interaction Scale Scores in Five Manic Patients Before and After 
Clinical Remission 


Item f Acutely IH Remitted Significance* 
Testing of limits 7.67 +: 0,33 1.44 + 0.93 p < .0001 
Projection of 

responsibility 5.45 + 0.74 1.35 4 1.08 p< .02 
Sensitivity to others’ 

soft spots 4.87 + 0.92 1.01 + 0.81 p < .01 
Attempts to divide 

staff 2.34 + 0.71 0.65 + 0.54 p< .02 
Flattering behavior 3.15 a 1.00 1,37 + 0.81 p < .002 
Ability to evoke 

anger 5.84 + 0.77 0.83 + 0.53 p < .002 
MIIS 29.11 + 3.43 6.65 + 4.63 p < .002 


*Significance levels were obtained by using the paired Student's t test, one- 


tailed. 


tient, feeling antagonized by her manipulative behavior, 
her incessant demands, and her frequent testing of limits. 
The above interactions and the anger of the staff and pa- 
tients decreased dramatically as the patient’s condition 
improved following the institution of lithium carbonate 
therapy. 


DISCUSSION 


The data indicate that patients manifesting the typical 
symptoms of mania as measured by a standardized rating 
scale (the Bunney-Hamburg scale) also show certain in- 
terpersonal characteristics that are predictable and that 
appear to correlate in intensity with the severity of the 
manic state as defined by the intensity of such symptoms 
as flight of ideas, cheerfulness, and talkativeness. These 
interpersonal characteristics appear to be at least as rep- 
resentative of the manic state as the more “classic” 
symptoms of mania. They exist only infrequently in acti- 
vated schizophrenics and are less frequent in excited 
schizoaffectives than in manic patients. 

In our work with manic patients, we have been struck 
with the degree to which these patients engage in the in- 
terpersonal manuevers described above. Initially, we 
thought that this character style was generally typical of 
the manic patient, occurring during the manic episode, 
during periods of normothymia, and during depressive 
episodes. With continued observation, however, it be- 
came apparent to us that the various types of manic inter- 
personal behavior disappeared when the manic episode 
remitted, either spontaneously or following lithium ther- 
apy. It would seem that this behavior, rather than being 
characteristic of a premorbid personality style that 
merely continues into a period of illness, is a characteris- 
tic of the manic episode, much as short-term symptom 
changes such as flight of ideas, overtalkativeness, and 
grandiosity are characteristic of acute mania. It is note- 
worthy that historically some of the typical symptoms of 
schizophrenia, such as hailucinations, delusions, and pos- 
turing, were described first, followed later by descrip- 
tions of the schizophrenic thought disorder and by de- 
scriptions of the schizophrenic’s characteristic shyness, 
aloofness, and interpersonal emotional withdrawal. It is 
our hypothesis that a manic episode ts characterized not 
only by certain symptoms, such as flight of ideas, grandi- 
osity, etc., but also, as with the schizophrenic, by a cer- 
tain style of relating interpersonally. What may be 
unique in the acutely manic patient is the fact that he ap- 
pears to have changes in his style of interpersonal inter- 
actions that fluctuate dramatically with the phases of the 
psychotic illness. This may be theoretically important, 
since styles of interpersonal relating are usually thought 
to be long-term and continuing characteristics of behav- 
ior, in contrast to symptoms, which can fluctuate over 
brief intervals. Thus, our observations suggest that the 
acute manic disorder has a widespread effect on person- 
ality, affecting not only drive and subsequent defenses 
but also those aspects -of ego structure that govern an 
individual’s personality style. 
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Obviously, patients with other personality types and 
diagnostic labels may have some of the same inter- 
personal characteristics that the manic patient has. How- 
ever, the specific interpersonal maneuvers we have men- 
tioned, when found in an acutely ill psychotic patient, 
would seem to suggest a diagnosis of mania rather than 
schizophrenia. Such diagnostic differentiation between 
schizophrenic and manic patients is of therapeutic impor- 
tance, since lithium carbonate appears to be relatively 
more effective in manics. Furthermore, both manic and 
schizophrenic patients can show hallucinations, delu- 
sions, and persecutory, grandiose, and paranoid ideas. 
Also, on occasion it may be difficult to distinguish differ- 
ences between flight of ideas and loose associations. In 
such a situation, we have found that interpersonal char- 
acteristics are useful in differentiating among mania, 
schizoaffective disease, and schizophrenia. 

The definition and acknowledgment of the inter- 
personal maneuvers of manic patients have a number of 
therapeutic implications. Generally, we have found that 
manic patients, while acutely manic, have a unique ability 
to intensify staff dissension as well as intrapersonal con- 
flict and, in the ensuing chaos, to create a situation in 
which the psychotherapeutic or milieu treatment is un- 
dermined or abolished. The acutely manic patient is a 
master at exploiting covert conflicts in a ward staff and 
making suppressed feelings and anxieties overt. Also, in 
an almost uncanny way, the manic patient, by appealing 
to an individual’s sense of self-esteem, can divide and 
conquer staff members. In part, the manic patient’s suc- 
cess in manipulating hes in his ability to seem plausible 
and reasonable, thus undercutting a therapist’s ability to 
define his behavior as “‘sick’’ and to assume a “helping” 
role. 

Although we offer no therapeutic panacea, we have 
found that a logical system of conceptualizing manic in- 
terpersonal activity, as described above, has been useful 
in providing us a framework for interpreting and reacting 
to the manic patient’s style of relating. Specifically, daily 
use of the MIIS scale has been therapeutic in that it has 
caused the staff of our inpatient milieu therapy unit to be 
forced to continuously evaluate the interpersonal activity 
of the manic patients admitted to the unit and at least oc- 
casionally to accept such maneuvers with good humor, as 
“part of the game.” Thus, expecting the manic patient to 
divide staff members, assult self-esteem, progressively 
test limits, project responsibility, and distance himself 
from family members allows anticipation of these activi- 
ties, with the possibility of formulating concrete re- 
sponses and plans. This in turn decreases staff anger. For- 
mal evaluation of manic interpersonal behavior allows 
those in therapeutic positions to consider their own roles 
in interacting with manics. How they may unwittingly al- 
low the manic patient to manipulate self-esteem or how 
they may become defensive when he attacks their self-im- 
age can be a subject of consideration. 

We feel it is important to acknowledge conflicts when 
one is dealing with manic patients, thus deflating their 
tendency to manipulate and exploit covert conflicts. 
Frequent staff meetings centering around manic inter- 
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actions may undercut the ability of the manic patient to 
divide, for it is in the context of faulty communication 
that he is most effective. It may be useful to view the 
manic patient’s ability to perceive covert conflict as a 
positive attribute, to be used as a diagnostic tool to 
unearth and externalize interpersonal dissension within a 
staff. 

It is worthwhile to focus on the feelings, realities, and 
affects that underlie manic patients’ behavior, rather than 
to become caught up in a characteristic battle of seman- 
tics, When a therapist agrees to engage with the patient in 
semantic quibbling, he has thereby abdicated his objec- 
tive usefulness to the patient by allowing a shift of focus 
to an arena in which the manic patient will be successful 
in avoiding therapeutic work, and, in fact, may show su- 
perior abilities. 

Finally, we have found that the unambivalent, firm, 
and rather arbitrary setting of limits and controls is most 
useful in decreasing manic symptomatology. It seems 
that when the manic is unable to successfully divide staff 
members, exploit areas of conflict and vulnerability, and 
exceed set limits, his manipulative and uncontrolled be- 
havior decreases. It may be that the psychotic manic 
patient hears most easily the nonverbal communication 
implicit in the setting of limits—the statement that the 
patient is indeed controllable and that the therapist cares 
enough and is powerful enough to protect him from his 
self-destructive activities. 
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DISCUSSION 


HAROLD W. ARLEN, M.D. (Los Angeles, Calif.}—The task of 
quantifying interpersonal modes of relating is even more prone 
to subjective distortion and failure of scientific replicability 
than is the comparatively simpler but still very difficult prob- 
lem of assessing discrete neurotic or psychotic symptom- 
atology. The use of hospital ward personnel as the clinical as- 
sessors, with the wide diversity of clinical sophistication that 
this heterogeneous grouping characteristically entails, is but 
another potential pitfall in any attempt to create a scientifically 
sterile field in which to engage in meaningful research that re- 
quires exactitude, standardization, and quantification. Less 
courageous investigators might well have been daunted by such 
formidable obstacles, and it is to the considerable credit of the 
authors that they persevered and set up a research design that 
approaches a degree of scientific contro] that is still com- 
paratively rare in clinical psychiatry. 

It is not a heady undertaking to take potshots at potentially 
weak links in the research methodology: 1) the size of the 
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patient population (29 patients, of whom ten were judged to be 
manic-depressive), 2) the use of nursing staff raters, and 3) the 
separation of the 29 patients into the three diagnostic cate- 
gories-—activated schizophrenics, schizoaffective patients, ex- 
cited type, and manic-depressive patients, manic type—by the 
corsensus of three experienced psychiatrists using the criteria of 
the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-IT). Surely one could question the degree to which the 
logical fallacy of petitio principii is encroached upon by the 
methodological use of the very nosology that is being re- 
searched. But as Disraeli said, “It is much easier to be critical 
than to be correct,” and as a clinician, I would agree that it 
would avail us more to consider the practical consequences of 
the authors’ contribution. 

Indeed, the specificity of the use of lithium in the treatment of 
many manic states makes the recognition of this group of dis- 
orders, in contradistinction to the schizophrenic group, a crucial 
one. The authors state their hypothesis as follows: “The manic 
disorder is more pervasive than is thought and does more than 
merely cause specific symptoms. We postulate that it causes an 
alteration in life-style and interpersonal relationships that is 
linked to the intensity of the manic person’s psychopathology.” 
This is, to be sure, a very modest hypothesis when one considers 
that a thorough study of any psychopathological process would 
reveal it to be more pervasive than a mere cause of specific 
symptoms. This is certainly true for the schizophrenias, as the 
authors themselves acknowledge, and it is equally true for the 
gamut of psychoneurotic and characterological disturbances 
that are listed in the diagnostic manual. The authors state that 
“what may be unique in the acutely manic patient is the fact 
that he appears to have changes in his style of interpersonal in- 
teractions that fluctuate dramatically with the phases of the 
psychotic illness. This may be theoretically important, since 
stvles of interpersonal relating are usually thought to be long- 
term and continuing characteristics of behavior, in contrast to 
symptoms, which can fluctuate over brief intervals.” Again, I 
would question whether the dramatic fluctuations of the inter- 
personal interactions of the manic patient with the phases of his 
psychotic illness are unique for this group of patients any more 
than they are for a schizophrenic. With the advent of ego psy- 
chology in the 1920s, it has become commonplace to deal with 
psychopathological phenomena both in terms of their dis- 
cernible symptomatology and the interpersonal characteristics 
and relationships that they give rise to. The authors have not 
demonstrated, despite their assertion, that the interpersonal 
fluctuations of the manic are more dramatic than those of the 
schizophrenic. But even if they had demonstrated this hypothe- 
sis adequately, it does not justify as a conclusion their very next 
assertion: “Thus, our observations suggest that the acute manic 
disorder has a widespread effect on personality, affecting not 
only drive and subsequent defenses, but also those aspects of 
ego structure that govern an individual’s personality style.” 
This conclusion is also true for the schizophrenic and other 
diagnostic entities. 

The unfolding of the still incomplete catecholamine hypothe- 
sis is appealing in its attempt to offer a scientifically parsi- 
monious rationale for the biochemistry of the affective dis- 
orders. That a significant percentage of manic patients fail to 
respond to lithium therapy would seem to suggest that there is 
more than a single biochemical pathway that has gone awry. It 
is difficult to avoid the temptation to assign a statistically useful 
diagnostic label to a complex of related but different disease 
processes. Unless we yield to this temptation, research studies 
such as the one under discussion are often not possible. 

And finally we come to what perhaps is the most important 
difficulty. The Bunney-Hamburg study cited in the authors’ list 


of references revealed that rater agreement decreased as the in- 
tensity of observed behavior increased. What clinician has not 
had the perplexing experience of discovering that the more he 
knows about any given patient, the more uncertain he is in rele- 
gating him to any diagnostic pigeonhole? And how infinitely 
more complex it is to agree on quantification of interpersonal 
relationships that are so much more ephemeral and elusive than 
the symptoms into which they crystallize, not to mention the 
nosological abstractions that we assign to the symptom com- 
plexes. It is when we consider this mind-boggling complexity 
that we can best turn to the authors with both tolerance and re- 
spect for their courageous efforts. 

While I do not regard the authors’ hypothesis (that a manic 
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episode is characterized not only by certain symptoms such as 
flight of ideas, grandiosity, hyperactivity, logorrhea, lability of 
affect, etc., but also by a certain style of relating interpersonally - 
such as testing of limits, projection of responsibility, sensitivity 
to others’ soft spots, attempts to divide staff, flattering behav- 
ior, and ability to evoke anger) as more than good perceptive 
clinical observation, I do feel that the primary clinical value of 
their contribution is their concluding emphasis on the desir- 
ability of conceptualizing the interpersonal modes of behavior 
of this group of patients in order to coordinate the therapeutic 
efforts of the milieu team. Clinical research is most productive 
when it can lead to specific therapeutic modifications, and in 
this regard the authors have performed a valuable service. 


Directions: Each of the incomplete statements below is followed by five 
completions, Select the one that is BEST in each case. 


Question 1 


A three-year-old girl takes off her panties several times in nursery school. The 


most likely underlying basis for this is 


(A) masturbatory urges 
(B) age-appropriate behavior 


(C) hysterical personality disorder 


(D) vaginal infection 


(E) reaction formation against a phobia 


Question 2 


The life-style of the hysterical personality is characterized by 


(A) persistent intellectual concentration 


(B) sustained curiosity 
(C) romantic fantasies 
(D) impressionability 


(E) cautious movement from a hunch to final judgment 


(The Questions of the Month are from APA’s Psychiatric Knowledge and 
Skills Self-Assessment Program: A Stimulus to Self-Learning. The answers 
are supplied on page 260. References for the questions are supplied on page 


266.) 
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Transference and Countertransference in a Third-Party Payment System (HMO) 


BY SIDNEY 8. GOLDENSOHN, M.D., AND ESTHER HAAR, M.D. 


The authors discuss the transference and counter- 
transference reactions characteristic of a mental health 
service in a health maintenance organization. Among the 
transference issues considered of greatest interest are re- 
sponses to payment by premium rather than fee-for-serv- 
ice; attitudes toward the limited duration of treatment 
and the circumscribed return-to-function goals; reactions 
to the therapist and to the HMO as authorities; and the 
effects of being a clinic patient on one’s self-image. The 
countertrans ference issues considered most significant in- 
clude reactions by the therapist to being salaried rather 
than receiving fees for service; responses to self-exposure, 
peer review, and quality control; and alterations of the 
therapist's self-image related to such factors as his value 
system, cultural milieu, and therapeutic orientation. 


THIRD-PARTY PAYMENT SYSTEMS as providers of quality 
health care to all socioeconomic groups are being viewed 
with increasing interest by government and the public. 
One type of third-party payment plan is the health main- 
tenance organization (HMO), through which it is pos- 
sible to furnish comprehensive medical services economi- 
cally. Mental health services are provided by some 
HMOs, including the Health Insurance Plan of Greater 
New York (HIP), from which the data for this paper 
were collected. 

In the course of the treatment of mental illness, all 
therapists and patients become involved in transference 
and countertransference responses. In the HMO, how- 
ever, these reactions are modified by the effects of the 
third-party payment system. This paper will explore 
some of these effects and compare them with the transfer- 
ence and countertransference phenomena usually en- 
countered in private practice. We will first present a brief 
overview of the mental health services of HIP, which 
were described more fully in a previous article (1). 

HIP, which has been in operation since 1947, provides 
complete medical and surgical care to its 750,000 en- 
rollees. Before 1968 the only medical service excluded 
was psychiatric treatment. From 1965 to 1968 psychiatric 
treatment was offered to a small pilot study sample (2, 3). 
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Following this, mental health services were made avail- 
able to HIP members on a “rider” basis. Approximately 
170,000 HIP enrollees became covered for psychiatric 
services. At present approximately 60,000 of the covered 
patients are Medicaid enrollees, 60,000 are Medicare en- 
rollees, and 50,000 are federal and New York State em- 
playees. The cost of the rider ($10.80 a person a year or 


_ $32.40 per family of three or more a year) is paid in most 


instances by the employer, union, or government pro- 
gram such as Medicaid. The premium for Medicare 
patients is shared by the patient and the Social Security 
Administration. There are no coinsurance or deductible 
aspects to the psychiatric coverage. 

Mental health services are provided by an in- 
erdisciplinary full-time salaried staff that includes psychi- 
atrists, psychiatric social workers, and psychologists. The 
fact that the staff is interracial and bilingual is of great 
value in working with black and Spanish-speaking 
patients, especially if they are underprivileged. 

The basic psychotherapeutic orientation of the staff of 
the mental health service is that of psychodynamic psy- 
chotherapy and psychiatric casework. The primary goal 
is to return the patient to a functioning level as promptly 
as possible. A broad spectrum of outpatient and in-hospi- 
tal mental health services is offered. Group therapy and 
family therapy are practiced when indicated. There is no 
upper limit to the number of services a patient can receive 
or to the period of time he can remain in treatment, al- 
though psychoanalysis is excluded. The number of out- 
patient treatment visits has averaged approximately 14.5 
services a patient a year. In-hospital treatment modalities 
are provided for the maximum period covered by the 
patient’s Blue Cross contract. Psychotropic drugs, both 
in and out of the hospital, are included without additional 
cost to the patient. 

Although our primary goal is return to function, our 
experience has shown that significant personality changes 
may result from short-term therapy with limited goals. 
Many patients react to crisis intervention, symptom 
abatement, or conflict reduction with reintegration and 
personality reconstruction. “Flights into health’ may 
also turn out to be useful, setting the stage for lasting 
changes; the temporary cessation of discomfort may al- 
low significant positive experiences to influence the 
patient. 


TRANSFERENCE PHENOMENA 


In this paper we will discuss transference and counter- 
transference phenomena arising from two anxiety sets, 


one class related and the other personal. Class-related 
anxieties originate in the socioeconomic backgrounds of 
patients and therapists. Personal anxieties result from 
the unique interpersonal histories of both patients and 
therapists. Many transferential and countertransfer- 
ential experiences demonstrate a merging of cultural and 
personal anxiety factors; personal anxiety sets may be 
intimately and intricately interwoven with socioeco- 
nomic antecedents and determinants. Nevertheless, 
manifestations of transference and countertransference 
in third-party payment systems tend to fall into one of 
these two categories, as will be illustrated by our data. 

Transference in third-party payment systems is 
strongly influenced by socioeconomic factors. Three 
socioeconomic subdivisions will be used for purposes of 
discussion: upper-middle to middle class; middle to 
lower-middle class; and the poor, including recipients of 
welfare. There is much overlap between these groups. 
These group distinctions may not persist in the future: the 
recent lessening of value differences in various social 
classes has had a leveling effect on our society as a whole. 

Transference issues to be discussed are related to fees, 
duration of treatment, treatment setting, authority prob- 
lems, and the patient’s self-image. 


Fees 


The fact that payment in an HMO system is by pre- 
mium rather than fee for service affects the patient’s atti- 


tudes toward his therapist and his treatment in a variety . 


of ways. The patient may feel he is a degraded and pas- 
sive ‘“‘charity” or “clinic” patient. This attitude is most 
common in poor welfare patients who were self-support- 
ing at one time in their lives. Patients who have never 
earned an adequate income frequently demonstrate a dif- 
ferent reaction to third-party payment: a defensive, de- 
manding, expectant attitude. Discomfort about not pay- 
ing a fee may be a projection of the patient’s feelings of 
worthlessness and may not simply be related to the con- 
dition of poverty. 

Some other views expressed by our patients are that 
the clinic is for “second-class patients? who receive ‘‘sec- 
ond-class treatment.” Middle-class patients, especially, 
tend to accept cultural myths related to “expensive is bet- 
ter.” Cultural attitudes about fees will be reflected in the 
patients’ relationships with their therapists. For example, 
a patient who equates a high fee with high-quality service 
may exhibit a derogatory attitude toward his therapist or 
toward the mental health service. Chodoff (4) described 
still other attitudes; in his discussion of the arguments 
concerning the treatability of so-called nonpaying 
patients (so-called because many patients pay sizable pre- 
miums), he stressed the necessity for dealing with the 
patient’s fantasies of being a “‘free, special child.” We 
have also found that some enrollees do not realize that 
they are indeed paying for their treatment through their 
premiums, and we find it is therapeutically useful to bring 
this to their attention. , 

In our experience, none of the attitudes relating to fees 
has proved a serious handicap to therapy. They can be 
worked through, assuming they are not manifestations of 
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more deep-seated personality difficulties (5) and if the 
countertransferential responses from the therapist do not 
reinforce the patient’s irrational attitudes. 


Duration of Treatment 


The issue of duration of therapy is often raised by our 
patients. Most accept the explanation that there will be 
no definite cutoff—that the duration of treatment will 
depend on the time required to relieve their presenting 
symptoms or problems. We rarely begin treatment by 
telling the patient that his presenting symptoms are man- 
ifestations of deeper problems. Most of our patients ap- 
preciate this approach as compatible with their primary 
aim of symptom reduction. 

An undue concern about the duration of treatment 
may be an expression of transference feelings regarding 
dependency. Long-term treatment may stimulate fears of 
dependency, and short-term treatment may arouse feel- 
ings of rejection or provoke envious comparisons with 
other patients. Lower-class patients are frequently reluc- 
tant to commit themselves to any treatment beyond 
symptomatic relief. Upper-middle-class patients, in con- 
trast, tend to expect long-term treatment and may reject 
the short-term approaches offered. They tend to be so- 


` phisticated about psychiatry; many have been oversold 


on the curative value of psychoanalysis compared to the 
palliative effects of other psychotherapeutic modalities. 
Similar attitudes in upper-middle-class patients are en- 
countered in private practice. In an HMO, however, they 
are likely to be manifested by resistances to the limited 
goals of treatment (return to function). A broad range of 
conflicts may be precipitated in regard to this issue. 


Treatment Setting 


Patients, particularly those from the welfare group, 
may equate the mental health center with “home.” The 
transferential experience of the mental health center as 
home, usually an idealized home and family, fills an Im- 
portant need of these patients. The staff, including the of- 
fice personnel, are seen as “good parents” who will make 
up for past deprivations. These patients appreciate the 
friendly atmosphere and welcome the proffered coffee 
and candy. The ambiance is a positive aspect of therapy 
for this group. It is worth noting that in our mental health 
center, black and white therapists treating patients of dif- 
ferent races rarely encounter resistances that could be at- 
tributed to differences in color alone. The model of an in- 
terracial staff working together harmoniously apparently 
creates an atmosphere in which skin color does not be- 
come an overriding transferential issue. 

The transferential significance of the setting ts less of- 
ten positive for upper-middle- and middle-class patients 
and may even be negative for them. Sometimes middle- 
class patients are disturbed by the bare simplicity of the 
clinic decor, the noisiness and disorder in the waiting 
room, and the inadequate soundproofing. These factors 
do not. seem to distress lower-middle-class and poor 
patients. Noise and disorder are not usually considered 
nuisances by the young and put children and young 
people at ease. | 
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Authority Problems 


The therapist as an authority figure. Our HMO 
patients act out their authority problems with their thera- 
pists—as in private practice—with rebellion, compliance, 
ingratiation, or other transferential behavior. Fears of 
being rejected by the therapist because of unlikability, 
unworthiness, lack of productivity, or other negative 
qualities are common. The fears of rejection are aggra- 
vated in the poor patient, who feels he can neither 
“bribe” the therapist with financial payment nor “buy” a 
different therapist. He perceives his acceptance as 
tenuous and therefore is less free to risk criticizing the 
therapist than is a patient of higher economic status. 
Conversely, the middle-class patient who believes that 
“expensive is good”’ may regard the therapist as a cheap, 
and hence dispensable, article who can be discarded at 
whim for better goods. 

The poor patient often reacts with hostility to new au- 
thority figures and institutions. He may have come to the 
HMO for help because of conflicts with other authorities. 
For example, a child may be brought to the center for be- 
havior problems in school. Patients having difficulties 
with other authorities usually distrust us initially and per- 
ceive our therapists as arms of the institution with which 
they are in trouble. Many patients view us as the “soft” 
police and fantasize that we will manipulate them subtly 
to make them conform to social norms that they reject. 

When this kind of transference occurs, we pursue a 
three-step therapeutic course of advocacy-mediation. 
First, in order to gain the patient’s confidence and trust 
we try to define how the institution in question (the 
school, housing authority, welfare department) has acted 
to frustrate and hurt the patient, and we act as advocate 
for the patient against the institution. Next, we try to de- 
fine how the patient and his family have operated in re- 
sponse to the institution’s provocation; this reactive be- 
havior has often had the effect of aggravating the 
situation further. And finally, we try to alter and mediate 
the provocative behavior of both the institution and the 
patient. We have found that this technique of advocacy- 
mediation is the treatment of choice in helping the poor 
person cope with social reality; it works better than either 
insight therapy or simple support and advice in over- 
coming resistance. 

The organization as an authority figure. Poor patients 
often view the HMO as a remote, awesome bureaucratic 
organization in relation to which they feel alienated, in- 
significant, and powerless. Many of their authority prob- 
lems are transferred to this depersonalized organ of the 
“system.” Some of these patients try to handle the clinic 
with defensive ingratiation; other patients with in- 
adequate impulse control may act out by becoming abu- 
sive. Middle-class and upper-middle-class patients are 
less likely than the poor to become intimidated by the es- 
tablishment. They see the HMO as an instrument de- 
signed to-serve them and realize that the mental health 
center is dependent on them for support. 

Written complaints to the medical and surgical depart- 
ments of the HMO by patients from all three socioeco- 
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nomic groups are not unusual. Interestingly, except for 
an occasional severely paranoid person, patients at the 
mental health service who experience negative transfer- 
ence reactions do not act out in this way, and we receive 
few angry letters. 


The Patient's Self-Image 


How does becoming a patient at the mental health cen- 
ter affect the enrollee’s self-image and self-esteem? For 
the upper-middle- and middle-class patient there is some 
experience of “comedown,” concern about lack of 
choice in the treatment planning and therapist, feelings of 
superiority to the other patients, and occasionally, con- 
tempt for the therapist. In spite of these attitudes, we 
have helped many upper-middle-class patients, some- 
times dramatically. The self-esteem of the poor welfare- 
class patient is often enhanced by the personal attention 
given to his emotional needs in the simple, attractive, 
clean, comfortable, “homey” treatment center. By and 
large the middle- and lower-middle-class patient is con- 
tent that he is getting his money’s worth. He recognizes 
that his premium is payment, and his self-esteem seems 
least affected by the concept of being a patient in a pre- 
paid mental health clinic. 


COUNTERTRANSFERENCE PHENOMENA 


A mental health center tends to develop an individual 
and unique “character structure” (6), based on several 
factors. Chief among these factors are the staff (particu- 
larly the director), the patient population, and the bu- 
reaucratic organization in which the center functions. 
Whatever the character structure of the center, it is an 
important consideration in countertransference phenom- 
ena. The relationships of staff members to the director 
and of both the staff and director to the total bureau- 
cratic organizaton will affect the efficiency, productivity, 
and morale of the service. 

The director sets the tone of the clinic by his selection 
of staff and by directing and supervising them, as well as 
by creating, organizing, and administering clinic policy. 
Staff members, in turn, have their own special styles and 
individual strong points. The nature of the patient popu- 
lation is a consideration in the kind of staff selected and 
also adds its own individual flavor to the character of the 
center. If staff members feel especially comfortable with. 
a particular patient population either because they have 
been trained to work primarily with them or for other 
reasons, the center will tend to attract and to treat more 
patients from the population in question. Additional staff 
with similar interests will then be recruited. 

Countertransference factors to be discussed are related 
to salarv, authority problems, peer review and quality 
control, and the therapist’s self-image. 


Salary 


Being salaried may permit the therapist to feel more 
comfortable in his work. An inappropriate desire to 
please or placate a patient, arising from fears of losing 


him and the income he represents, is removed. It can be- 
come easier to confront patients, to probe painful issues, 
and to behave spontaneously. Some psychiatrists in pri- 
vate practice likewise express the idea, perhaps self-de- 
ceptive, that they could be more therapeutically produc- 
tive if they were not “driven” to deliver $40 worth of 
wisdom at every session. The HMO therapist may also 
welcome the freedom from having to personally bill the 
patient. He does not need to “dirty” himself by taking 
money for services rendered. The impersonality of third- 
party payment has its drawbacks, however, in the loss of 
opportunities to analyze transference and counter- 
transference attitudes associated with the direct exchange 
of money through the payment of fees. 

Conscious or unconscious pressure to increase one’s 
patient load until it becomes barely manageable, or to 
continue therapy beyond a point of small return, do not 
operate in an HMO as they do in private practice. Eco- 
nomic incentives encouraging unnecessary services are 
not present. However, removal of fee-for-service in- 
centives may also produce a therapist who lacks ambition 
and gets by with a minimum of effort. It may allow the 
therapist to dehumanize his patient and to overuse mo- 
dalities such as drugs and simple reassurance and thus to 
sidestep the difficult task of becoming emotionally in- 
volved in a psychotherapeutic relationship. The therapist 
may be tempted to ignore the needs of his patient, to act 
' out with him, to shorten visits, or to discharge him pre- 
maturely. 

Authority Problems 


` Unlike the self-employed private practitioner, the ther- 
apist in the HMO is a member of a well-defined organi- 
zation and has a boss (director or board of directors) to 
whom he is accountable. When the salaried therapist has 
unresolved problems with authority figures in his organi- 
zation, the difficulties may become manifest in a variety 
of untherapeutic countertransference responses. These 
reactions are usually provoked by unresolved authority 
problems presented by the patient. The therapist may act 
out his own wishes through the patient by encouraging 
excessive compliance, detachment, or rebellion. In this 
way, the patient may be used as a scapegoat for the thera- 
pist’s conflicts with clinic authorities. 

In the HMO, organizational policy promotes ihe treat- 
ment of a maximum number of patients, with minimal 
time devoted to each patient. The director must encour- 
age the staff to adhere to the goal of return to function in 


order to provide proper care for all enrollees. Under - 


these circumstances, some therapists manifest their need 
to please authority by an eagerness to terminate patients 
prematurely. Ironically, rebellious attitudes to authority 
may take the form of overinvolvement with patients and 
overextended duration of treatment. 


Peer Review and Quality Control 


A therapist cannot easily hide in the HMO. By con- 
trast, the private practitioner can remain unobserved and 
unassailable. Interstaff and cotherapy relationships, su- 
pervisory experiences, and regularly scheduled confer- 
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ences make it difficult for the HMO therapist to conceal 
his assets and liabilities. His personal idiosyncrasies and 
countertransference propensities soon become apparent 
to his peers and supervisors and are open to exploration 
and correction. Periodic review of long-term cases may 
uncover stalemated, nonproductive patient-therapist 
relationships. When problem cases are discussed rou- 
tinely, the unchallenged continuation of treatment with- 
out evidence of progress is less likely to occur than in pri- 
vate practice. 


The Therapist's Self-Image 


Working within an HMO alters the therapist’s self-im- 
age and self-esteem in a direction and to a degree that 
will vary depending on the therapist’s personal history, 
value systems, cultural milieu, and therapeutic orienta- 
tion. The quality of the therapist’s self-image is a factor 
of major importance in treatment. A poor self-image will 
interfere with therapeutic effectiveness by lowering the 
therapist’s confidence in himself, by reducing his capacity 
to function as a rational authority, and by encouraging 
countertransferential feelings and attitudes that are not 
helpful to the patient. 

For therapists who highly value independence, individ- 
ualism, private enterprise, and financial success, being 
salaried is “low status.” Their self-image is further de- 
meaned by the fact that they earn less than do private 
practitioners. These therapists may consequently feel dis- 
dain for dependent, passive patients, who mirror their 
own unacceptable qualities. They may reject patients who 
have not “made it” economically, especially poverty 
patients. On the other hand, therapists who prize cooper- 
ation, teamwork, and social service more than rugged in- 
dividualism or monetary success will derive a sense of en- 
hanced self-esteem from their association with an HMO. 
Their contributions to the community, their service to the 
‘underprivileged, and their collaboration with an inter- 
racial and integrated staff will yield them significant sat- 
isfactions. 

The therapist’s value judgments about his patient pop- 
ulation constitute another important variable influencing 
his self-image. He may view blue-collar workers, welfare 
recipients, and the underprivileged as second-rate people, 
or he may consider them worthwhile individuals who 
have been deprived of opportunities for development. 
Needless to say; a therapist’s evaluation of his patient’s 
worth will be perceived by the patient and incorporated 
into the patient’s evaluation of himself. 

The HMO setting and therapeutic philosophy may 
create conflict in a therapist who does not completely 
agree with the short-term goal of return to function. His 
belief that he is not providing quality care will inevitably 
be communicated to the patient, who will probably react 
by devaluing the therapist and the therapeutic work. 
Conversely, a therapist who advocates a treatment ap- 
proach that is in accord with that of the HMO will derive 
personal and professional gratification in providing serv- 
ices that he rates highly. His patients will consequently be 
likely to evaluate the care they receive in a similar fash- 
ion. 
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Some therapists find that their ego boundaries, profes- 
sional roles, assets, and limitations are more clearly de- 
fined in an organizational setting. They may be more se- 
cure as members of an organization. A therapist who 
benefits from such support may be less susceptible to ma- 
nipulation by his patients and more spontaneous in a 
truly therapeutic direction. 
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Blue-Collar Patients at a Psychoanalytic Clinic 


BY NETTIE TERESTMAN, D.S.W., J. DAVID MILLER, M.D., AND JOHN J. WEBER, M.D. 


The records of 45 patients identified as blue-collar work- 


ers were examined as part of a larger study of patients 
treated at the Columbia Psychoanalytic Clinic. A sizable 
number of the blue-collar patients were rated as having 
benefited from dynamic psychotherapy, although the 
proportion rated as improved was smaller than among 
the other patients in the study. Sociological and psycho- 
logical stereotypes were not helpful in identifying 
patients who improved. Therapists who were rated highly 
for their clinical skills were more often successful with 
these patients; they were able to deal with differences in 
class, color, and religion as these differences emerged in 
defenses and resistance. 


THE CASE RECORDS of 45 patients of relatively low 
socioeconomic status (mostly blue-collar workers) 
treated at the Columbia University Psychoanalytic Clinic 
were studied and compared with records of 1,303 middle- 
class and upper-class patients. All had been treated by 
physician candidates in psychoanalytic training, who 
used analytically oriented therapy and psychoanalysis. 
Our research explored several basic questions: 1) the 
extent to which lower socioeconomic status patients were 
engaged in intensive psychotherapy; 2) whether or not 
their treatment had a favorable outcome and how this 
compared with outcome results for the rest of our 
patients; and 3) the determinants of their treatment suc- 
cess or failure. The answers have important implications 
for psychoanalytic training and research, as well as for 
the development of community mental health services. 


BACKGROUND 
A large part of the mental health field has long been 
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accustomed to labeling as suitable for analytic psycho- 
therapy only white middle-class neurotics, prototypes of 
the originators of the treatment. As Hollingshead and 
Redlich (1) and otners (2-5) have shown, this is often de- 
cided not by a careful assessment of the needs of a spe- 
cific patient, but by a wholesale relegation of lower-in- 
come (Hollingshead and Redlich’s class IV and V) 
patients to therapists and therapies of lower cost and 
status. Lief and associates (6), finding that the best index 
for predicting success in therapy at a clinic at Tulane was 
level of education, concluded that analytically oriented 
treatment should be confined to class H and IHH patients. 

Three main justifications for this have been given: 

1. In contrast to the traditional ideal analytic patient, 
the typical low-income patient is said to define his prob- 
lems and look for solutions in ways (deriving from his 
non-middle-class life-style and value system) that are not 
compatible with psychoanalytic practice. For example, 
he is considered unlikely to seek psychiatric help for 
moderate neurotic symptoms, instead becoming resigned 
to them or presenting himself for treatment with somatic 
complaints. He supposedly turns for help only when in a 
crisis, generated internally or externally from a real 
threat or social conflict. In comparison with the middle-’ 
class patient, he ts said to be more fearful of therapy; 
more pessimistic and passive; and to anticipate author- 
itarlan direction, magical cure, quick and concrete re- 
sults, and therapy based on action rather than in- 
trospective talk. These generalizations have been 
described and explained frequently enough to assume the 
authority of axioms (7-14). 

There is growing evidence, however, that these descrip- 
tions do not apply equally to all blue-collar patients or to 
“the poor.” Not surprisingly, these groups appear to in- 
clude individuals who vary greatly in their capacities for 
intensive psychotherapy. A serious study of occupational, 
racial, ethnic, regional, and religious variations within 
broad class groupings has begun. This has extended the 
boundaries of heterogeneity within the lower classes, sup- 
porting the view that their general exclusion from psy- 
choanalytic therapy is unwarranted. The work of Cohen 
and Hodges (13), Clark (15), and Herzog and Lewis (16) 
are examples. Some have even suggested that many low- 
income people possess attributes, such as a tendency not 
to intellectualize and rationalize, that make them partic- 
ularly well suited for analytic therapy (17). 

Furthermore, the proliferation of new and alternative 
therapies indicates that the wish for quick, directive, and 
nonverbal treatment is shared by a large proportion of 
applicants for therapy; it is by no means an expectation 
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TABLE | 
Distribution of Patients by Type, Arranged by Service 


Patient Service Total 
Type* Psychosomatic Reparative Reconstructive Number Percent 
Type |! 1] 7 — 18 40 
Type 2 16 7 4 27 60 
Total 21 14 4 45 100 
*In tables 1 and 2, the blue-collar sample is classified as follows: 
Type 1 = both the patients’ own occupations and their family backgrounds reflected a lower socioeconomic level and they did not have middle-class aspirations. 


Type 2 = patients had some middle-class characteristics derived either from their parents’ occupation or from their own education and aspirations. 


or desire confined to patients in the lower socioeconomic 
class. | 

2. The typical middle-class therapist has been called 

unfit to treat the low-income patient and unable even to 

grasp the meaning of his communications (2, 18, 19). Dif- 

ferences in use of language, areas of sensitivity, and goals 

and expectations are all believed to act as barriers. 

Studying closely this rejection of lower-income (class 
IV and V) patients by psychiatric residents, Baum and 
Felzer observed that therapist resistance took many 
subtle but powerful forms (11). The rejection may reflect 
the therapist’s wish to push away the tncomprehensible 
and to avoid an anticipated treatment failure. Further, 
many therapists feel that treating low-status people low- 
ers their own prestige. . 

But middle-class therapists, like low-income patients, 
are not a homogeneous group. Harrison and associates 
commented on the effect of the therapist’s own class 
background on his interaction with patients (20). There is 
a growing body of literature by therapists who deplore 
uncomprehending, rejecting attitudes toward lower-in- 
come patients. Baum and Felzer called for more broadly 
based preparation for the young therapist. Others have 
learned to reach people of different cultures and lower in- 
come, discovering that such patients can offer the thera- 
pist special challenges, insights, and rewards (3, 12, 21, 
22). 

3. The third major justification for excluding non- 
middle-class patients from psychoanalytic therapy is that 
they seem to have benefited little from it when it has been 
made available. Recent evidence has been based on clinic 
dropout statistics, but this belief has a long his- 
tory (7, 8, 23). 

Alternative therapeutic strategies that have been devel- 
oped allegedly make traditional treatment outmoded, at 
least for lower-class patients. Many of these programs, 
such as walk-in clinics and use of so-called indigenous 
paraprofessionals, have had wide acceptance and no 
doubt have value (24-26). However, important as these 
facilitating measures may be, they cannot be equated 
with the substance of therapy itself. 

There is growing evidence that at least some lower- 
class patients do as well as middle-class patients in 
intensive or analytically oriented therapy (10, 27). In a 
two-year study of medically insured subscribers by Av- 
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net (28), outcome was found to be unrelated to education 
(in contrast to the findings of Lief and associates), sug- 
gesting that where the cost of therapy is not a major 
influence on the patient or the therapist, some poorly 
educated patients do well. Other clinical studies using 
large samples have emphasized the need to select pa- 
tients on nonclass criteria, including the experience of 
the therapist and the orientation of the patient (11). 

Caligor provided especially convincing evidence from 
his experience at the William Alanson White Institute in 
New York City, where a union therapy project has made 
treaiment available to members of United Automobile 
Workers Local 259 since 1963 (17). More than a quarter 
of these blue-collar patients were able to. make use of the 
same kind of uncovering approach that might be useful 
for any patients with similar problems in any setting. 
These were psychoneurotic patients and those with so- 
matic complaints. 


METHOD 


Data for the study described here were gathered from 
coded records of all patients treated at the Columbia Psy- 
choanalytic Clinic between 1945 and 1962. The coding, 
done by nine psychoanalysts and their assistants and re- 
corded electronically, included demographic data, clini- 
cal profiles of patients, ratings on prediction, change, and 
outcome, and faculty ratings of the therapists’ general ef- 
fectiveness with patients. Studies based on these data 
have already been reported by Weber, Elinson, and 
Moss (29-31). In addition to the coded data the investi- 
gators studied session-by-session case records for each 
blue-collar worker in order to identify clinical factors 
that appeared to influence therapy, such as mutual ex- 
pectations, patient perceptions, and transference-coun- 
tertransference issues. | 

The blue collar subsample within the larger group was 
defined primarily by occupation, using U.S. Department 
of Labor categories. Treatment typically consisted of 
four or five visits a week (no limit on the total number) 
for psychoanalytic patients and two visits a week for psy- 
chotherapy patients. 

The clinic offered the usual range of techniques asso- 


TABLE 2 


Outcome Among Blue-Collar Patients and in the Total Sample of Patients 
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Better No Change Worse 
Category Number Number Percent Number Percent Number Percent 
Blue-collar study 45 19 42 I7 38 9 20 
Typel 18 6., 33 8 44: 4 22 
Type 2 27 13 48 9 33 5 18 
Total sample 902 i 556 62 319 35 27 3 





ciated with intensive psychoanalysis (Reconstructive 
Service) or dynamically oriented psychotherapy (Repa- 
rative and Psychosomatic Services). Clinic fees were 
scaled to the patient’s financial circumstances and family 
responsibilities. 


RESULTS 
Demographic 


The 45-member subsample included 13 skilled crafts- 
men, I7 less skilled workers (such as machine operators), 
ten laborers or household workers, three housewives 
(with blue-collar-worker spouses) and two unemployed 
young people (classified by their fathers’ occupations). 
Their educational level varied widely; 50 percent had not 
completed high school. A majority (60 percent) were 
treated on the Psychosomatic Service; the Reparative 
Service had 14 patients (31 percent) and the Reconstruc- 
tive Service four (nine percent) (table 1). 


Outcome 


The outcome rating for the blue-collar subsample com- 
bined the multiple ratings used in the full clinic study and 
evidence in the case record to form a single measure of 
symptoms, performance, and feelings of subjective well- 
being. The scale included “better,” “tno change,” and 
“worse” (the last defined as either exacerbation of symp- 
toms or development of a hopeless attitude toward ther- 


apy). 


TABLE 3 


The blue-collar patients did less well than the total 
sample. In part this was related to the more stringent rat- 
ing system applied to the blue-collar study (see tables 2 
and 3). Nevertheless, 42 percent of the blue-collar 
patients were rated improved, compared with 62 percent 
of the entire sample. Another 17 (38 percent) showed no 
change, while nine (20 percent) were considered worse. 
The data suggested that the incidence of improvement 
was greater among blue-collar patients who approached 
middle-class characteristics. Within any diagnostic sub- 
group the blue-collar patients did less well than the over- 
all sample, suggesting that the particular diagnostic com- 
position of the blue-collar group did not account for the 
poorer overall therapeutic outcome. 

Education is often considered an index of treatability. 
In this blue-collar group greater educational accom- 
plishment tended to be a favorable sign, although the 
numbers involved were too small to make the differences 
significant.-Thus 52 percent of the 25 patients who had at 
least a high school diploma improved, in contrast to 30 
percent of the 20 patients who had not graduated from 
high school. 

Prognosis seemed to correlate well with outcome. 
Thus, 20 of 26 negative prognoses and 13 of 19 positive 
prognoses were confirmed. The predominantly negative 
prognoses for the blue-collar group may reflect therapist 
bias and in turn may have contributed to the relatively 
poor outcome figures through self-fulfilling prophecy. 

Early dropouts were relatively frequent among the 
blue-collar sample, but extended treatment was accepted 


Outcome Among Blue-Collar Patients and in the Total Sample, Arranged by Service 


Better 
Category Number Number Percent 
Reparative 
» Blue-collar 14 9 i 64 
Total sample 254 167 66 
Psychosomatic 
Blue-collar 27 8 30 
Total sample 315 175 55 
Reconstructive . 
Blue-collar 4 2 50 


Worse 


Ne Change 
Number Percent Number Percent 

4 29 l 7 

80 31 7 4 

12 44 : J 27 
130 4] 10 3 

I 25 I 25 

109 32 10 3 


Total sample 333 214 64 
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TABLE 4 
Outcome and Therapist Rating 


No Change 


Better Worse 

Rating of Therapist by Faculty Number Number Percent Number Percent Number Percent 
At least one rating in the top ten to 

25 percent; no ratings below average 9 © 8 89 — =< I i 
No more than one rating below average 

or poor: other ratings average or 

above average (but not in top ten to 

25 percent) 20 7 35 1] 55 2 10 
All ratings below average or poor 16 4 25 6 38 6 38 
Total 45 19 17 9 


more often than has been reported in comparable studies. 
The overall clinic dropout rate for blue-collar patients 
was about 31 percent (20 out of 65), compared to 4 per- 
cent (53 out of 1,356) for the remaining patients in the to- 
tal sample. Only 7 percent of the study patients had ten 
or fewer sessions, but the major study sample had ex- 
cluded those with fewer than eight sessions. Twenty-seven 
percent had 11 to 30 therapy sessions and 53 percent had 
between 3! and 100. Thirteen percent had more than 100 
treatment hours. The number of interviews did not dis- 
criminate outcome of therapy. 

Among the most valuable results of the study was its 
clear demonstration that stereotypes associated with ma- 
jor demographic groups are highly unreliable predictors 
of patient characteristics and of therapeutic outcome. 
Within the subgroup that shared the blue-collar label 
were individuals with a wide range of problems, person- 
ality types, and attitudes toward therapy. While many fit- 
ted the stereotype thoroughly and were soon discouraged 
in therapy, others who seemed at first to fit the stereotype 
as well soon worked toward therapeutic success. 

This group included a 32-year-old Irish Catholic man, 
an unmarried elevator mechanic’s helper with an indus- 
trial high school education. Lonely, yet terrified of mari- 
tal responsibility, he was very concerned about his peptic 
ulcer. His first therapist found the patient so passive and 
uncommunicative that he made a tentative diagnosis of 
mental deficiency or schizophrenia. After his reas- 
Sigiment to a more flexible, resourceful therapist this 
patient made great progress and continued treatment 
with him privately. 

The study also indicated that qualities such as ease in 
talking “psychologically” and attaching therapeutic im- 
portance to one’s feelings—usually considered lacking tn 
lower-class patients—-were present in many of the blue- 
collar workers. 

One example was a 30-year-old high school dropout, 
himself a sheet metal worker, son of a coal miner, who 
Stuttered, had a fear of heights, and suffered from severe 
interpersonal difficulties. He was verbal, intelligent, and 
showed a capacity for feeling and understanding; during 
therapy he gained a great deal of symptom relief and im- 
proved functioning. Ea 

However, many of those middle-class qualities tradi- 
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tionally viewed as indicators of therapeutic success were 
shown to be predictively unreliable, sounding a caution- 
ary note for the treatment of patients from all social 
groups. 

Perhaps the most noteworthy finding suggested by our 
data (significant at the .05 level of confidence by chi 
square) was that success in treating blue-collar patients 
was directly related to the therapist’s therapeutic skill, as 
judged by his teachers (see table 4). This correlation was 
in the same direction but was not statistically significant 
for the total clinic population. Study of individual case 
records demonstrated this dramatically. It was especially 
important for the therapist to be adept at identifying and 
dealing actively with apparent class or race differences 
between himself and the patient. These factors tend to be 
incorporated in the patient’s defenses and resistances. 
Disguised within the transference and countertransfer- 
ence responses, they must be teased out and worked 
through. Further, the therapist must consciously strive to 
go beyond a class-stereotype view of his patient. This 
appears to spell the difference between therapeutic suc- 
cess and failure. 

These issues were present in the worker/middle-class, 
pzra-professional/professional, and Jewish/Christian 
dichotomies; cases where ethnic differences were present 
were particularly dramatic. One patient was a light- 
skinned Puerto Rican and eight others were black (two 
West Indian and six American). As a group they were 
similar in most respects to the overall blue-collar sample; 
all were described as having some middle-class val- 
ues. In three of these cases the therapist’s insensitivity to 
class issues was vividly demonstrated: the middle-class 
aspirations of black patients were either not “Sheard” or 
were perceived as inappropriate feelings that alienated 
the patient from the society to which he belonged. In 
each case the therapist was rated “below average” in 
his class; two did not graduate from training. 

This problem 1s illustrated by one of the patients, a 34- 
year-old Dominican housewife. She suffered from Ray- 
naud’s disease and marital problems that caused her to 
feel helpless and hopeless. Although minimally educated, 
she was verbal and emotionally expressive. She feared 
that the referral meant she was ‘‘crazy,” and she won- 
dered how verbal treatment differed from talk with a 


friend. Her first doctor indicated annoyance with her psy- 
chological naiveté. He asked her to describe her feelings 
and not tell long stories. When she described how she had 
hoped that she could rise from the suffering she asso- 
ciated with being black but that she had been disap- 


pointed in this, her doctor gave no recognition of the real- 


ity of her plight, nor did he deal with the transference 
aspects of her frustration. The second doctor was a 
woman who was more sensitive to these questions, but 
she failed the patient by “forgetting” to prepare for the 
end of therapy. Although the patient had previously dis- 
cussed her feelings of rejection at being left by her first 
doctor, the end of treatment came as a surprise at the last 
session. 

' The tendency to view patients according to racial or 
class stereotypes led some therapists to downgrade their 
treatment expectations, to ignore as tmmutable class fac- 
tors traits that were actually part of the patient’s dis- 
order, or to see the patient as having class-related traits 
that were not there at all, 

In contrast to these failures, optimum treatment re- 
sults were most likely to occur when the therapist could 
assess patients as unique individuals, getting beyond ex- 
pectations based on class or race by dealing actively with 
such issues in treatment, relating them to the patient’s 
“reality” outside of therapy as well as to the patient’s 
relationship with his therapist. 

An example of such a success was a 31-year-old black 
dishwasher, separated from his wife and referred for 
treatment of his marital problems. A graduate of a tech- 
nical high school, he had repeated in essence the prob- 
lems of his own parents. His mother, college educated, 
had separated from his father, a factory foreman. Like 
his father, the patient had married a woman who was bet- 
ter educated and more ambitious than himself. De- 
pressed, indecisive, lacking in confidence vocationally 
and sexually, the patient was uncertain whether to pursue 
divorce or reconciliation. After some initial hesitation, 
the doctor was able to discuss race and class issues with 
the patient as they affected every area of his functioning. 
He expressed anger not only at white racism, which 
through history has generated differences in opportunity 
for black men and black women, but also at the class dis- 
crimination of the black community itself, which was 
mirrored in his own family. The patient resolved his con- 
flict by divorcing his wife, and he entered an apprentice- 
ship to become a waiter. 


CONCLUSIONS 


This study suggests that the limited availability of psy- 
choanalytically oriented or insight therapy, due mainly to 
its high cost, has been perpetuated in part by stereotyped 
thinking. While the data presented here could be used to 
reinforce the stereotype of the lower socioeconomic 
patient as unsuitable for analytic therapy, they also dem- 
onstrate that the stereotype is by no means universal in 
the blue-collar population. Some blue-collar patients and 
their therapists can derive substantial benefit from insight 
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therapy; this supports the view that class status and abil- 
ity to pay should not be the principal criteria for treat- 
ability or for the choice of therapeutic modality. Equal 
access to treatment should include treatment by the best- 
trained and best-rated therapists available, and they 
should use the technique most suitable for each individ- 
ual. 

This study underlines the need for further research to 
identify those patients who, regardless of social class, can 
benefit from insight therapy. Such knowledge is vital if 
facilities are to be used with maximum economy and pro- 
ductivity, a factor of increasing importance now that we 
face an impending shrinkage of our mental health man- 
power resources. 
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Psychotherapy and National Health Insurance 


BY WILLIAM L. GRANATIR, M.D. 


Many of the legislative proposals for national health in- 
surance fail to include or severely limit coverage of psy- 
chiatric services. The author advances a number of argu- 
ments for covering these services, including 
psychoanalysis, and makes suggestions aimed at a more 
equitable distribution of psychiatric care under national 
health insurance. 


PSYCHIATRY (including psychoanalysis) is a special 
branch of medicine. There are those who would argue, 
from a different philosophical and psychological position, 
that the emotional difficulties in a person’s inner life and 
personal relationships are not specifically related to bio- 
logical functioning and therefore do not need to be 
treated along a medical model by physicians. Never- 
theless, the tradition is that psychiatry, including psycho- 
analysis, is a medical science that views man as a psycho- 
biological unit. Individual psychology is viewed as 
developing in a psychosocial matrix intimately related to 
physical development and physiological processes. 

As with other specialties, certification in psychiatry is 
achieved after completion of medical school and follow- 
ing appropriate clinical training in supervised residency 
and postresidency programs. Increasingly in the past 25 
years, teaching positions in large universities and teach- 
ing hospitals have been filled by psychiatrists with consid- 
erable training and experience in individual psychother- 
apy. An increasing interest has been shown by medical 
students in training for psychotherapy, both in medical 
school and in postgraduate training programs, as these 
programs have become more interesting and more dy- 
namic and as the results of psychotherapeutic methods 
have given more reason for optimism. 

The prospect of national health insurance (NHD in 
one form or another raises the question of which services 
will be covered by insurance and which will not. Would 
anyone question insurance coverage for the treatment of 
arthritis, diabetes, or chronic heart disease because the 


treatment is too lengthy and too expensive and the results < 


too uncertain? Yet these reasons are given for not cov- 
ering psychotherapy under national health insurance. 


Dr. Granatir is in private practice and is President of the Washington 
Psychoanalytic Society. His address is 4545 Connecticut Ave., à W., 
Washington, D.C. 20008. 


The author wishes to thank Drs. Donald Burnham, Paul Chodoff, and 
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Most of the bills for NHI legislation now pending in 
Congress provide limited coverage for outpatient psychi- 
atric services, and most cover only the first 45 days of 
hospital care. AMA’s Medicredit bill is the only one that 
does not make a distinction between psychiatric and 
other medical services. The Kennedy-Griffiths bill limits 
coverage for private outpatient psychiatric treatment to 
20 visits (although there is no limit if the service is pro- 
vided in an organized setting). 

These restricticns need to be questioned and vigorously 
challenged. Restricted or no coverage for psychotherapy 
would limit the type of practice that is conducted by a 
large proportion of the APA membership. Full dis- 
cussion of the implications of this issue by the member- 
ship is essential. In the interest of keeping costs at a “‘rea- 
sonable” level, presenting a workable plan to Congress, 
and possibly also because psychotherapy is not well un- 
derstood, what appears to be the most costly service is in 
danger of being eliminated. However, it is the responsi- 
bility of a professional health association to support a full 
complement of public and private health services, to edu- 
cate the public about their availability, and to advise and 
instruct legislators about the usefulness of such services. 
The judgment as to whether the economy can afford to 
support such services is the responsibility of the legisla- 
tors and taxpayers. 

It is hardly necessary to point out to psychiatrists why 
it is so important to the general public that mental health 
services he made available to everyone. Mental illness ac- 
counts for one out of ten hospital beds. There is hardly a 
family in this country that has not been touched by some 
form of a mental or emotional illness. It is a health prob- 
lem of vast and serious proportions with disabling and 
crippling results that are no less tragic because they can- 
not be measured by calipers and stethoscope. 

People suffering from the pain of emotional and men- 
tal disorders are entitled to relief and treatment, just as 
are people suffering from physical disorders. Many 
chronic disorders often have significant psychological ele- 
ments in their causation; adaptation to such illnesses may 
be improved by psychotherapy. We need to develop a 
positive functional view of mental health that is not lim- 
ited to static descriptive labels (on the “disease” model) 
that we have to use to classify people on insurance forms. 


VALUE OF INTENSIVE THERAPY 


Most people seeking psychotherapy or psychoanalysis 
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do so out of deep frustration and often after long periods 
of stress for which other treatments have been tried. In- 
tensive, long-term therapies, including psychoanalysis, 
are used because other methods have failed to ameliorate 
_ difficult chronic problems or have given only temporary 
relief. Often a patient has a chronic illness but is only par- 
tially disabled. Consider a gifted 30-year-old research sci- 
entist with a Ph.D. degree who is working at a low-level 


research position because his stuttering and general shy- — 


ness in social situations make it impossible for him to 
work at the level of his ability. He is a lonely person who 
has never had an intimate relationship with a woman. On 
the surface it may appear that he is able to carry on nor- 
mal responsibilities and earn a substantial income, yet he 
is functioning below his capacity. I can cite many other 


cases of people who are able to work but who involve - 


their family members and associates in a great deal of 
suffering. . 

Treatment of psychiatric disorders is costly, but it may 
be questioned whether it is significantly more costly than 
other treatments for serious and chronic disorders. It is 
difficult to ascertain whether the cost per interview is less 
in a community mental health center, a hospital clinic, a 
social service agency, or in the office of a private-prac- 
ticing psychiatrist. The private physician, of course, has 
to bear the cost of operating his own office, including 
record keeping, as well as the cost of vacations, sick 
leave, and a pension plan. I have a distinct impression 
from discussions with administrators that the per-patient 
cost of agency interviews is comparable to the cost of a 
private session with a competent psychiatrist who 
charges the usual and customary fee. 


D.C. UTILIZATION EXPERIENCE 


The experience in the metropolitan Washington, D.C., 
area is relevant when one considers the cost of insured 
psychotherapy services. The high-option Blue Cross and 
Blue Shield plan for federal employees covers approxi- 
mately four million employees and dependents nation- 
wide; 250,000 employee subscribers reside in the metro- 
politan Washington area. With their family members, 


750,000 persons are covered. Reed, Myers, and Scheide- 


mandel (1) cited statistics for 1969 that compare utiliza- 
tion and cost in the metropolitan Washington area, where 
psychotherapy is widely available and widely used, with 
utilization and cost on a national basis. 

The high-option Blue Cross and Blue Shield plan pays 
80 percent of physicians’ charges for outpatient care— 
the same for mental as for other conditions—subject to a 
general deductible of $100 a person per year. From the 
four million federal employees and dependents covered 
by this plan nationwide, there were 13 claims per 1,000 
population for reimbursement of physicians’ charges for 
mental conditions. The eligible charges——that is, the cost 
of physicians’ services—were $2.99 per covered person, of 
which $2.16 per covered person was paid by the insurance 
plan. The cost in the metropolitan D.C. area was two and 


a half times as much: benefit payments were $8.30 per | 
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covered person. The authors commented (1, p. 225) that: 


The relatively high amount of physicians’ charges per cov- 
ered person for outpatient psychiatric care in D.C., Mary- 
land, and Virginia probably reflects the following factors: 
a) a concentration in the D.C. metropolitan area of highly 
paid and highly educated federal personnel and their depen- 
denis; b) a relatively high ratio of psychiatrists to the popula- 
tion; and c) large numbers of federal employees engaged in 
aczivities associated with health, education, welfare, and 
research—occupational groups that are above average users 
of psychiatric services. 


In other words, utilization of insurance for psychiatric 
services including intensive psychotherapy and psycho- 
analysis is greater in D.C. than anywhere else in the coun- 
try, and greater than might be expected elsewhere in the 
country; yet it has been economically feasible. 

Placing restrictions on the availability of intensive psy- 
chotherapy and psychoanalysis would seem to make cer- 
tain that these forms of treatment would be available 
only to the affluent. In fact, one of the salutary effects of 
the Biue Cross and Blue Shield plan for federal employ- 
ees has been to extend the benefits of intensive, recon- 
structive (as opposed to merely palliative) modes of treat- 
ment to many lower-income and middle-income patients 
who would not otherwise be able to afford such treat- 
ment. However, Reed, Myers, and Scheidemandel 
poinied out that in many instances blue-collar workers do 
not feel able to afford the deductible and 20-percent 
coinsurance charge they have to assume to receive psy- 
chotherapy. In order to avoid limiting the availability of 
psychotherapy to the affluent, insurance coverage should 
be arranged in such a way that payment for psychiatric 
treatment (and for other expensive treatments) would be 
complete for people below a certain income level, with in- 
creasing amounts to be paid by patients higher up on the 
economic scale. | 

There are precedents for this suggestion. Several dif- 
ferent arrangements are in effect among the Blue Cross 
and Blue Shield plans for the payment of physicians. In 
62 of the 79 plan areas, physicians are paid on the basis of 
usual and customary charges; in seven, physicians are 
paid on the basis of scheduled allowances, which are ac- 
cepted by participating physicians as full payment for 
care of patients with incomes under specified levels (1, p. 
199). 

Outpatient treatment of mental and emotional dis- 
orders is far less costly to the patient and society than is 
hospitalization. The intent of some of the proposed legis- 
lation (e.g., the Kennedy-Griffiths bill) is to encourage 
treatment in hospital clinics, health maintenance organi- 
zations, and mental health centers by not limiting out- 
patient treatment in those settings but limiting coverage 
for treatment by a private practitioner to 20 visits; in- 
patient care is limited to 45 days. But even this much cov- 
erage may not be made available. At an APA Institute on 
Government Operations held in Washington, D.C., on 
March 7-9, 1973, congressmen indicated that the health 
insurance legislation that has the greatest chance of pas- 
sage in the next few years includes no coverage for out- 


patient psychiatric care and, at most, 45 days of inpatient 
care. . 


CURTAILMENT OF FEDERAL FUNDING 


The Community Mental Health Centers Act is due to 
expire in 1974. The President has said.that the mental 
health centers program has proven its worth and there- 
fore no longer needs federal funding. Presumably these 
services should be taken over by the states, and in some 
cases they will be, but many states do not have the funds 
and revenue sharing will not provide them. The President 
substantially cut mental health training funds in the 1973 
budget and eliminated such funds from the 1974 budget. 
This means that psychiatric residency programs and out- 
patient facilities in hospitals will be sharply curtailed. 
Training programs for nurses, psychologists, social work- 
ers, and other mental health workers are also being cur- 
tailed. This means that more responsibility for the care of 
the mentally ill will fall to state and local institutions, 
which already have strained budgets and staff shortages. 
Outpatient clinical facilities will be sharply curtailed, 
psychotherapeutic programs will suffer, and hospital ad- 
missions will most likely increase. 

Insecurity about funds, program changes that seem ca- 
pricious, maneuvers for power, and too much direction 
concerning how the physician should practice his craft 
are some of the factors that lead psychiatrists to seek out 
private practice. Itis not only because private practice 1s 
more lucrative, but also because it is more gratifying and 
because physicians tend generally to seek personal con- 
trol over their work. Eli Ginzberg, professor of econom- 
ics at Columbia University and a former member of the 
National Advisory Mental Health Council, said in a re- 
cent article (2), “I have been traveling throughout the 
world—to communist countries, noncommunist coun- 
tries, old countries, new countries—and as far as I can see 
no country has been successful in forcing physicians to 
practice where they do not want to be.” 

The dedicated and sustained interest, curtosity, and 
commitment that an experienced psychotherapist exer- 
cises is more readily available from a private practitioner 
than elsewhere, with the possible exception of some pre- 
paid health insurance plans such as the Kaiser-Per- 
manente plans on the West Coast and Hawaii. Private 
practitioners make up a large part of the 20,000 APA 
members; they are useful to the community not only for 
the psychotherapy they provide but also for the other 
services they often contribute as consultants, teachers, 
board members, etc. 


PROBABLE EFFECTS OF LACK OF INSURANCE 
COVERAGE 


Several consequences may be predicted if psychother- 
apy is separated from the rest of medicine under a system 
of national health insurance. Training opportunities in 


psychiatry and related fields will receive less support. The 
rf 
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practice of individual psychotherapy will suffer as more 
emphasis is placed on briefer treatment methods. Psychi- 
atry will tend to be once more dominated by those hold- 
ing.organic theories of causation, and treatments will 
tend to become exclusively somatic or behavioristic, 
without regard for the inner life of the patient. The in- 
sights and other contributions made to all of medicine by 
psychiatry, and particularly by that part of psychiatry 
devoted to individual psychology, would be greatly 
diminished, a trend that would mean an incalculable loss 
to medical practice. Psychotherapy and psychoanalysis 
will continue to exist, of course. People will continue to 
seek our help, but perhaps in smaller numbers, and our 
services will be limited mainly to the affluent and better 
educated. 

It has been estimated that up to 75 percent of the 
people visiting physicians either have complaints of psy- 
chic origin or have difficulties that have been aggravated 
by emotional factors. Thus, training in the dynamics of 
mental phenomena and some education about the dy- 
namics of the doctor-patient relationship are important 
in the education of physicians. The study of transference 


' as a tool of healing is a major contribution by psycho- 


analysis to psychiatry and to all of medicine. The dynam- 
ics and power of the transference phenomena are best un- 
derstood by psychoanalysts. If psychoanalysis and other 
intensive long-term psychotherapies are artificially sepa- 
rated from the rest of medicine, there is danger that the 
resulting isolation will reverse the enormous progress 
that has been made in teaching doctors about the seminal 
Importance of subtle psychological and emotional factors 
operating in their patients’ lives and contributing to their 
illnesses, and of the covert factors in their relationship 
with their patients that help patients get well. 

We have not adequately considered the problem of dis- 
tributing mental health care created by the fact that most 
psychiatrists are concentrated in a few large metropolitan 
centers. One can fly a heart patient to an intensive care 
unit some distance from his home tn a short period of 
time. But psychiatrists must be near the community they 
serve. I have known of instances where people have come 
to the Washington area to seek federal employment in 
order to obtain needed psychiatric treatment. Many com- 
munities have no access to psychiatrists adequately 
trained to conduct dynamic psychotherapy. Experience 
has also shown that as the number of psychiatric facilities 
increases, the demand for service increases, particularly if 
the service wins and maintains a good reputation in the 
community. If the service is useful, the chances are that 
utilization will increase and that costs will go up. I do not 
think this is an argument against inclusion of psychiatric 
treatment in health insurance. The cost of vaccinations, 
although it has increased, has decreased the cost of hospi- 
talizations and the number of deaths from communicable 
disease. The increased use of psychotherapy should de- 
crease the cost of long hospitalizations, decrease the di- 
vorce rate, and increase the productivity and general 
quality of life of the patients. We need to have funds for 
ore personnel—psychiatrists, nurses, aides, 
trained nonmedical] therapists—to conduct 
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the wide spectrum of therapeutic services that are needed. 

Quality control cannot be accomplished by placing a 
limit on the number of visits to a psychiatric clinic or pri- 
vate practitioner; such a measure is likely to result in 
poor-quality service. The best trained psychiatrists, who 
have confidence in their skill and in what they are capable 
of offering, have a natural wish to work with their 
patients toward some definitive resolution of a life prob- 
lem. It is easier, quicker, and less expensive for an ortho- 
pedic surgeon to amputate a leg than to undertake the 
difficult task of restoring function in a patient with 
multiple compound fractures of a limb. Does anyone 
doubt which option a well-trained surgeon would take? 
We must beware of settling for easy solutions by making 
decisions about treatment methods on administrative or 
economic grounds; this will satisfy no one and will result 
in increasing despair about the usefulness of psychiatric 
treatment. 


NEED FOR EDUCATING APA MEMBERSHIP 


The APA has conducted two Institutes on Government 
Operations to acquaint its leaders with the problems and 
effects of national legislation; a third one, scheduled for 
March 1974, is to focus specifically on national health 
insurance legislation. We are still in the beginning stages 
of educating our membership. We must all become better 
informed about legislative problems and develop a con- 
sensus for the positions we wish to take on suggested so- 
lutions. The indications’ are that national health in- 
surance legislation will be passed in the next few years; 
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we may. not like it but we will have to learn to live with it. 


` In the meantime it is urgent that individually and collec- 


tively we actively seek discussions with legislators and 
other public leaders about the necessity for providing a 
program of comprehensive mental health services, public 
and private, along with provisions for training the needed 
professional and subprofessional personnel. 

The cost will be high. It is up to the legislators and tax- 
payers to determine what they are willing to pay, but they 
should receive our guidance. A national health insurance 
bill could be written that would permit local options to be 
made about the kinds of services needed and wanted in a 
particular community. Such a plan would not correct the 
maldistribution of psychiatric services, but it would di- 
minish some of the frustrations engendered by the lack of 
availability of qualified personnel. It would also have the 
effect of increasing services gradually in relation to the 
demand and the increasing availability of trained person- 
nel. [t would provide the particular service a community 
wants and is willing to pay for, providing the bill also in- 
cludes a provision for proportionate payments by federal, 
state, and local funds. It would tend to keep the initial 
costs low: the cost increase would be gradual as facilities 
were provided in response to demands for service. 
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Psychotherapy: The Restoration of Morale 


BY JEROME D. FRANK, M.D. 


The author suggests that the primary function of all psy- 
chotherapies is to combat demoralization—which aggra- 
vates and is aggravated by psychiatric symptoms— 
through restoring the patient's sense of mastery. All psy- 
chotherapeutic rationales and rituals perform this func- 
tion despite differences in content. The author reviews the 
evidence consistent with this hypothesis, pointing out the 
potential implications for classification of candidates for 
therapy and for research on sources of the therapist's 
healing powers. 


THERE IS GROWING RECOGNITION that underlying the su- 
perficial differences in patients’ symptoms on the one 
hand and in therapeutic aims, rationales, and procedures 
on the other there are common features that may be the 
most important determinants of outcome in all forms of 
psychotherapy. As a contribution to this welcome ecu- 
menical trend, this presentation sketches the hypothesis 
that the chief problem of all patients who come to psy- 
chotherapy is demoralization and that the effectiveness of 
all psychotherapeutic schools lies in their ability to re- 
store patients’ morale. 

Of course, patients seldom present themselves to thera- 
pists with the complaint that they are demoralized; 
rather; they seek relief for an enormous variety of symp- 
toms and behavior disorders, and both patients and ther- 
apists see relief or modification of these as the prime goal 
of therapy. However, surveys of general populations (1), 
confirmed by clinical experience, indicate that only a 
small proportion of persons with psychopathological 
symptoms come to therapy; apparently something else 
must be added that interacts with their symptoms. This 
state of mind, which may be termed ‘‘demoralization,” 
results from persistent failure to cope with internally or 
externally induced stresses that the person and those 
close to him expect him to handle (2). Its characteristic 
features, not all of which need be present in any one per- 
son, are feelings of impotence, isolation, and despair. The 
person’s self-esteem is damaged, and he feels rejected by 
others because of his failure to meet their expectations. 
Insofar as the meaning and significance of life derives 
from the individual’s ties with persons whose values he 
shares, alienation may contribute to a sense of the mean- 
inglessness of life. 

Not all demoralized persons come to psychotherapy. 
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Some, such as skid row alcoholics, are so shattered as to 
despair of help. Many others recover their balance with- 
out psychotherapy (3), and still others reject psychother- 
apy as a form of help. 

The most frequent symptoms of eaten psycho- 
therapy—anxiety and depression—are direct expressions 
of demoralization. The causes of other symptoms, such 
as disorders of thinking or mood swings, may be primar- 
ily genetic.-Still others, such as conversion reactions or 
obsessions, may be combinations of oblique expressions 
of inner conflicts and disguised efforts to control the atti- 
tudes of others. Whatever their sources, however, symp- 
toms interact in two ways with demoralization. First, the 
more demoralized a person is, the more severe his symp- 
toms tend to be. Thus patients troubled with obsessions 
find them becoming worse when they are depressed. Sec- 
ond, by crippling a person, symptoms reduce his coping 
capacity, thereby aggravating his sense of failure. 


HIGH INCIDENCE OF DEMORALIZATION AMONG 
PSYCHIATRIC PATIENTS 


Evidence for the importance of demoralization in 
bringing persons to psychotherapy is supplied by the 
growing number of studies comparing cohorts of persons 
who seek or have sought psychotherapy with those who 
have not. Studies of college students (4), alumni out of 
college for 25 years (5), and ordinary citizens in England 
and America (6) consistently found that the treated had a 
higher incidence or greater severity of social isolation, 
helplessness, or a sense of failure or unworthiness—all 
synonyms for demoralization—than the untreated. 

It might be argued that such studies could not detect 
differences in specific symptoms between groups because 
symptoms in the treated group would be so diverse that 
no single category would be represented often enough to 
differentiate the treated group from the untreated. While 
this contention cannot be definitely refuted, two studies 
cast doubt on it. One study (7) compared a cohort of de- 
pressed patients in treatment and depressed patients not 
in treatment, matched with respect to degree of depres- 
sion. The treated ones were distinguished from the non- 
treated ones as being more self-accusatory and helpless. 
The other study (8) noted that apparently very diverse 
symptoms appeared tn the course of psychoanalysis in 
the context of the same emotional states. Thus patients in 
analysis complained of migraine headaches in an emo- 
tional context of lack of self-control, helplessness, and 
hopelessness and of stomach pains in a context of help- 
lessness and anxiety. 
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Just as demoralization underlies the various symptoms 
of persons in psychotherapy, so beneath the diversity of 
psychotherapeutic schools, features are shared that com- 
bat this state of mind (9). The first is, of course, the psy- 
chotherapeutic relationship, whose morale-building fea- 
tures are too well known to require repetition. The 
second is a rationale that offers an explanaticn of the 
cause of the patient’s symptoms and how they may be re- 
lieved. The rationale must be convincing to the patient 
and the therapist; hence it is validated by being linked to 
the dominant world view of their culture. In the Middle 
Ages the conceptual scheme underlying what we today 
call psychotherapy was demonology. In many primitive 
societies it is witchcraft. In the United States today it is 
science. This was beautifully demonstrated at a sympo- 
sium of leading proponents of various psychotherapeutic 
schools. Each introduced his presentation by invoking 
symbols of science: one showed anatomical charts, an- 
other polygraphic tracings, and a third referred to experi- 
mental work with mice. Now, as a reflection of the grow- 
ing disenchantment with science, therapies are emerging 
that are validated by religious or mystical cosmologies. 

Linked to the rationale is a ritual that requires the ac- 
tive participation of both patient and therapist and that is 
believed by both to be the means for restoring the 
patient’s health. Proponents of all schools of psychother- 
apy agree that they offer essentially the same kind of 
therapeutic relationship, but each claims special virtues 
for its particular rationales and procedures. To over- 
simplify vastly, therapeutic schools, whether they use in- 
dividual or group approaches, can be classified with re- 
spect to whether they conceptualize the causes of the 
patient’s problems as lying primarily in the past, present, 
or future. Psychodynamic therapies stress unresolved in- 
ner conflicts or arrests in development resulting from de- 
' structive early-life experiences and seek to undo their ef- 
fects by procedures that lead the patient to relive them 
emotionally in a context enabling him to resolve or other- 
wise dispel them. Many of the newer abreactive tech- 
niques, such as primal therapy (10) and reevaluation 
counseling (11), although based on a variety of ratio- 
nales, seem to belong in this category. Behavior therapies 
view the patient’s distress as resulting from his present 
behavior, which is instigated and maintained by contin- 
gencies in his immediate environment. They seek to over- 
come his difficulties primarily by showing him that he can 
change his reactions on the spot, thereby also changing 
the responses of other persons that have maintained 
them. Existential therapies stress the patient’s view of his 
future ds closed and seek to enable him to widen his op- 
tions through his encounter with a therapist who combats 
his feelings of meaninglessness and despair. 

Despite their differences, all therapeutic rationales and 
rituals have certain effects in common. They heighten the 
patient’s sense of mastery over the inner and cuter forces 
assailing him by labeling them and fitting them into a 
conceptual scheme, as well as by supplying success expe- 
riences. Behavior therapies do this by stressing progress 
in conquering symptoms, insight therapies by helping the 
patient to gain new understanding. Since the therapist 
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represents the larger society, all therapies help to combat 
the patient’s isolation and reestablish his sense of con- 
neciedness with his group, thereby helping to restore 
meaning to life. 

The demoralization hypothesis is consistent with many 
fincings that can be only mentioned here. These include 
the fact that, with the possible exception of circumscribed 
phcbias (which are rarely chief complaints), no good evi- 
dence exists that one therapy produces better results than 
ancther and that, whatever the form of therapy, im- 
proved patients show a greater sense of inner con- 
trol (12), independence, and self-determination (13). 
Moreover, the most significant prognostic sign, regard- 
less of the form of treatment, is the patient’s ego 
strength—a term referring to his ability to cope and to 
form rewarding personal relationships (14, 15). From the 
standpoint of the therapist, finally, such qualities as 
warmth, empathy, genuineness, and enthusiasm are cor- 
related with success regardless of the therapist’s specific 
procedures (16-18). 

The demoralization hypothesis also accounts for the 
grawing recognition that persons with similar problems 
can be very helpful to each other, as witnessed by 
the mushrooming of peer self-help psychotherapy 
groups (19, 20). A fellow sufferer who has encountered 
and conquered the same problem is especially effective in 
restoring hope and combating isolation, particularly if 
the condition carries a social stigma, such as drug addic- 
tion, alcoholism, epilepsy, or obesity. 


THE ROLE OF DIAGNOSIS 


If the presenting symptoms of persons seeking psycho- 
therapy are essentially different ways of communicating 
or trying to cope with demoralization, this would explain 
the persistent failure to link conventional diagnostic cate- 
gories with differential amenability to different forms of 
psychotherapy. Because of this, many therapists have 
concluded that diagnosis is pointless, but this, I believe, is 
throwing out the baby with the bath water. Diagnosis is 
needed to distinguish which symptoms are modifiable by 
psychotherapy and which are not. The latter result from 
genetic defects or experiences occurring so early in life 
that they permanently modify the growing nervous sys- 
tem. For treatment of these disabilities, which may be 
termed constitutional, accurate descriptive diagnosis is 
crucial in determining appropriate medications. In such 
cases psychotherapy plays only the adjunctive role of 
helping the person to live within his limitations or to 
avoid situations to which he is especially vulnerable. 
Diagnosis would also include determining the modifi- 
ability of the environmental stresses contributing to the 
person’s demoralization. The best psychotherapy can do 
with respect to unmodifiable environmental] pressures is 
tc help the patient endure what he cannot change (21). 

However, most persons who come to psychotherapy 
are appropriate candidates for it since they can be helped 


- by symbolic communications with a help giver. For them 


the conventional diagnostic categories are indeed prob- 


ably irrelevant, but another diagnostic approach could be 
more helpful. This would be to attempt to determine the 
form of help or kind of help giver to which such persons 
are most accessible, which depends on such factors as the 
values and attitudes of their subculture, their conversa- 
tions with friends who are or have been in therapy (22), 
and previous good or bad experiences with different ther- 
apies. This approach to diagnosis remains to be system- 
atized. 

The demoralization hypothesis suggests that most psy- 
chotherapy research has been looking in the wrong place 
by concentrating on efforts to show the specific virtues 
and drawbacks of different methods for different condi- 
tions. It would probably be more fruitful to explore as- 
pects of the therapeutic relationship that most psychia- 
trists regard as lying outside the pale—notably, the 
attributes of persons with reputations as healers, and 
communication between healer and patient through te- 
lepathy. 


NONCONVENTIONAL HEALING TECHNIQUES 


These phenomena lie in the realm of psychic healing, 
the happy hunting ground of charlatans who prey on the 
gullible and the self-deluded. Until recently, support for 
the effectiveness of their procedures rested on anecdotes 
and testimonials of no more evidential validity than those 
for the effectiveness of any patent medicine. Moreover, 
many practitioners of these arts have explained them in 
terms of mystical or occult concepts that are antithetical 
to those of science. On these grounds, most psychiatrists 
(with a few notable exceptions) have been understandably 
_ wary of entering this quagmire. 

In the last few years, however, reputable researchers 
have been applying the methods of science to the study of 
nonconventional healing, and many of their reports meet 
standards of scientific rigor at least as high as those of 
many professional journals. Three areas seem especially 
relevant to psychotherapy: telepathy, the laying on of 
hands, and auras produced by so-called Kirlian photogra- 
phy. 

Telepathic experiences, reported by Freud and many 
other psychotherapists (23), are now being explored 
through controlled experiments on telepathic 
dreams (24). It has been suggested that telepathy may be 
part of those forms of psychic healing in which the prac- 
titioner enters a trance-like state of consciousness that 
seems to weaken the psychic barrier between healer and 
patient (25). This observation is consistent with the gen- 
eral recognition that empathy is an important component 
of the psychotherapeutic relationship. 

Healing by laying on of hands has been well-nigh ubiq- 
uitous throughout the ages, and some persons have al- 
ways been considered to be especially successful with this 
procedure. An experimental study of such a healer found 
that he could activate a solution of trypsin by holding it 
between his hands, just as a strong magnetic field would, 
although no such field was detectable between his hands 
(26). A researcher in another laboratory studied the rate 
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and density of the growth of seedlings watered initially 
with a weak solution of saline and thereafter with tap 
water. He found that if the saline had been held by the 
healer of the other experiment, the seedlings grew more 
rapidly than those receiving a saline solution not so 
treated (27). The seedlings also produced smaller yields 
if the saline was held by depressed persons than by a 
person in a confident mood (28), which is consistent with 
the finding that loss of morale is related to length of con- 
valescence from undulant fever and influenza (29, 30) 
and that an attitude of acceptance is related to speed of 
healing following an operation for detached retina (31). 
It must be emphasized that the designs of these studies 
included appropriate controls and that the results 
reached acceptable levels of statistical significance. 

Kirlian or spark photography yields photographic 
auras around objects by placing them on a photographic 
plate and passing a current with certain properties 
through them. Auras of inanimate objects are invariant, 
but those of living ones, such as a leaf or a person’s fin- 
gertip, vary with the state of the organism. Spark photog- 
raphy is admittedly subject to a variety of artifacts, all of 
which may not yet have been detected and excluded, so its 
findings must be viewed with caution. Certain ones are so 
relevant to therapy, however, that they warrant continued 
exploration. The aura around a subject’s fingertip, for ex- 
ample, seems to be affected by whether the photographer 
is friendly or reserved. The auras of healers seem to differ 
in color and size from those of ordinary folk, and when a 
healer is trying to heal someone, the auras of both seem 
to change (32). 

The findings reported above deserve critical scrutiny 
on at least two counts. The weight of evidence must be 
proportional to the improbability of the event, and these 
events seem highly improbable at first glance. Moreover, 
although I am corvinced that they are above chicanery, 
the researchers are strongly motivated to produce posi- 
tive results, and this makes them prone to experimental 
errors. Finally, findings produced by any new procedure 
are, especially oper. to contamination by undetected arti- 
facts. The new areas of investigation opened by recent 
studies of telepathy, laying on of hands, and Kirlian 
auras, however, may eventually cast more light on impor- 
tant determinants of psychotherapeutic effectiveness than 
any of the disappointing research done to date. As such, 
they deserve serious consideration by psychiatrists. 


CONCLUSIONS 


To return to the practice of conventional psychother- 
apy, let me conclude by noting that the apparent inter- 
changeability of rationales and rituals does not mean that 
they are unimportant or unnecessary. On the contrary, 
since they are essential to restoration of the patient’s mo- 
rale, the question is how to select among them. The anal- 
ysis offered here implies that the therapist’s choice should 
be guided by his personal style. Some therapists are effec- 
tive hypnotists, others are not; some welcome emotional 
displays, others shy away from them; some work best 
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with groups, others in the privacy of the dyad; some en- 
joy exploring psyches, others prefer to try to change be- 
haviors. Ideally, a therapist should master as many ratio- 
nales and procedures as possible and try to select those 
which are most appropriate for different patients. Most 
of us are capable of some flexibility, but very few can ef- 
fectively handle all procedures. If we determine that a 
person would be especially accessible to a method not in 
our repertoire, good practice would seem to require that 
we refer him to someone who has mastered this ap- 
proach. 

Much remains to be learned about those aspects of 
therapists and therapies which contribute to the effec- 
tiveness of all schools. The advancement of psychother- 
apy would be better served if proponents of different 
schools would collaborate in exploring the therapeutic 
features they share, rather then continuing to debate the 
merits of the features that differentiate them. 
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The Problems of Women Married to Homosexual Men 


BY MYRA 5. HATTERER, M.D. 


In treating the married male homosexual who wishes to 
change his sexual orientation, it is essential to understand 
both the personality of the wife and the dynamics of the 
marriage. Findings based on the study of five women and 
their husbands who were in individual and conjoint ther- 
apy and single interviews of 12 other women married to 
homosexual men in therapy revealed that the women felt 
inadequate in many areas of their gender and erotic iden- 
tifications; they demonstrated sexual repression, passive- 
aggressive personality traits, and retarded psychosexual 
and social development. The author shows how the wife's 
need to maintain the neurotic contract of the marriage 
undermines her husband's treatment. The observations 
are illustrated by three case histories. 


THE IMPORTANCE OF INTERACTIONS among individuals in 
determining their behavioral patterns has become in- 
creasingly evident (1). In marriage, where there is an in- 
terlocking self-contained system, the behavior and atti- 
tude of one partner always stimulate some sort of 
reaction from the other (2). It became apparent during 
treatment of married men who were practicing homosex- 
uality but wished to change that an understanding of both 
the personality of the wife and the dynamics of the mar- 
riage were essential to effective treatment of the man. 

This report is based on collective observations made by 
Dr. Lawrence J. Hatterer and myself. We saw the 
patients in individual and conjoint therapy; five of the 
women were treated individually by me and were also 
treated by Dr. Lawrence J. Hatterer and me in conjoint 
cotherapist therapy. In addition, observations made from 
single interviews of 12 wives of other homosexual 
patients in treatment are included. This paper is 
presented with the hope of stimulating further study in 
this area. 

Common denominators in the character structure and 
histories of the women were observed. In each case 
marked feelings of inadequacy in many areas of their 
gender and erotic identifications were present. These took 
the form of doubts about their physical attractiveness, 
sexual adequacy, or capacity to relate to men. Conflicted 
identification with male role-playing was apparent. In ad- 
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dition, in each case there were marked disturbances in the 
relationships between these women and their fathers, 
whom they described as tyrannical, narcissistic, or over- 
possessive and overcontrolling. At the same time the fa- 
thers were seen as ineffectual and inadequate men. They 
were either perceived as seductive or suspected of having 
bisexual or homosexual adjustments. The women often 
felt devalued and rejected by their fathers. Less fre- 
quently there were disturbed relationships with brothers, 
with wham they competed unsuccessfully for attention 
and ego support from one or both parents. None was 
aware of her hostility toward men. Most of them had sin- 
gled out homosexual men and had moved from one such 
relationship to another. 

In each case a high degree of sexual repression and in- 
hibition, often related to feelings of inadequacy and fear 
of men and less frequently to a strong religious back- 
ground, was present. The women also showed a capacity 
to sustain long periods of sexual deprivation. 

Many of the women were unable to be assertive or to 
express their angry feelings directly; they were passively 
aggressive, Their overt demands upon the man for ego 
satisfaction were minimal. Denial was present in the fol- 
lowing areas: 1) their husbands’ unresponsiveness to 
them sexually; 2) their husbands’ emotional detachment; 
3) their husbands’ homosexual activities, which often re- 
moved the husband from home for long periods of time; 
4) the clues (often distinguishable) left by the husband; 
and 5) the husbands’ frequent feminine identifications. 

These women also had ineffectual mothers who were 
poor models. The mothers had low self-esteem and low 
expectations of their own husbands. They appeared to 
their daughters as victims of the marriage. There was a 
high incidence of marital discord, up to and including dis- 
solution of the family unit. 

Prior to her marriage every woman in the group had a 
retarded psychosexual and social development and saw 
herself as a failure in the competitive arena of her emerg- 
ing heterosexual relationships. 


CASE REPORTS 


Case 1. S.G., a 27-year-old woman, entered therapy after her 
husband of seven years revealed his homosexual love affair to 
her. He also revealed that he had been a transvestite and had 
disposed of his dresses just prior to their marriage. S.G. had not 
had a model for a satisfactory marriage. Her mother had aban- 
doned S.G. and her two sisters when S.G. was three years old. 
Her father had frequently been absent from the home and her 
early upbringing was left to governesses. Her father remarried 
when she was seven years old; a child born of this union was 
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viewed by the patient as receiving preferential treatment. These 
feelings, together with the actual rejection by her mother and 
emotional detachment from her father, resulted in making her 
feel chronically unwanted. In addition, S.G. had been shifted 
from school to school as a result of repeated failures. A dyslexia 
was first discovered in her early teens. Her learning disability 
and shift in schools removed her from social contact with girls 
of her own socioeconomic level. A pattern of overeating when 
she was anxious resulted in excessive weight gain and further 
heightened her feelings of inadequacy. 

When S.G. met her husband she had been through two finish- 
ing schools, had had one abortive love affair, and was essen- 
tially a loner with few contacts within her group. Although she 
felt he dated her largely because her older sister, who had been 
one of his girlfriends, had married, she nevertheless consented 
to marry him. He was handsome, a scion of a family of similar 
socioeconomic class, was like her father in interests, and totally 
“acceptable,” 

The struggle for dominance in the marriage became apparent 
very early. The husband’s first aim was to encourage her to lose 
weight. This was frequently done by means of threats and put- 
downs. He insisted she give up her schoolwork, at which she was 
then successful, to spend more time with him. However, when 
she was with him he would insult her for being lazy and fat. Oc- 
casionally she would fight back overtly, but more often, because 
of her poor verbal ability, she would withdraw and be subtly 
hostile. 

Her only feeling of power in the marriage was derived from 
her own financial status. Her money was used to purchase their 
homes and also partially supported them. Many times she re- 
ferred to “my apartment” and “my house”; both of them were 
owned solely by her. Her husband resented this and became 
more tyrannical. He attempted to get her to gratify his 
enormous dependency needs, which she was incapable of doing. 
When he was unsuccessful he would blackmail her in order to 
get his way. Their sexual life was sporadic; when she wanted a 
child he refused for two years because he did not wish to share 
her with a child. He finally consented to their having a child if 
she would give him a sports car. Much of her attention was sub- 
sequently focused on the son who was born. 

She could not cope with her husband’s total narcissism. At 
the same time her passive-aggressive behavior with her husband 
was increasing, as were her feelings of depression. She coped 
with these by using amphetamines, which she had been given for 
weight control. Her behavior, the birth of the son, and the hus- 
band’s business pressures contributed to his beginning a homo- 
sexual love affair. She viewed his ‘‘nights out with the boys” as 
normal male activity and also as a respite from his over- 
demanding behavior. She also felt she had no choice in ex- 
pressing her own needs. When his affair terminated he became 
suicidal and turned to her. In her total contempt for him she 
turned to his parents and told his father, with whom he had been 
close, the details of his sexual life. When he entered therapy, her 
continued suspiciousness and hostility undermined every thera- 
peutic approach. It was apparent that she would have to enter 
therapy. 


Case 2. L.R., a 25-year-old housewife and secretary, entered 
therapy when her depression and hostility toward her husband 
was interfering with his treatment. She was the younger of two 
children; her brother was two years older. She described her 
mother as a sweet but ineffectual martyr who was trod upon by 
her husband and whom she vowed she would never emulate. 
Her father was overpossessive, overcontrolling, and excessively 
demanding of both her and her mother. She perceived him as 
seductive toward her, and their relationship was fraught with 
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anxiety. The anxiety contributed to her overeating; the patient 
saw nerself as fat and unattractive. She competed with her 
highly successful brother but felt she never quite won. Her ma- 
jor gratification came from her intellectual achievements. 

She left home immediately upon graduation from college in 
an effort to rid herself of her father’s engulfing presence. De- 
spite the move, the daily oppressive calls from her father, with 
his insistence on knowing all the details of her life, continued. 
She had several brief affairs. L.R. did not know why these ter- 
minated but remembers being told that she was aggressive. 
However, she saw herself as passive and gentle. 

She had met her husband in her office and was struck by his 
gentle manner—so unlike that of her father. After several dates 
he told her about his past homosexual life and how he had 
changed. L.R. claimed that she was not concerned about his 
past. They had lived together for several months prior to mar- 
riage and she continued to find him “‘sensitive, warm, unde- 
manding, and understanding” and as having many of her own 
interests. 

Within a period of months, her husband’s past patterns of be- 
havior emerged. She became aware of the large debts he had in- 
curred prior to their marriage and was continuing to incur. She 
also became aware of his narcissism and unawareness of her 
needs. She felt too threatened to tell him directly about her 
needs but would be generally negative and complaining. The 
frequency of their sexual intercourse diminished. He would 
withdraw, claiming he had a headache or was too tired. She felt 
further devalued. She managed to gain some distance from her 
father only to have her husband call her father frequently when 
he needed things. In addition, her husband’s frequent calls to his 
own mother, whom he himself described as destructive and dis- 
turbed, made L.R. feel more unwanted. The rage she felt to- 
ward men was justified, and her husband became the target of 
it. Her frequent castrating remarks about his weakness and his 
homosexual friends, past and present, only served to reawaken 
his homosexual feelings. She found herself emulating her father 
rather than her mother and placing her husband in a role sim- 
ilar to that of her mother. Neither she nor her husband could be 
treated alone. 


Case 3. M.K., a 28-year-old Latin American woman, entered 
therapy with her husband because they were having marital 
problems. Throughout therapy she maintained that he was to 
blame for all their difficulties. She was unaware of her hus- 
band’s homosexual behavior. 

She had met her husband in her native country while she was 
a teenager and he a visiting U.S. college student. She had been 
born into a small-town aristocratic family. Her mother and fa- 
ther fought frequently, mainly because of his infidelity. She re- 
members being afraid of him and his temper. She felt more 
comfortable after he left home when she was 12 years old. How- 
ever, she was subject to frequent humiliation by her peers be- 
cause her father openly lived with his mistress and their children 
in the same town. She saw her mother as a martyr but felt that 
this was typical of a woman’s role. Her mother’s strong Catho- 
lic teachings, her sexual repression, and the necessity of being 
chaperoned whenever she went out created further distortions 
of any normal male-female relationships. She saw her husband 
on his summer holidays and corresponded with him during the 
rest of the year. She perceived him as gentle and sensitive and 
very unlike the demanding, narcissistic Latin men she knew. In 
addition, their long separations allowed her to deny many ele- 
ments of his passive-dependent personality structure. 

After their marriage they moved to the United States. He 
was in graduate school and she worked to support them. She be- 
came aware of his ambivalence about his future, his enormous 


dependency needs, and his basic disregard for women. As she 
made demands on him for further emotional intimacy he with- 
drew or became hostile. He would attack her intelligence and 
her lack of sophistication, which further increased her feelings 
of insecurity. This was ultimately the only reason she stayed in 
the marriage. His concerns about his professional future and his 
inability to cope with his fear of asserting himself caused him to 
withdraw further. She began to complain. This gave him the 
needed excuse to leave the house and visit gay bars. The more 
he stayed away from home, the more hostile she became. 

She felt abandoned and spent much time crying but was un- 
able to be openly assertive about her needs. She felt she had no 
alternative. Separation and divorce were out of the question. 
She, too, would continue to suffer in perpetuation of the model 
of the abused Latin wife. However, her husband’s homosexual 
feelings were increased by her hostility and by her weakness, 
which he felt powerless to deal with. When her husband entered 
therapy for resolution of his homosexual conflicts she consented 
to enter treatment only because of their marital conflicts. 


DISCUSSION 


In each case it was clear why these women married and 
why they were reluctant to give up their particular rela- 
tionship and change the dynamics of the marriage. Their 
specific needs were met by marriage to a man with a par- 
ticular character structure and psychosexual adaptation. 
The relationship continued because there was only sub- 
liminal perception of the man’s inadequacy. The wife’s 
denial of her husband’s inadequacy enabled her to per- 
ceive him as an intact heterosexual man (3). The women 
were unable to distinguish their husbands’ interest in the 
household and in them from the husbands’ feminine iden- 
tification and their competition with them as women. 
This heightened the wives’ feelings of inadequacy, which 
resulted either in withdrawal or further hostility. 

The wife often encouraged her husband’s excessive 
passivity and dependency, which were employed to ward 
off his fears of dominance. Frequently the woman con- 
sciously perceived this as sensitivity and gentleness. They 
would overreact negatively to appropriately assertive and 
aggressive behavior by their mates and would uncon- 
sciously—through passive-aggressive maneuvers or 
through patent aggressivity and hostility, which was de- 
nied—emasculate their husbands. The husband’s need for 
a dominant woman upon whom he could depend was 
met. This would perpetuate his homosexual behavior (4). 

In some instances it was the man who forced the 
woman into a superego role, which fortified the wife’s ego 
but destroyed their interpersonal relationship. Through 
this neurotic contract the wife could assume an assertive 
and aggressive role without having to face her unaccept- 
able and unconscious identification with important male 
figures in her life. This also allowed her to shake any con- 
scious identification with her weak mother. As a result 
she would lose, whether she was assertive and aggressive 
or she was nonresponsive and noninitiating. It therefore 
became difficult for the women to find a satisfactory level 
for their dominance-submission and passivity-aggres- 
sivity transactions. 

If the woman was unconsciouslv hostile toward men 
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she chose a husband whose behavior—hypercritical, de- 
tached, absent, or sadistic—verified, justified, and perpet- 
uated these feelings. As a result a circular and growing 
set of hostile interactions, sometimes incorporating sado- 
masochistic mechanisms, emerged. The men defeminized 
their wives and the women emasculated their husbands. 
“When each attacked the other’s sexual inadequacy the 
greatest devastation of all and the deepest problems were 
produced” (5). The husbands and wives were both 
trapped because of their conviction that they could not 
find another mate. 

The sexually fearful or repressed woman welcomed a 
nonthreatening and nondemanding asexual! relationship 
with her mate. When the man wished to change his sexual 
orientation and activity the wife became threatened and 
would undermine the change. There was evidence that in 
some cases the woman believed she was capable of 
changing her husband’s orientation to heterosexual. Ini- 
tially this was beneficial to the man’s adaptation. If, how- 
ever, the wife’s motivation was to gratify her narcissism 
and her need for excessive domination, the result would 
be a blockage of his ability to sustain a heterosexual ad- 
aptation. All the couples had an impoverished sexual life, 
which was initially welcomed by both; symptoms 
emerged in the marriage only when one or the other 
wanted change. When a child was born (which may have 
been the wife’s sole reason for marrying), the sexual rela- 
tionship deteriorated even further. The husband felt more 
devalued when he saw his child as a rival for his wife’s at- 
tention, and his homosexual behavior increased. There 
was usually no discussion whatsoever between the two 
about their sexual needs and feelings because of their 
overwhelming feelings of anxiety and their acutely dis- 
turbed past sexual experiences. 

In many cases the woman’s need to maintain the neu- 
rotic contract of the marriage resulted in a denial so 
profound that she initially refused to enter therapy. All 
the conflicts in the marriage were attributed to the hus- 
band’s emotional disturbances. ‘The overt realization of 
an unsatisfactory marriage would confront her with the 
need to consider giving up the relationship” (3). There- 
fore one of the early tasks of the therapist in treating the 
man was to uncover the wife’s fears, with the aim of en- 
couraging her to continue in therapy. Without an under- 
standing and resolution of her needs, the neurotic trans- 
actions that increased the husband’s homosexual 
fantasies and behavior would continue and would under- 
mine his therapy. 
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WOMEN MARRIED TO HOMOSEXUAL MEN 


DISCUSSION 


ALAN Z. SKOLNIKOFF, M.D. (San Francisco, Calif.)}—1 would 
like to focus my discussion on two areas—an elaboration of the 
dynamics of the relationship between these women and their 
overtly homosexual husbands, and a theoretical appraisal of 
how the unconscious motivation of such women for relation- 
ships with homosexuals might be viewed as adaptive in the psy- 
chotherapeutic endeavor or in real life. 

I agree that the women described in the three case histories 
had marked regressions and fixations in their psychosexual de- 
velopment and the quality of their object relationships. I find it 
useful to view the quality of the object relationship with the ho- 
mosexual husband as that of the phallic girl with the preoedipal 
mother. This conceptualization permits us to see these women’s 
unconscious motivations in their relationships with their homo- 
sexual husbands. In the three case examples, the preoedipal 
relationship with the mother was insecure to begin with, and 
any oedipal relationship with the father was too traumatic to be 
Sustained. Initially they were attracted to their husbands be- 
cause of the husbands’ gentle, nonassertive, solicitous qualities 
rather than their aggressive and assertive characters. That is, 
they unconsciously sought out a relationship with a person who 
could represent the preoedipal mother rather than the oedipal! 
father. These women could enter such a relationship for a vari- 
ety of positive reasons. They anticipated mutual caring and 
hoped to occasionally dominate their husbands to defend 
against their fear of passivity. Because of traumas from the 
mother in the separation-individuation phase, these women had 
an incomplete formation of their sexual identity. They uncon- 

sciously identified with their bisexual husbands. 


Although Dr. Hatterer does not discuss a strategy for therapy | 


with these women, I would like to suggest how certain motiva- 
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tions that the women have might benefit themselves and their 
husbands. The unconscious hostility might become neutralized 
with some understanding of its dynamics. In addition to the 
model of family homeostasis, an intrapsychic model should be 
included. I have seen three young women who after a consid- 
erable period of competitiveness and hostility directed toward 
the assertiveness in their homosexual mates were able to view 
their husbands’ emerging assertiveness and masculine control 
as directly related to their increasingly strong female sexual 
identity. Often this represents these women’s conscious motiva- 
tion for a relationship with a bisexual male. During the course 
of treatment their unconscious hostility, as well as the roots of 
the preoedipal fixations to the mother, must be exposed. 

A young woman | treated was extremely frightened of any 
assertive male. Married to a man who had a long history of bi- 
sexuality, she entered treatment because of tensions concerning 
her relationship with her husband. She demanded that her hus- 
band be more sexually aggressive with her. The husband, who 
was in treatment with someone else, did become more sexually 
aggressive, but this frightened her. Unconsciously her demands 
were intended to make him impotent. After she understood this 
in treatment, her behavior changed subtly. Her demands were 
put in much less castrating terms. Toward the end of a year’s 
treatment she said, “I used to feel that my husband was just 
being sadistic when he was having aggressive sex with me. | al- 
ways thought that he was imagining that he was having sex with 
someone more attractive than: myself. When he used to be 
gentle, I thought that he really loved me and was paying atten- 


-tion to me. At the same time, | hated the way he never asserted 


himself in terms of his interest in me. Now I like it when he is 
very assertive in sex and not gentle. I’m really proud that he’s 
such a good lover.” 

This woman’s increased sense of female sexual identity per- 
mitted her to reinforce her husband’s male sexual identity. 


Prescientific Psychiatry in the Urban Setting 


BY FLORENCE M. DOUGLAS, M.D. 


Health care delivery can best be accomplished when the 
health professional understands the cultural milieu of the 
community in which the patients live. The author de- 
scribes the convictions and practices found in an inner 
city area of Los Angeles, including a belief in ghosts and 
spirits and a reliance on indigenous practitioners and 
counselors. The psychiatrist should be aware of the thera- 
peutic potential of these convictions and practices and 
should understand that healing is a multidimensional 
phenomenon: an exchange of ideas among indigenous 
practitioners, psychiatrists, and other medical helpers 
may help decrease the potential harm to the patient and 
increase our understanding of mental illness. 


TRANSCULTURAL PSYCHIATRY has been an area of inter- 
est to psychiatrists with special interests in anthropology 
as well as to all those who have had personal experience 
with the influence of cultures on psychological behavior. 
The devel6pment of the community mental health center, 
which often serves heterogeneous groups of people, 
brings into sharp focus the need for behaviorists to be ac- 
quainted with the conceptualization and treatment of 
mental illness in other cultures. These beliefs and prac- 
tices may be radically different from those familiar to the 
traditionally trained therapist. Health care delivery can 
be accomplished most effectively if interfaces are estab- 
lished between the cultural milieu of the community and 
the scientific approach of the health care professional. 

The term “‘prescientific psychiatry” describes a variety 
of animistic beliefs and practices engaged in by some 
non-Western societies. The term was coined by Kiev in 
his description of psychiatry in other cultures (1). As the 
term is used here it.describes behavior that is not limited 
to specific socioeconomic, ethnic, or racial groups. In the 
United States prescientific psychological phenomena oc- 
cur in the general culture, in certain religious practices, 
and in specific subcultures. Evidence of the widespread 
influence of prescientific beliefs and practices appears in 
newspaper astrology columns, the recent avalanche of 
books on occultism and mysticism, and the flourishing 
practices of fortune tellers, herbologists, folk healers, 
witches, and spiritual advisers. 

The recognition and study of prescientific practices in 
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the United States and its possessions dates from the early 
part of the twentieth century. Pfister, LaBarre, Wallace, 
and Kaplan and Johnson (2-5) studied American Indian 
tribes and emphasized the religious, social, psychological, 
and therapeutic aspects of certain cultural practices. May 
and Gussow (6, 7) studied unusual phenomena related 
and unrelated to religious beliefs and practices and noted 
the psychological and religious significance of these oc- 
currences. Parker showed a relationship between psycho- 
pathology and culture (8), and Weinstein found that delu- 
sions among the people in the Virgin Islands had cultural 
components (9). Rogler and Hollingshead contributed 
further to our understanding by describing the Puerto Ri- 
can spiritualist as a psychiatrist (10). Many of those who 
contributed to our understanding of non-Western cul- 
tures recognized that prescientific psychiatrists could be 
colleagues in health care delivery (11-16). Their studies 
of cultures that differed from Western scientific cultures 
resulted in an appreciation that there is a close relation- 


_ ship between cultural phenomena and religious, social, 


and ethnic values. These studies imply that interfaces 
need to be established between Western and non-Western 


‘cultures in order that better and more comprehensive 


health care may be offered in the multicultural settings 
typical of many communities. 

This study, conducted at the Martin Luther King, Jr., 
General Hospital in the Watts-Willowbrook area of Los 
Angeles, examines the therapeutic and antitherapeutic ef- 
fects of belief in prescientific psychological concepts and 
practices. The cases reported below demonstrate that 
specific socioeconomic, regional, and ethnic groups are 
not the only believers in and practitioners of prescientific 
principles. A variety of convictions and practices are de- 
scribed, including the belief in ghosts and spirits, reliance 
on spiritual advisers and nonprofessional religious coun- 
selors, and belief in voodoo. These beliefs and the belief 
in possession by evil spirits are shown to be significant 
factors in certain social behavior. 


CASE REPORTS 


Case 1. Mr. R., an intelligent, well-dressed, respectable 
middle-aged man employed as a supervisor in a large firm, was 
seen by the psychiatrist in relation to his son, who was being 
evaluated for treatment. The boy was reacting to the estrange- 
ment between his parents by being extremely possessive of his 
mother and rivalrous with his younger brother. After the sepa- 
ration of his parents, the boy verbalized a desire to kill his 
brother. 

The marriage had been stable until the father began to sus- 
pect his wife of infidelity. He began to watch her carefully, and 
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violent arguments over his jealousy ensued. At one point the 
reader (fortune teller) to whom he had turned for help with his 
marital problems was visited almost daily. Mr. R. had pre- 
viously lived in Louisiana, where his father, a practicing voodoo 
priest, had died in a state hospital. He felt that the reader’s serv- 
ices and advice had saved his sanity and his life on several occa- 
sions. 

The reader told Mr. R. that his wife had fallen under the spell 
of an evil man, who had turned her against him. Mr. R. then be- 
gan to suspect his wife of doing many things to drive him out of 
the house. He felt that she served him feces in his food and gave 
him decayed and contaminated food, and that she caused foul 
odors to permeate the house whenever she entered it. Despite 
this he felt that he could not stay away from her, averring that 
he loved her. When she tried to shoot him following an argu- 
ment he finally moved out. He subsequently refused to enter the 
house, even to pick up his sons for visits. He was convinced that 
his wife had completely changed and had become a witch and 
that she was in the power of a sorcerer. He felt that she was bent 
on killing him so that she could be free to be with her sorcerer- 
boyfriend. His wife (who was from an urban area) in turn was 
convinced that Mr. R. was acting in a bizarre manner and was 
unreasonably jealous. She implied to the therapist that her hus- 
band was losing his mind. 


Case 2. Mrs. S., a heavy, middle-aged Mexican-American 
woman, had been a resident of the United States for several 
years. She spoke fluent English and lived in a barrio. She did 
not appear to have any severe emotional problems. She was 
seen because her teenage daughter was being evaluated by the 
therapist for acting-out behavior. Mrs. S. had a growth on her 
left foot that caused the foot to be so distorted and enlarged 
that she could not wear a shoe. She had grown up ina rural vil- 
lage in Mexico where the native healer (called the curandero) 
cared for the physically and emotionally ill. 

A surgeon told her that the growth on her foot should be sur- 
gically removed in the near future or dangerous complications 
would develop. Her spiritual adviser (a fortune teller and 
healer) informed her that she would die if she underwent sur- 
gery. Mrs. S. was firmly convinced that this would happen and 
chose to walk around with the deformed and painful foot rather 
than gamble with her life on the operating table. 


Case 3. Mrs. T., a middle-aged, intelligent, capable black 
woman who had successfully raised three children of her own 
and who later became the foster mother of five adolescent girls, 
was seen by the therapist in relation to a withdrawn adolescent 
foster child. The girl was being treated for hysterical convul- 
sions and depression. _ 

When asked how she dealt with the patient’s convulsions 
when they occurred at home, she stated that she took the girl’s 
head between her two hands and prayed fervently for God to re- 
move the evil spirits that were inhabiting the girl at the time of 
her attack. Her prayers were always answered and the con- 
vulsions ceased. 

The foster mother was Pentecostal. Her faith taught that se- 
vere emotional problems were caused by evil spirits taking pos- 
session of the victims. To the foster mother, hysterical con- 
vulsions were evidence that possession was taking place or had 
occurred. She believed that “speaking in tongues” was evidence 
of holy possession. 


Case 4. The P. family, with eight children aged four to 11, 
were seen in the emergency room following the accidental 
shooting death of a brother. The patient was the 16-year-old 
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twin sister of the deceased boy. There was no evidence of psy- 
chiatric pathology. 

The children were terrified that they would be visited by the 
spirit of the dead brother, with whom there had been some sib- 
ling rivalry. They were reassured by family members that the 
brother had been kind to them while he was alive and would 
continue to be so in death. All family members believed in 
ghests or spirits. Their religious affiliation was revivalist Bap- 
tist. Different family members took turns sleeping in bed with 
the children, who were constantly reassured of the goodwill of 
their brother’s spirit toward them. Over a period of time the 
children’s anxieties were allayed. 


DISCUSSION 


Occult and mystical beliefs have been viewed in the 
past as dangerous prognostic signs and as evidence of re- 
liance on primitive defense mechanisms, which, if they 
persisted, were ultimately destructive to the integrative 
functions of the ego. It is not the purpose of this paper to 
enter into complex interpretations of the behavior of the 
persons described, to elaborate on the existence or lack of 
existence of precognition (the ability to fortell the future), 
or to argue the reality of spirits. But it should be recog- 
nized that belief in these matters has therapeutic as well 
as destructive potential. In this paper the therapeutic po- 
tentials are explored. 

In the first case, Mr. R. felt his beliefs were being used 
in a positive manner to save his life and sanity. Primitive 
cults have often accepted individuals who have them- 
selves suffered from mental illness. These individuals at- 
tained high status in their culture because of their ability 
to become “possessed.” Mr. R.’s father had spent a good 
deal of his life in confinement and died in a mental insti- 
tution. These facts were not conducive to Mr. R.’s view- 
ina psychiatrists in a positive manner. He therefore 
turned to methods of coping he had used successfully as a 
child; he sought the advice of an occultist or reader. 

This man’s belief that his wife had fed him harmful ob- 
jects would not be alien in a non-Western culture. “The 
development of disorders of mood, thought, and behavior 
in most pretechnical [and] preliterate cultures have in- 
variably been explained by one of several supernatural 
concepts ... [such as] the intrusion of harmful objects in 
the body...’ (1). 

Since the patient knew his wife was aware of his behav- 
ior, he concluded that she thought of him as evil and un- 
wanted, so she tried to drive him away with foul odors. 
Kiev referred to “fumigation” as a means of exorcising, 
appropriating and coercing unwanted spirits that were 
felt to be inhabiting the sick person. He elaborated: 
“There is suggested association between socialization ex- 
periences and personality patterns and the use of certain 
preventive therapeutic maneuvers” (1). 

In the second case, the visit of Mrs. S. to a healer was 
not unusual. Kiev stated that the folk healer or curandero 
is an essential step among unsuccessfully acculturated 
Mexican-Americans in reintegrating the individual into 
his group (1). Not enough information was available to 


determine success of this woman’s integration into 
American culture. 

Prescientific psychiatrists use predicting the future or 
divination (i.e. by watergazing, automatic writing, or 
card reading) as a diagnostic tool for differentiating be- 
tween supernatural and natural causes of illness before 
treatment is begun (l1). This woman, an immigrant, 
turned: to familiar means of treating her disease; she 
sought the aid of a spiritual adviser. Anthropological 
studies have shown that anxiety associated with illness ts 
relieved through magical medical therapies that are re- 
lated to patterns of reducing anxiety learned in earlier 
childhood, during the civilizing and socializing phase (1). 
Her distrust of Western medica] practice could have 
been fatal, but it was apparent that despite this she 
needed to keep her faith intact. 

In the case of Mrs. T., her strong religious convictions 
and attempts to be a “Christian” in all she did pre- 
dominated. Having foster children was part of her Chris- 
tian duty. Many people who have middle-class values and 
standards and give every appearance of great propriety 
and soberness are devoted practitioners of fundamental- 
ist religious teachings. Pentecostal churchgoers and Holi- 
ness worshipers are examples of this phenomenon. Ac- 
cording to Harry Stack Sullivan (17), there may be a 
need to “tinker with the mild mental disorders, in Church 
Healing Missions and the like.” Freud stated that “men 
will be ready to admit that conjuring up spirits has no re- 
sults unless it is accompanied by faith, and the magical 
power of prayer fails if there is no self piety at work be- 
hind it” (18, p. 84). According to Kiev, prayers are used 
to exorcise unwanted spirits possessing the sick (1). He 
noted that in the Pentecostal sect in England, healing is 
directed toward physical illness, emotional problems, and 
social difficulties. Observing that this is also true in 
America, he gave a vivid description of a Pentecostal 
service that pointed up the emotional, supportive, and au- 
dience participation aspects (1). 

In the fourth case, the entire family came from a rural 
area of the South where there were firm beliefs in the 
existence of spirits (animism). Freud stated: 


Animism is a system of thought. It does riot merely give 
an explanation of a particular phenomenon, but allows us 
to grasp a whole universe as a single unity from a single 
point of view. The human race...have developed such 
systems of thought... .[There are] three great pictures of 
the universe: animistic (mythological), religious and scien- 
tific.... Animism, the first to be created, is perhaps the 
one which ts most consistent and exhaustive and which 
gives a truly complete explanation of the nature of the uni- 
verse (18, p. 77). 


The fact that there was sibling rivalry and the entire 
family believed in spirits gives further insight into their 
behavior. Freud said: 


In view of unconscious thinking, a man who has died a 
natural death is a murdered man: evil wishes have killed 
him [if the person has been killed or murdered, this tends 
to mesh unconscious thinking and reality]... . An investi- 
gator of the origins and significance of dreams of the death 
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of loved relatives (of parents or brothers and sisters) will 
be able to convince himself that dreamers, children and 
savages are at one in their attitude toward the dead—an 
attitude based on emotional ambivalence.... Demons are 
projections of hostile feelings harbored by survivors 
against the dead (18, p. 62). 


The adult family members used togetherness and reas- 


‘surance techniques, and “speaking only good of the 


dead,” to allay their own and the children’s anxiety about 
the hostile intent of the dead boy. Their discussion of the 
positive qualities of the deceased also appeared to have 
placated the anger cf any listening “ghosts.” 


CONCLUSIONS 


Many psychiatrists, beginning with Freud (18), have 
recognized the importance of taking into account the 
patient’s religious views and beliefs. Fundamentalist reli- 
gious belief systems have usually been viewed as loaded 
with self-destructive potential for the follower or believer. 
That this is not always the case has been suggested in the 
case descriptions here. It may be antitherapeutic to 
overtly or indirectly communicate rejection of religious, 
mystical, and philosophical attitudes that vary from 
those of the therapist. Many people (rich and poor) find 
their only consolation in these beliefs, which enable them 
to bear life’s blows. 

In helping residents of the inner city to cope with their 
daily problems and disruptive emotional experiences, it is 
valuable to inquire about their cultural backgrounds, reli- 
gious convictions and practices, mystical experiences and 
beliefs, and their social practices. An attempt should be 
made to fit thts information into a conceptual framework 
to further understand the life-style of the individual. This 
conceptual framework involves a transactional system 
that includes the therapist and patient in a present-time 
situation. A view is taken of the patient’s and therapist’s 
religious beliefs, historical perspectives, and the socio- 
cultural influences on their behavior and psycho- 
dynamics. The whole is examined to give a more compre- 
hensive picture of the patient and the factors that have 
contributed to his symptoms. The therapist’s acceptance 
of this framework opens the door to effective therapy for 
the patient, his religious counselor, his family, and other 
key people. 

For many people with a non-Western cultural back- 
ground (Afro-Americans, Mexican-Americans, Orien- 
tals, etc.) who live in the inner city, occult and mystical 
beliefs serve as an integrative and identity factor in their 
adjustment to the new and unfamiliar surroundings of the 
city. For others, belief in occultism and mysticism may 
represent disillusionment with science and a return to the 
nonscientific, a loss of faith in orthodox religions, a need 
for new myths, or the alienation of the individual from 
society. Or it may be a manifestation of an existential 
crisis. The healer, fortune teller, shaman, voodoo priest, 
herbologist, or spirizual adviser is easily recognizable as a 
helpful person—someone who was familiar in one’s 
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childhood. They are felt to be people who understood the 
original culture, philosophy, religious beliefs,-and orien- 
tations of the community residents. The fees charged by 
indigenous therapists are usually within reach and usu- 
ally the practitioners are available in time of crisis. 

These practitioners can often be allies in improving 
health care. Smilbenstein stated: 


The Western doctor can learn much from cultural medi- 
cine. The primary lesson may well be that healing is a 
multidimensional phenomenon which includes not only the 
classical psychosomatic factors, but also the ethical and 
cultural elements of the patient’s life-style. A multidimen- 
sional approach may be one of the keys to success in ghetto 
and other health care delivery. Translators must be found 
within the ghetto and other communities who can interpret 
the ethical and cultural needs of the resident to those deliv- 
ering medical assistance.... Communication ... is essen- 
tial, but equally important is the need to train workers to 
perform effectively outside the sphere of an upper middle 
class socioeconomic pattern from which most of today’s 
health workers come (19). 


The exchange of ideas among indigenous practitioners, 
behaviorists, medical helpers, and psychiatrists may help 
decrease the potential for harm to the patient and may in- 
crease Our understanding of mental illness. It may allow 
us to use the positive aspects of their beliefs to build 
bridges between practitioners of occultism and mysticism 
and traditional medicine. 
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Waiting Wives: Women Under Stress 


BY DOUGLAS R. BEY, M.D., AND JEAN LANGE 


This paper describes the normal reactions of 40 wives of 
noncareer Army men to the abnormal stress of their hus- 
bands’ assignments to Viet Nam. The authors point out 
that little is known about this high-risk group and that 
little has been done to reduce the stress that family mem- 
bers experience when a husband is ordered to combat. 
They suggest that studies of this group be undertaken and 
that special programs be developed for their benefit. 


DESPITE THE ARMY’S INTEREST in high-risk individuals, 
high-stress periods, and programs to reduce and prevent 
stress in the combat group (1-8), little effort has been 
made to reduce the stress experienced by the 2.5 million 
families (9) who have sent a member to Viet Nam and 
few papers have been written on the subject. No studies 
have been made of the wives who endured this stress but 
who did not seek assistance at a military psychiatric facil- 
ity. This paper is based on our'personal experiences and 
on interviews with 40 waiting wives of noncareer Army 
men, women who had not been identified as psychiatric 
patients. We will attempt to describe some of the stresses 
experienced by these women and will suggest the need for 
further investigation of this high-risk group and for pro- 
grams to help them. 


METHOD 


We talked with waiting wives about the experience of 
their husbands’ one-year tours of duty in Viet Nam, in- 
dicating that confidentiality would be maintained. We 
asked them to tell us about the stresses they experienced 
during their husbands’ tours of duty and the supports 
they had received from the military and civilian commu- 
nities to help them during the year’s separation. We did 
not attempt to quantify these data but rather made note 
of recurrent themes in the interviews. None of the wives 
was unwilling to talk about her experiences; most in- 
dicated their gratitude for our recognition of the stresses 
they endured. The body of this paper is a summary of 
their comments. 


Dr. Bey is in private practice at 900 Franklin Ave., Normal, Ill. 61761. 
He was formerly Division Psychiatrist, First Infantry Division, U.S. 
Army. Ms. Lange is Editor, Menninger Perspective, Menninger Foun- 
dation, Topeka, Kans. She was formerly a war correspondent in Viet 
Nam and a waiting wife during her husband’s year of duty in Viet Nam 
as a helicopter pilot. 


Orders and Predeparture 


Cretekos (9) reported an “induction syndrome” con- 
sisting of agitated depression symptoms among drafted 
men’s wives whose husbands had received orders for Viet 
Nam. He distinguished between this and an ‘‘orders syn- 
drome” experienced by regular Army wives. In the group 
of regular Army wives, he observed not only the same 
symptoms of depression but considerable guilt as well, 
since they had urged their husbands to reenlist. Cretekos 
felt the regular Army wives were torn between their con- 
cern about the impending separation and their concern 
about their husbands’ military careers. Bonnesatti (10), 
in her discussion of Cretekos’ paper, questioned the ab- 
normality of the “symptoms” he described and suggested 
that rather than illness, they might represent under- 
standable reactions to the real stress to which military 
life subjected them. Pearlman (11), in his study of sub- 
mariners’ wives who were psychiatric patients, wrote that 
before a husband’s departure the wife experienced “‘in- 
creasing tension as she felt “why does he really have to 
go?’ This was followed by a period of despair and sleep 
disturbance with nightmares of the husband being lost at 
sea.” 

The wives we interviewed told us that they felt varying 
degrees cf numbness, shock, and disbelief when first told 
of their husbands’ orders. Each knew logically that her 
husband would probably receive orders but felt emotion- 
ally unprepared for this eventuality. They recalled won- 
dering why this had to happen to them and feeling envy 
and irritation toward those who had not received orders. 
They felt anger toward the Army for sending their hus- 
bands away and anger toward regular Army men who 
had not received orders or whom they held responsible 
for their husbands’ going to Viet Nam. The wives noted 
an increesed emotional distance between them and their — 
spouses as they prepared for the impending separation. 
They reported that the farewell parties they attended 
were held with a “hollow pretense of happiness.” The 
wives noted manic-liké periods of hyperactivity and in- 
creased tension accompanied by a feeling of superficial 
euphoria. These episodes were interspersed with feelings 
of despair, inertia, and hopelessness as the date of separa- 
tion approached. 

The wives and other family members had to vacate 
their military housing and arrange for their new resi- 
dences during the husbands’ absence. They were forced to 
say good-by to their friends and to leave their social 
groups. The forced move evoked further feelings of irrita- 
tion toward the military. Some returned to their parents’ 
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homes; this proved to be supportive to some wives and 
stressful to others. MacIntosh (12) noted that ‘“‘since 
women with increased dependency and oedipal conflicts 
may deal with these issues by leaving home at adoles- 
cence and marrying, the husband’s absence and return to 
live with parents presents an opportunity for regression 
with consequent reactivation of unresolved oedipal con- 
flicts.”” 

Wives reported feeling sad at the impending loss of 
their spouses and apprehension regarding their safety. 
Some of the wives mentioned a peculiar situation in 
which events that caused them to be happy—such as 
seeing their families or finding a new home they liked— 
were accompanied by feelings of guilt over their own hap- 
piness when their husbands were in Viet Nam. 


Stress During Separation 


MacIntosh (12) noted that separation was more diffi- 
cult for the wives of younger, less educated, lower rank, 
and drafted men. He inferred that these women had 
poorer ego development and lower frustration tolerance. 
Pearlman (11) observed in his patients an inability to tol- 
erate being alone, which he felt was a reflection of the 


early development of these women in which they experi- ` 


enced a loss of a parent or the prolongation of a symbi- 
otic attachment to a parent. He noted that the inability 
of these women to express their anger toward what they 
perceived as abandonment by their husbands was one 
determinant of their depressive symptoms. Cretekos (9) 
observed that many regular Army wives experienced a 
conflict between what they perceived as their husbands’ 
duty to their careers and the anticipated risk and the 
knowledge that other women had manipulated their hus- 
bands off hardship duty. Some of these wives felt that 
their husbands had done enough already; they knew of 
friends whose husbands had been killed or injured, and 
they experienced guilt at encouraging their spouses’ re- 
enlistment. 

Cretekos (9) described wives who exhibited symptoms 
of pathological mourning following separation: “If you 
really loved me you couldn’t possibly leave me.” These 
wives experienced separation as abandonment by their 
husbands, whom they perceived as having a choice. 
Sometimes the husband’s anxiety about the tour was 

.communicated to the wife through his letters, in which he 
urged her to have him recalled “if things got out of 
hand,” thus covertly encouraging the wife to let things 
get out of hand in order to effect his return home. 

Gonzalez (13) noted that some wives felt abandoned 
and frustrated but had no target for their anger. Some 
appeared to displace the anger from the husband to his 
relatives, the Army, physicians, etc. Gonzalez noted that 
the wife not only experienced a loss of her husband's sup- 
port in various marital roles but also experienced the de- 
mand that she fill these roles herself. 

The wives we interviewed all complained of their awk- 
ward social situation. They were married, yet they had 
no husbands and were thus out of place with both single 
friends and married couples. One wife described this as, 
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“You become a stagnant figure in a female world of 
child-raising and house-cleaning.” Another noted that 
“at work any contacts with men are viewed by others as 
infidelity.... It is impossible to have male friends.” Un- 
like their spouses, who shared their experience with all 
the men in Viet Nam and who enjoyed the combat group 
support described in the military psychiatric literature, 
wailing wives found themselves estranged from others, 
who had little empathy for their plight. 

The exception to this was the waiting wives’ group 
present in many civilian communities. This group con- 
sisted of wives whose husbands were in service and away 
from home, many in Viet Nam. No distinctions were 
made as to the husband’s rank or branch of service. 
These groups were organized by the wives as a self-help 
group, usually meeting once a month to plan outings and 
social activities and to share experiences and information 
witn one another. Most felt these meetings were helpful 
but indicated some instances when this group increased 
their stress. For example, in one group when a woman’s 
husband was killed the members were so overwhelmed 
that they broke off all communications with her and 
avcided any reference to her. In another group of waiting 
wives that experienced the loss of a spouse, the wives 
“hovered over the girl so much I felt they were choking 


. her.... They wanted her to live in the past.” This group 


rejected the widow when she began dating and creating a 
social life outside of the group. In still another group, the 
marital infidelity of some of its members increased the 
stress among others in the group. The lack of structure, 
supervision, and selection of group members made the 
success of the group largely a matter of chance. _ 

The civilian social milieu often appeared to add to 
their stress. The commonly held view that the war was fu- 
tile and stupid made it hard for them to justify their hus- 
bands’ presence there. Some wives expressed their dis- 
comfort through somatic complaints but were often 
rebuffed by the staff of medical facilities, who saw them 
as demanding but physically well. The wives described 
feeling uncomfortable when they saw other couples to- 
gether or families enjoying themselves together, since this 
reminded them of their husbands’ absence. 

They described the increased demands related to car- 
ing for themselves and their children by themselves, and 
noted that they experienced loneliness and increased sex- 
ual tensions. Many said they felt that society approved of 
soldiers visiting prostitutes in war but strongly con- 
demned infidelity on the pari of the waiting wives. Those 
who did engage in extramarital affairs felt considerable 
guilt and described an intensification of their fears that 
something might happen to their husbands. 

Many of the wives were able to say that they had expe- 
rienced anger and frustration at their husbands for hav- 
ing gone to Viet Nam and leaving them in the stressful 
situation that was not of their choosing. However, logi- 
cally they recognized their husbands’ lack of choice in the 
matter and felt guilty for harboring these angry feelings. 
Some noted that these mixed feelings surfaced during 
rest and recuperation visits: several said they felt com- 
pelled to be blissfully happy and to please their husbands 


during the five days they had together but felt angry at 
having to maintain this illusion and to keep in the nega- 
tive feelings they experienced during their year apart. 
Others said that the rest and recuperation period was bet- 
ter than nothing but was “‘like giving an appetizer to a 
person who is starving!” 


The Husband's Return 


A syndrome described by Isay as “the submariners’ 
wives syndrome” (14) was experienced by the wives as 
the time approached for the return of their husbands. 
They indicated feeling excited and happy that their hus- 
bands would soon be home and anticipated relief from 
the demands, frustrations, and loneliness they had experi- 
enced. They also described increased tension and concern 
over how their husbands would be changed and whether 
their husbands would accept the changes that had oc- 
curred in them during the separation. Some described 
purposeless activity, apprehension, and difficulty con- 
centrating during this period. This was similar to the 
‘“short-timers syndrome” described in combat troops. 

This tension increased in many wives after the hus- 
bands’ return. The husbands, as described elsewhere (15), 
had idealized their return and, during their adjustment 
period, often exhibited depressive symptoms and irrita- 
tion with any demands placed on them (this is described 
as the returning veterans’ syndrome). The wives similarly 
idealized their husbands’ return and often felt let down by 
their husbands’ withdrawal and depressive symptoms. 
They experienced depression also, but it seemed to be re- 
lated to unexpressed irritation toward the husbands who 
had left them and who now disrupted the adjustment they 
had made by coming in and taking over the home, sud- 
denly making it seem crowded, This irritation was ex- 
pressed by several wives; as one put it, he “dumped all his 
gear and there just wasn’t room for it!” 

Communication with the husbands was impaired on 
their return. The husbands’ and wives’ experiences during 
the previous year had been untque. The husbands were of- 
ten unable to share their year’s experience and many 
wives felt that this reflected an increased emotional dis- 
tance between them and a lessening of intimacy. The 
wives found that they could not simply take up where 
they had left off at the time of their husbands’ departure 
and noted that it was several months before they and the 
husbands adjusted to living together again. 

Discipline of the children was also an area of conflict 
initially, since the wife had been carrying. this responsi- 
bility for a year and now found her authority overruled 
by the husband. Many wives found it irritating to be ex- 
pected to renounce the independent roles they had been 
forced into by the husband’s absence and insisted on con- 
tinuing their working roles on his return. Marriages that 
were in jeopardy before the husband’s departure were of- 
ten further disrupted by the stress of separation. How- 
ever, this was not always the case. Some wives felt their 
marriages were closer as a result of their having experi- 
enced this crisis. Hill noted that war separations were of- 
ten not critically stressful but were assimilated by the 
family (16). 
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CONCLUSIONS AND COMMENT 


From the point of view of preventive psychiatry and 
from the practical view of the military’s interest in en- 
couraging men to remain in the military organization, it 
would seem advisable to study this high-risk group of 
waiting wives more extensively and-to provide more sup- 
ports for them before and during their husband’s tour 
of duty. Before the departure of the husbands, the wives 
could be told what stresses and reactions they might an- 
ticipate during their husbands’ absence. Avenues of ven- 
tilation and information regarding available supports 
could be brought to the wives’ attention. From our inter- 
views with these women we concluded that further stud- 
ies of this nonpatient group would not only provide help- 
ful information about. normal individuals coping with 
stress but would provide direct service to these women by 
recognizing the waiting wives as a subject of considerable 
stress. 

To use the principles of combat psychiatry to expand 
and give further support to groups of waiting wives (e.g., 
through group psychotherapy led by military and civilian 
mental health professionals) would offer more support 
for these women and would enable them to endure their 
year of hardship with less discomfort. Professional lead- 
ership might help prevent the group breakdown and 
scapegoating that occurs in leaderless groups when the 
group’s defenses are overwhelmed. Those military 
agencies and services that are likely to come into contact 
with waiting wives should be aware of the stresses they 
are subjected to and should react kindly and sympa- 
thetically to them. The emergency room physician who is 
confronted for the third time with an angry, demanding 
mother and her healthy child could help this woman by 
encouraging her to express her anger and frustration at 
the system that sent her husband to Viet Nam and to 
make available to her as much assistance and support as 
one would provide a combat soldier in his stressful situ- 
ation. Many wives reported they had no one with whom 
they could talk comfortably during the absence of thetr 
husbands. They did not feel the need to seek psychiatric 
help; their friends and families could not empathize with 
their situation; and the other waiting wives found some 
feelings (i.e., feelings of anger toward the husband) 
threatening to them. One wife said, ““You’re supposed to 
be a ‘g00d’ waiting wife and not complain.” 

These recommendations for prevention might also 
have some applications in industrial psychiatric pro- 
grams attempting to reduce the stress experienced by 
wives whose husbands are required to be away from 
home periodically. Overall, however, industry has been 
more sensitive and responsive to the needs of the wives 
than has the military. With the effort to create a profes- 
sional Army, the current changes in the military may 
lead to increased concern for waiting wives. 
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Time-Limited Sensitivity Groups for Medical Students 


BY STEPHEN S. DASHEF, M.D., WILLIAM M. ESPEY, M.D., AND JEREMY A. LAZARUS, M.D. 


Dehumanizing trends in medical education have been re- 
ported and discussed extensively. In response to this 
problem, the opportunity to join a voluntary, time-lim- 
ited, unstructured sensitivity group was offered to medi- 
cal students during their clinical rotation in psychiatry. 
These groups proved to be safe forums for experiential 
education in which students could increase their capacity 
to respond sensitively to themselves and others. This 
paper describes three phases of the group process, the 
role of the group leader, and the reactions of the partici- 
pating students. 


ONE OF THE MAJOR PROBLEMS that exist in the med- 
ical educational setting is the dehumanization of the 
medical student. Research is rewarded more often than 
teaching; teachers have little involvement with students’ 
career planning and even less in terms of personal rela- 
tionships. Medical knowledge is burgeoning; the demand 
for mastering technical specialties has increased; and 
medical school classes are getting larger. In such a set- 
ting, one might generalize that leisure time for personal 
reflection or enjoyment is minimal; competition is keen; 
personal, humane, or intellectual interests as motivating 
factors for learning become deemphasized; and depen- 
dency is prolonged (1, 2). The consequences of such a 
stresstul, unsupportive, and restricting environment are 
documented increasingly. Large proportions of medical 
student classes are in need of or seek out psychotherapy; 
Harvard University’s Student Health Service reports 
seeing 13 percent of the student body (3). 

Eron (4) has pointed out that students become in- 
creasingly cynical and decreasingly humane as they pro- 
gress through school. Many authors point out the ten- 
dency to react to stress in an obsessive-compulsive man- 
ner, replete with isolation, repression, intellectualization, 
and difficulty in dealing with warm, sexual, or aggres- 
sive feelings (3, 5-7). One intriguing study by Christy, 
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cited by Rubenstein and Levitt (8), showed that medi- 
cal students believed more than general college students, 
lobbyists, or members of a business executive group that 
various Machiavellian quotations were accurate descrip- 
tions of life today. It thus seems well confirmed that 
many medical students have difficulty in reacting emo- 
tionally, affectively, and sensitively to themselves and 
other people. As Keniston graphically stated, ‘There are 
moments in the life of every medical student when he 
awakens suddenly to realize he is no longer reacting 
emotionally to events, experiences, and activities that 
would once have terrified, shamed, or upset him deep- 
ly” (9). 

Medica! students at the University of Colorado are ex- 
posed to psychodynamically oriented seminars and a six- 
week clinical psychiatric rotation during their third or 
fourth year. It was in the hope of providing an ex- 
periential educational opportunity that we offered a 
short-term sensitivity group experience to students dur- 
ing the period of clinical rotation, an experience that was 
geared to strengthen sensitivity and openness to them- 
selves and others. The possibility of a sensitivity group 
was preser.ted at the orientation to the clinical rotation 
of each group of students and was described as elective 
and time-limited, with the focus on immediate interac- 
tion, not personal exploration. It was clearly stated that 
the goal of the group was not “therapy” but an intimate, 
nongraded educational opportunity that might have rele- 
vance to their rotation and personal interactions. Each 
group had two leaders (with the three authors alternat- 
ing) who usually met the students at orientation. All three 
were chief residents who had other responsibilities to the 
students. With few individual exceptions, however, the 
residents were not grading or evaluating the students. 
There were six groups over the year, composed mainly of 
male seniors; some groups had juniors, women, or ex- 
terns. The makeup of the groups can be seen in table 1. 
There were from four to six sessions, each lasting one and 
one-half or two hours. 


THE GROUP PROCESS 


In reviewing the content of the groups, three general 
phases could be defined. 


Initial Anxiety 


The beginning phase was marked initially by anxiety 
on the part of the participants about not knowing each 
other, uncertainty over what would happen in the group, 
and concern about the leaders’ roles. Often, this was fol- 


Am J Psychiatry 131:3, March 1974 287 


SENSITIVITY GROUPS FOR MEDICAL STUDENTS 


TABLE | 
Composition of Six Time-Limited Sensitivity Groups, Given in Numbers 


Group 

Item : I u mM V V yI 
Total number 

On rotation i2 13 H I6 l4 17 

In group 8 9 5 7 10 8 
Dropouts from group l 0 0 0 2 0 
Women 

On rotation 0 2 0 3 ] 0 

In group 0 2 0 3 I 0 
Juniors 

On rotation ] | 0 0 2 2 

In group 0 l 0 0 2 2 
Externs 

On rotation 0 0 l 2 0 l 

In group 0 0 0 l 0 I 
Students seeking therapy* 

On rotation | l 0 0 3 l 

In group I Í 0 0 3 I 


*The total number of senior students requesting therapy during academic year 
1971-1972 was eight. 


lowed by the sharing of common concerns about medical 
school, such as relationships with faculty, career choice, 
patient care, and competition. These discussions were ac- 
companied by anxiety and anger. The group work in- 
volved the- formation of a cohesive group, and a main 
group developmental tssue was the dependency-indepen- 
dency struggle between the group leaders and other mem- 
bers. 

For example, the first session of a six-session group 
opened with silence. The participants began by ex- 
pressing anxiety over being in the group, and then by 
showing considerable anger over a ward situation outside 
the group. The one woman member entered late and criti- 
cized her ward situation. One member said that it had 
been the hardest first days he had spent on any service 
and expressed concerns about his capabilities and inter- 
ests in medicine; he related the feeling of having been 
“thrown to the lions” in his outpatient work. Another 
member advised him and the others that they could rely 
on common sense to carry them through, as it had carried 
him through his emergency room rotation. Questioning 
of the roles of the two leaders and the nature of their par- 
ticipation in the group soon ensued. When the leaders did 
not answer these questions fully, the other members 
backed off and began to talk in general about how psychi- 
atrists were unresponsive to their patients. One of the 
leaders said he wondered if that related to the previous 
questioning of both leaders; they then shared their own 
anxiety about starting with a new group of people. At this 
point the members of the group who were unfamiliar in- 
troduced themselves. This led to further discussion about 
the nature of the group, during which one member ex- 
pressed the fear that he would be on the “firing line.” 
Again the discussion—-mostly between a junior and a se- 
nior student—went back to feelings of inadequacy about 
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being thrown into positions with patient responsibility 
and to fears over making mistakes. A second junior stu- 
dent then attacked his colleague because of the former’s 
anxiety. The first junior felt the anxious senior was in- 
tellectualizing and not expressing his true feelings. A 
friend of this anxious senior then said, “Yes, I’ve known 
him for four years and I haven’t been able to get close to 
him.” | 


Distance and Intimacy: The Struggle 


From these introductory issues, and with an explora- 
tion of the dependency-independency struggle, the middle 
phase emerged. This was marked by identification (and 
subsequently less prominence) of subgroups; by an indi- 
vidual’s sharing a personal issue; by affect-laden inter- 
action among members, including the leaders; and by the 
occasional offering of personal material. Although they 
attempted to be flexible, the leaders directed the group 
away from personal, historical, or extragroup material 
and supported interactions within the group. The ex- 
pression of anger was easiest for members to deal with, 
and only later did feelings of warmth emerge. The group 
work involved an increase in the interchange between in- 
dividuals, while the group developmental issue was the 
struggle between distance and intimacy. 


This phase is exemplified by the third and fourth ses- 
sions of another group, this one lasting five sessions. The 
group divided along men/women lines and the mood 
shifted from empathy to frustration over not relating 
more to one another. There followed an intellectual dis- 
cussion about the difficulty doctors have in being “‘hu- 
man,” empathic, and responsive to patients’ “human 
needs.” One leader commented that the group was talk- 
ing about being sensitive with patients but seemed to be 
avoiding the same difficuliy within the group. At that 
point attention was focused on one of the women. Two of 
the men asked her to give more information about her- 
self, and she responded by asking, “What do you want to 
know; ask me specific questions.” They replied that she 
was putting them off, and an interchange ensued in which 
much anger was expressed. A leader made the point that 
the men and women in the group seemed to be divided 
into two camps, with the men patting themselves on the 
back for their openness and the women remaining quiet 
observers. One of the men then said he had some ques- 
tions for another of the women, but did not want to ask 
them for fear of coming across as angry. This woman had 
said earlier in the group that she was afraid of being open 
with her feelings, thinking that it was inappropriate and 
that it would make it difficult for her to function profes- 
sionally when she expressed them. The man then said 
that although only a few minutes were left, the group 
seemed just to be beginning. Another woman expressed 
concern about being “on the line” the next time, and yet 
another said it would be okay to take up where they left 
off at the next session. In anticipation of the group’s end- 
ing in two more sessions, the subject of termination also 
came up during this session. 

In the next session, the woman who had wished to take 
up where the group had left off openly talked of her con- 


flict over being both a mother and doctor. One of the 
men, who had mainly shown provocative, angry behavior 
earlier, empathized with her and said that it was hard for 
him to find time to spend with and enjoy his son when his 
schedule was so demanding. The other two women then 
talked both of their career choice conflicts and the diffi- 
culty in their social lives because of their being medical 
students. Much concern was shown by the men for their 
difficulties. 


Termination 


Resolution of the distance-intimacy struggle led to 
phase three, where the work involved termination. The 
group developmental issue crystallized around avoiding 
loss or dealing with it. This phase was marked by disap- 
pointment, anger, and sadness, as well as a sense of hav- 
ing expanded the members’ relationships. These feelings 
related to a sense of early termination, and there was a 
last effort to draw in the less involved members. Disap- 
pointment at not knowing the group leaders on a more 
personal level was often expressed. It was interesting that 
the subgroups tended to realign themselves, but once they 
had been identified, they were more easily dealt with, thus 
allowing the termination process to continue. 

An example of the third phase occurred in the sixth 
and last session of one group. Two members were late; 


TABLE 2 
Ranking of Items (N = 36 )}* 
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the group expressed some degree of anger about this, and 
one latecomer then pointed out that this was the last ses- 
sion. Although there was some discomfort with his re- 
mark, the termination began to be looked at. One mem- 
ber said how meaningful the experience had been to him 
and remarked that he had never before been able to share 
his feelings closely with people in groups. Another men- 
tioned that he had had tremendous difficulty beginning in 
the group, but felt that he could address people more di- 
rectly with his feelings at this point. There was an in- 
creasing mood of depression, underscored by a member 
whose father had recently died, who said that he felt that 
ending the group was like a death. The analogy was ex- 
tended until another said that what had been gained in 
the group could be carried forward and used in other set- 
tings, and that in a sense the analogy was not correct. 
This led to a lightening of the group’s mood. 
Enthusiastic and emotional talk about the termination 
took place among people who had gotten to know each 
other well. On other services, one student stated, emo- 
tional responses to a situation might have been received 
less well. A group member who had come late to the pre- 
vious session and who had missed a session said “he 
guessed” that the group had been a positive experience 
for him. One leader picked this up and subsequently the 
whole group began to challenge this member’s ambiv- 


Rank Order [tem Mean Rating 
l Other members honestly telling me what they think of me (interpersonal learning: *input”’) 23 
2 The group’s teaching me about the type of impression I make on others (interpersonal learning: “‘input’’) 2.6 
3 Being able to say what was bothering me instead of holding it in (catharsis) 2.9 
4 Feeling more trustful of groups and other people (interpersonal learning: “output"’) 3.1 
5 Learning that [ had likes or dislikes for a person for reasons that may have little to do with the person and more to 

do with hang-ups or experiences with other people in the past (insight) 332 
5 Belonging to and being accepted by a group (group cohesiveness) 3.2 
6 Seeing that others could reveal embarrassing things and take other risks and benefit from it helped me to do 
the same (identification) 3,3 
6 Giving part of myself to others (altruism) 3.3 
7 Revealing embarrassing things about myself and still being accepted by the group (group cohesiveness) 3.4 
8 Learning that I'm not very different from other people gave me a “welcome to the human race” feeling (universality) 3.6 
8 Improving my skills in getting along with people (interpersonal learning: “output”) 3.6 
9 Helping others and being important in their lives (altruism) aa 
9 Seeing that others had solved problems similar to mine (instillation of hope) 3.7 
10 Discovering and accepting previously unknown or unacceptable parts of myself (insight) 3.9 
10 Seeing that other group members changed encouraged me (instillation of hope) 3.9 
I] Learning that I must take ultimate responsibility for the way I live my life, no matter how much guidance and 
support ] get from others (existential) , l 4.0 
1] Expressing negative and/or positive feelings toward the group leader (catharsis) 4.0 
11 Someone in the group giving definite suggestions about a life problem (guidance) 4,0 
12 Facing the basic issues of my life and death, and thus living my life more honestly and being less caught up in 
trivialities (existential) 4.3 
12 Seeing that I was just as well off as others (universality) 4,3 
13 Being in a group somehow helped me to understand old hang-ups that I had in the past with my parents, broth- 
ers, sisters, or other important people (family reenactment) 4.6 
14 Being in a group was, in a sense, like being in a family, only this time a more accepting and understanding family 
(family reenactment) 4.9 
iD The leader suggesting or advising something for me to do (guidance) - 5.6 
16 Admiring and behaving like my group leader (identification) 6.1 


*One student declined to rate the items. Two students returned their rated items after the predetermined cutoff date for tabulating the data. 
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alence. The other leader identified the fact that the 
group activity seemed to be an anxious, perhaps desper- 
ate, effort to try to get everyone included in the group in 
an active manner before it ended. There then followed 
some restatement by individual members about the value 
of the group for them and a request by one member that 
the group not end on time, but either before or after the 
hour. There was some questioning as to whether this 
group stood up well in comparison to other groups, but 
one member said that this kind of comparison was not 
necessary because this had been a unique experience that 
they had shared. Following some testimony to this, and 
with warm and generally good feelings about the exper- 
tence, the group ended promptly at the end of the hour 
when a student member pointed out that the group time 
was up. 


FOLLO W-UP CONSIDERATIONS 


In assessing the groups, it seemed significant to ascer- 
tain what the group members saw as being important. To 
evaluate the experience, a factor sheet was devised using 
the ‘“‘curative factor” categories assembled by Ya- 
lom (10). Rather than following Yalom’s Q-sort, the stu- 
dents were asked to respond to 24 questionnaire items 
sent out a month before the end of the school year. Each 
item had to be rated on a scale of one to seven: one was 
“most helpful to me in the group” and seven was “‘least 
helpful.” Thirty-nine out of the 47 students returned the 
factor sheets and one declined to rate the items. The 
range of responses on individual returns seemed in- 
dicative of the thoughtfulness given to answering the 
form. Mean values were determined for each item and 
were rank-ordered from ‘“‘most”’ to “least” helpful. As 
shown in table 2, the returned rated answers ranged in 
mean value from a high of 2.5 to a low of 6.1. 

The most helpful category chosen was “interpersonal 
learning, input,” the two items in this category ranking 
first and second (“Other members honestly telling me 
what they think of me” and “The group’s teaching me 
about the type of impression I make on others”). “Inter- 
personal learning,” “output,” and “group cohesiveness” 
items were also highly valued, particularly ones that in- 
dicated that the participants felt “trustful” of and ‘‘ac- 
cepted” by their group (see table 2). These findings, 
which parallel Yalom’s study of long-term therapy 
groups, reinforced the authors’ belief in the importance 
of fostering a close and cohesive group setting in which 
individuals can relate. 

The dynamically oriented categories of “catharsis” 
and “insight” were valued moderately highly by the 
groups, as were “altruism” factors.’ One ‘“‘catharsis”’ 
item, however, ranked third of 24. This was “Being able 


' The rank orders of both items in each category were averaged: it was 
found that the “catharsis” items had an average rank order of 7.0, 
“insight” items 7.5, and “altruism” items 7.5. This was interpreted as 
evidence of moderately high value placed on the categories by the stu- 
dents who responded. 
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to say what was bothering me, instead of holding it in.” 
In addition, one “‘insight” item was ranked fifth of 24. 
This was “Learning that I had likes or dislikes for a per- 
son for reasons which may have little to do with the per- 
son and more to do with hang-ups or experiences with 
other people in the past.” It is interesting to observe that 
in a short-term group, merely the glimpsing of personal 
interactional distortions is a valuable factor in one’s 
learning, even if early childhood issues relating to trans- 
ference are not actively pursued. The remaining cate- 
gories, particularly “existential awareness,” “guidance,” 
and “family reenactment” items, showed general con- 
co-dance with those of Yalom, being ranked lower 
overall. 

It is interesting that, although an individual factor— 
“Expressing negative and/or positive feelings toward 
the group leaders’’—was moderately valued, two items 
(ranked 15 and 16) involving guidance by the leaders and 
identification with the leaders were the two lowest scored 
factors. The helpfulness of the experience, as seen by the 
participants, thus derived from the group climate and 
cicse interaction, of which the leader was a part but not 
an overriding part. 

Thirty-four of the students who responded also an- 
swered an open-ended question, “Has the group experi- 
ence influenced your personal or professional life in any 
way, positively or negatively?” These students offered a 
total of 45 opinions, with ‘‘positive’’ responses out- 
numbering “negative” ones by five to one. Assessment of 
the answers is aided by thinking in terms of Lieberman’s 
suggested criteria as presented in Yalom’s text (10). The 
most frequently reported positive influence related by 
stucents was in the area of “behavior change”: “In- 
creased ability to speak candidly to colleagues,” “More 
willing to express my problems,” and “Feeling better 
about relating to people in positive ways.” 

Positive influence was also very frequently reported in 
the direction of increased “‘humanization”’: “I came away 
from the group feeling most people are constructive in 
their efforts in medicine and life,” and, “I feel more hu- 
man and realize there are many good ways to do, and 
cope with, things.” 

The third most commoniy reported influence was of 
**self-experience’’: “I got some honest opinions of myself, 
and could then think about and decide if I wanted to 
change those points”; “In thinking about past experi- 
ences a second time, I was easier on myself’; and “Rein- 
forced the feeling that I was ‘okay’ to me.” 

Examples were also stated, although less frequently, of 
other positive influences: “‘Unsettling’”—‘‘I am aware of 
the difficulty of sharing personal information”; “Peak 
experiences’’——“‘Interacting truthfully is less anxiety pro- 
voking than holding feelings to myself; it was one of the 
best experiences in the last four years”; and “Life de- 
cisions”-—““It helped me work out some problems re- 
garding my future career plans.” 

Negative influences of the group were also reported: 
“It was too superficial”; “I wanted to get closer to the 
leaders”; “I had some fights with my husband because he 
felt like an outsider”; and “I was disturbed by the prej- 


udice and competition in the group and it increased my 
tendency to choose close friends from among nonmedi- 
cal groups.” 


DISCUSSION 


The medical student groups were patterned on the sen- 
sitivity group model. They were distinguished from the 
traditional insight-oriented therapeutic experience in that 
the primary focus was not on any given person, personal 
historical information, or transference issue. The hoped- 
for result was a combination of learning, an increased 
sensitivity to oneself and others, a greater integration of 
gains, an implementation of new behavior, less personal! 
isolation, an increased affectivity, and an enhanced ca- 
pacity for closeness (11, 12). The emphasis was on look- 
ing at the group process, the issues that arose at a given 
stage of group development, the individual’s style, and 
his contribution to the group process. The often focused- 
on issue of leadership development was not a concern. 
Yalom’s distinction between sensitivity and therapy 
groups is useful conceptually: “Improved interpersonal 
sensitivity and communication, which may be the goal of 
the T-group [sensitivity group], is a means to an end for 
the intensive therapy group” (10). 

The group leaders were felt to be facilitators and clari- 
fiers of the group process. They were there to assist in the 
understanding of the group’s experience, to focus on the 
way the group and the individuals were working and par- 
ticipating, and to set the tone for authentic relating by 
being active participants and potential role models (13). 
At times active and even confronting, they generally 
manifested a high degree of caring, were not highly 
directive, supported “‘here and now” interactions, and let 
themselves be an issue in the group (14). 

Other experiences by medical student groups have 
been summarized elsewhere (15). In distinction to groups 
in which participation is required (16), which have en- 
countered difficulties, these groups were totally volun- 
tary. In contrast to the composition of other groups (8, 
15, 17-19), these groups consisted primarily of senior stu- 
dents. It is perhaps more important that, unlike other 
groups, these were centered neither on patient discussion 
nor an imposed topical orientation as a springboard to 
looking at group interaction; rather, the discussion 
emerged from the unfolding of the group process itself. 
Rueveni (20) recently reported on the weekly meetings of 
a year-long sensitivity group and suggested that this ex- 
perience led to more realistic self-perception and in- 
creased interpersonal competency. 

The concern that the group setting could be risky for 
some individuals, recently discussed by Yalom and Lie- 
berman (14), Gottschalk (21), and Ross (22), was taken 
into account. The casualty rate (defined by Yalom and 
Lieberman as significant decompensation [14] ) is vari- 
ously estimated from eight to less than one percent (22); 
it seems important to listen to Yalom’s warning about 
leadership styles and Gottschalk’s comments about the 
need for leaders with a high degree of psychiatric sophis- 
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tication, since defenses may be attacked, conflicts mobi- 
lized, and transference distortions manifested. A skilled 
leader is needed to deal with negative transference insofar 
as it interferes with the group work; the leader should 
also avoid fulfilling any personal need to foster or in- 
tensify such transferences. 

Overall. it was our view that the groups had achieved 
the expected objectives. Of the six groups, five moved 
through the three stages defined previously, with only one 
group lingering in the stage of initial anxiety. Only three 
of 47 students elected not to finish the sessions, two of 
these after the first session of their group and one in the 
middle of his group sessions. In part, the general open- 
ness shown by the students was thought to reflect a need 
for such an experience, the sanction of the experience in 
this clinical setting, and the fact that the students were 
mainly seniors and felt less fear of the consequences of 
honest self-expression at that level in their education. All 
students who participated in the groups either advanced 
to their next year or graduated, indicating there were no 
group casualties. 

An important pattern was the tendency of the groups, 
because of past common experiences or common role 
definitions, to sit and interact in subgroups in the early 
stage. As indicated before, it was only after bringing this 
pattern to the attention of the group that subgroup 
boundaries dissipated. This point seems pertinent to the 
general problem of the impoverishment of intimacy in 
medical schools, for heterogeneous group experiences 
may be useful in the future in helping the “minority” stu- 
dent integrate into the medical school environment. In 
the light of previous studies suggesting that medical stu- 
dents seem to lose some of their capacity to respond emo- 
tionally and sensitively to themselves and others, this 
work strongly suggests that nontopically oriented, time- 
limited, voluntary sensitivity group experiences can re- 
create a cohesive and safe environment that ts helpful in 
the cultivation of these capabilities and that sets the stage 
for further development while students are engaged in 
their undergraduate medical training. 
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DISCUSSION 


KENNETH D. MICHAEL, M.D. (St. Louis, Mo.)--New, impor- 
tant trends in medical education include an increased emphasis 
on the social and economic responsibilities of the medical pro- 
fession and a greater number of opportunities for the devel- 
opment of human qualities in the student (1). The authors of 
this study are to be especially commended for their endeavors in 
this latter area. Certainly in recent years medical educators 
have given more attention to these problems and, although no 
completely satisfactory answers have been found, most medical 
schools appear to be making efforts in this direction. 

There have been a number of group methods tried in medical 
schools and certainly the value of smal! groups for learning is 
well established. The question arises as to whether the so-called 
sensitivity group has a role in medical education. In preparing 
for this discussion, [ sent a questionnaire on sensitivity groups 
to those members of the faculty of the Department of Psychia- 
try at St. Louis University who were most actively engaged in 
teaching medical students. Of 24 responses to the question: “Do 
you think sensitivity group experience is a desirable one for 
medical students?” there were 12 “no,” three “yes,” three 
“don’t know,” and six “maybe with qualifications” answers. 


33 
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Some comments are interesting: “Students have given consent 
to education, not therapy.” “Sensitivity groups, while informa- 
tive and occasionally therapeutic, are not educational.” 

Also questioned was the wisdom of having the students in- 
velved in a group when they are living and working together 
quie closely. Importance was placed on leaders who are well 
trained and dynamically oriented, who respect defenses and rec- 
ognize the opportunity that such groups provide to rationalize a 
leader’s aggression and grandiosity. Two points were univer- 
sally emphasized: the importance of capable leaders and the ne- 
cessity that the groups be voluntary. This is sometimes a prob- 
lem because there are many subtle pressures that students 
experience; the process of having participation that is com- 
pletely voluntary is sometimes difficult to obtain. 

It seems difficult to characterize the groups described in this 
paper. Although the term “‘sensitivity group” is used and al- 
though the leaders indicate they are trying to get intragroup in- 
teractions, much of the material presented primarily describes 
discussions about issues related to medicine in general and its 
effect on one’s life. I think these things are quite relevant. On 
the other hand, many of the students’ responses to the follow-up 
questionnaire indicate the influence of several “group impact” 
factors. Yet I wonder how much of a sensitivity-ty pe experience 
is possible when the groups are meeting for such a short period 
of time. l 

The aim of medical education is to help the student be more 
effective with his or her patients. It is assumed that the experi- 
ence of the sensitivity group will help him or her in this en- 
deavor. Perhaps some specific evidence could be obtained with 
regard to the impact of this experience on the students’ clinical 
worx in the succeeding year. 

Someone has said that a person has the right to remain in- 
sensitive. We may find this quite undesirable in medical stu- 
dents and doctors but I suppose we nevertheless need to respect 
that right even in them., I wonder about the approximately 40 
percent of the students who elected not to take part in the sensi- 
tiv:ty program. Are these the insensitive ones, or are they al- 
ready rather sensitive people who perhaps felt they did not need 
this additional experience? It has been said that medical student 
classes generally may follow a so-called rule of thirds in that ap- 
praximately one-third is quite interested in psychiatry, a second 
third is generally turned off, and another third is in the middle. 
Reaching this middle third particularly is a real challenge. The 
authors do raise by implication the question of whether a sensi- 
livity group experience of some type should be made available 
on an elective basis as a regular part of the medical school cur- 
riculum. 

In the early years the medical student must detach himself 
considerably in his work and in the process may “lose” sensitiv- 
ity. The challenge is to help the student integrate his innate 
qualities of sensitivity, humaneness, etc., into his overall devel- 
opment as a physician. 
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Twin Interactions in a Normal Nursery School 


BY MARIA PALUSZNY, M.D., AND RALPH GIBSON, PH.D. 


The authors studied ten sets of middle-class fraternal 
twins in an effort to determine what factors influenced the 
twinning relationship. They found that five sets of twins 
showed some form of mutual dependency and that two 
showed one-sided dependency; in each case mother-child 
dependency was excessive. Three pairs of twins showed 
minimal or no dependency. Each of these groups is illus- 
trated with a case report. Follow-up of six sets of twins 
revealed an unexpectedly high incidence of neurotic prob- 
lems that were not significantly related to dependency. 
The authors offer several possible explanations for this 


finding. 


IN BOTH THE POPULAR press and the scientific literature, 
much has been written on twins; however, the focus is 
usually on pathology, and the case material deals with 
psychiatric patients. In this paper we will evaluate inter- 
twin dependency in ten sets of twins attending a normal 
nursery school. This paper evolved from our cbservation 
of one set of twins in that nursery school. These twins did 
not speak English, and no one in the nursery school spoke 
their native tongue. Although the twins were unable to 
communicate verbally with the other children and the 
teachers, they played with their peers and showed no evi- 
dence of mutual dependency, or “twinning,” We were in- 
trigued by this observation and decided to study twins 
who had been enrolled in the same nursery school in an 
effort to determine what factors influenced the twinning 
relationship. 


REVIEW OF THE LITERATURE 


There is an extensive literature on twins. Early studies 
focused primarily on the environment versus heredity 
issues (1). Later twin interaction became a major interest, 
and many contributions were made in this area. In psy- 
choanalytic studies of the therapy of identical and non- 
identical twins, Burlingham (2-4), Joseph and Tabor (5), 
and Leonard (6) focused on the rivalry, mutua! depen- 
dency, and problems of forming separate identities. Oth- 
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ers have stressed the special problems encountered when 
twins’ pathology enhances the twinning relationship, for 
example, in the case of psychotic twins (7) and selective 
mutism (8). 

In other studies the twins’ birth weight has been em- 
phasized. Pollin and associates (9, 10) suggested that the 
heavier twin was dominant in the twin relationship, and 
Gifford and associates (11) found that the heavier twin 
was more independent. Recently, in a preliminary report 
on a longitudinal study of eight identical and two frater- 
nal twins, Allen and associates (12) suggested that birth 
weight is unimportant in the twin relationship, and in- 
stead, it is parents’ attitude toward the twins that is cru- 
cial. 


SAMPLE AND SETTING 


The sample of ten sets of twins consisted of same-sex 
and different-sex fraternal twins. Their ages ranged from 
three years, two months, to four years, 11 months. All of 
the children came from middle- and upper-middle-class 
homes. They had all been born tn the United States. One 
set of twins spoke only Polish at the time of enrollment in 
school. In another case, the twins spoke some German, 
although English was their primary language. The chil- 
dren were enrolled tn the school at different ttmes cov- 
ering a period of several years, but they all stayed in the 
school for at least one year, and most remained for two 
years. 

The nursery school is a private school owned and oper- 
ated by the wife of a physician. The owner has been ac- 
tively responsible for setting the theoretical basis for op- 
erating the school, and it has remained uniform over the 
years. In addition, the director and chief teacher have 
been the same for all but the first set of twins. | 

The nursery school has extensive facilities. In addition 
to regular classrooms, there is an observation room with 
a two-way mirror, an art room, an auditorium, a fully 
equipped basement with trucks, tricycles, and a sandbox 
for indoor play, and a large yard for outdoor play. The 
children attend school in two shifts: The younger group 
(three to four years) attends the morning program from 
8:30 to 11:15 a.m., and the older group (four to five years) 
attends the afternoon program from 12:45 to 3:30 p.m. 
The school is staffed by qualified teachers, with a child- 
teacher ratio of 8:1; in addition, student teachers are reg- 
ularly placed in the school as part of their training. There 
is also a full-time nurse and either a consulting child psy- 
chiatrist or child psychologist, who spends at least half a 
day per week at the school observing the children and 
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consulting with the school personnel. 

Data on the children were obtained from the teachers, 
consultants, and other staff, who routinely collected daily 
data on all of the children. 


FINDINGS 


The children can be divided into three groups accord- 
ing to their type of dependency: mutual dependency or 
strong competition, one-sided dependency, or minimal or 
no dependency. Each of these groups will be discussed 
with a selected case report serving as an illustration.’ 


Mutual Dependency or Strong Competition 


From the total of ten pairs of twins, five pairs showed 
some form of mutual dependency. This varied from 
strong dependency, to the point where one twin spoke for 
the other (as in the case of the Miller twins), to mild de- 
pendency, where the twins preferred each other’s com- 
pany but would occasionally play with other children (as 
with the Seay twins). One set of twins (the Jukkara twins) 
seemed to show no mutual dependency but showed much 
rivalry both in their work and their competition for 
friends. Most of these children experienced much dif- 
culty in relating to peers. They preferred each other to all 
other people but would interact with the teachers more 
readily than with their peer group. 

In considering the factors that promoted a mutual de- 
pendency, the mother-child relationship was crucial. In 
all cases where mutual dependency was evident, the chil- 
dren had obvious difficulties in separating from their 
mother. They cried when they left their mother for pro- 
longed periods of time, and this réaction frequently lasted 
for a month. Often, the mothers also showed evidence of 
having. difficulty in separating from their children. One 
mother stated, “I have devoted my life to the twins [the 
Bow twins].”” In addition, many mothers promoted the 
twinning relationship by dressing the children alike, al- 
ways buying them the same toys (as with the Miller 
twins), and, in one extreme case, even keeping one twin 
home when the other was sick (the Bow twins). 

The birth order of the twins was significant; the two 
cases where the twins were the only children (the Miller 
and Bow twins), mutual dependency was particularly 
strong. In these two cases the mother-child dependency 
was excessive, even when compared to the strong mother- 
child dependency evident in all the cases in this category. 
The sex of the twins seemed unimportant, since both 
male and female sets of twins as well as different-sex twin 
pairs were found in this group. 

In most cases the mutual dependency lessened the 
longer the children stayed in the school. Separating the 
twins, with each having his own classroom, teacher, and 
peers, was a particularly useful technique in helping each 
to develop his own identity. Furthermore, most of the 
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mothers were able to act on the consultant’s suggestions 
to dress the twins differently and to buy them different 
toys. In instances where mother-child dependency 
seemed excessive, the mother was advised to pursue other 
interests. In one extreme case (the Bow twins), it was 
even recommended that the parents consider having 
other children. 


Case 1. Mike and Tim Miller were only children. They en- 
tered nursery school at three years, six months. 

The children were born in the United States, but their parents 
were German and had come to this country a few years prior to 
the twins’ birth. Although the parents usually spoke English at 
home, they occasionally spoke German, and the children spoke 
some German as well as English. Although the children’s father 
spent much time away from home as a manufacturer’s repre- 
sentative, the twins had never been separated from their mother 
prior to their entrance into the nursery school. 

On the first day of school both twins cried incessantly and 
refused to separate from their mother. For the first week the 
mother stayed in school with the twins, but even after that pe- 
riod both boys still cried when their mother left. For more than 
a month both of them whimpered as soon as they were brought 
to school and their mother was getting ready to leave. The 
mother appeared to encourage the twinning in that she always 
dressed the boys alike. She also stated that she always bought 
them exactly the same toys, except when a toy was very ex- 
pensive, and then she bought one for both of them to share. 

Initially the twins would not interact with any of the children 
and even seemed to avoid the teachers. They would not partici- 
pate in any group activities and instead usually just sat and 
watched. If they were playing together and a child attempted to 
become involved in their play, frequently one or the other twin 
would say, “We don’t want you here.” When the teachers tried 
to separate the twins by having one go to another room, the 
youngster would invariably ask for his brother to come along. 
In addition, the twin left behind would notice that his brother 
wes gone and immediately begin searching for him. If the boys 
were forcibly separated, both cried. 

Their teacher’s comments usually revolved around how diffi- 
cult it was to uncover each child’s personality as distinct from 
that of his brother. 

In the second year at school the children were put into differ- 
ent classes. Initially, each sought out the other, and whenever 
they were both on the playground they played together. How- 
ever, toward the end of the second year Tim, in particular, 
seemed to need his brother less and even on the playground 
would play with other friends rather than his brother. Mike im- 
proved in that he did start to play with other children, but he 
was still very reluctant to try new activities and seemed to pre- 
fer hts brother’s company to that of other children. 

At the age of ten, both boys were seen by their pediatrician. 
At that time they were apparently doing well at home and in 
school and had no apparent dependency problems. 


One-Sided Dependency 


In two cases only one twin showed a dependency, with 
the second twin acting largely independently. In both of 
these instances the twins were premature and the depen- 
dent twin was handicapped. In one case (the Hollifield 
twins) the dependent twin had severe visual problems and 
a heart defect. In the second case (the Bush twins) the de- 
pendent twin was retarded. In both instances the mothers 
fostered the dependency of the handicapped twin by en- 


couraging the independent twin to “take care of” his sib- 
ling. In this group, as in the previous group, separation 
helped the relationship. 


Case 2. Peter and Daniel Bush were second and third chil- 
dren. They entered nursery school at four years, three months. 

The twins were born six weeks premature. Daniel weighed 
four pounds, four ounces, and Peter, who was born 22 minutes 
later, weighed three pounds, seven ounces. Peter was described 
as being slow in his development. He walked just before his sec- 
ond birthday, and he still had speech difficulties at the time of 
his enrollment in nursery school. Both his mother and his pedia- 
trician felt that Peter was retarded. 

Peter appeared to have more difficulty in separating from his 
mother than Daniel did. The mother usually left the twins with 
a comment to Daniel to “take care of Peter.” 

It was planned that the children would be placed tn different 
classes. However, since Peter’s regular teacher was ill he was 
placed with Daniel during that interval. Peter followed Daniel; 
Daniel also asked about Peter if he was not with him. Later, 
when the youngsters were put in different classes, Peter would 
seek out Daniel whenever he could. For example, when Peter 
observed Daniel raking leaves outside, Peter immediately began 
doing the same thing and stood very close to Daniel. When 
Daniel stopped raking leaves, Peter also-stopped. When Peter 
was not around, Daniel did interact with the other children, but 
Peter rarely became involved with his peer group. 

After the first year in nursery school, Daniel went on to kin- 
dergarten, but Peter returned for a second year in nursery 
school. During the second year he began to interact more with 
his peers, finally participated in show-and-tell, and at times even 
played teasing games with the other children. 

On follow-up, Daniel appeared to have no significant diffi- 
culties. Peter was evaluated a total of seven times, with the first 
psychological testing being done at the age of two years, six 
months, and the last at the age of ten years, four months. 
Throughout this period of time he had persistent academic 
problems. He functioned at a borderline retarded level through- 
out the testing. He showed passive-aggressive and manipulative 
features at the age of seven, but this improved after he was 
placed in a special education program at the age of nine. 


Minimal or No Dependency 


Three twin pairs were included in this group. Each of 
these twins readily played with their peers. In one case 
(the Jackson twins), there was an uneven progress in the 
twins, with the larger twin being more outgoing and ag- 
gressive and forming peer relationships sooner. However, 
his twin brother did not appear to be dependent, but 
rather seemed to be more involved in independent inter- 
ests and in quieter games and toys. A second set of twins 
(the Dever twins) stayed close together the first day, but 
they formed other friendships. Interestingly, each of this 
pair of twins chose one friend from their car pool and at 
first played almost exclusively with that child. One could 
speculate that this friend served as a “transitional object” 
in moving the twin from his brother to peer relationships. 
The third set of twins (the Wolf twins) separated readily, 
even though neither one spoke English. (These twins will 
be discussed in more detail later.) 

In this group of twins there were obvious differences 
between the twins both in temperament and physical ap- 
pearance. Their mothers frequently commented on these 
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differences or on subtle differences that they had noted in 
the children’s normal developmental milestones. In each 
case the children appeared to have minimal or no diff- 
culty in separating from their mother (i.e., they showed 
no separation anxiety or cried only during the first day in 
school). This group of children included same-sex and 
different-sex twins. In all three cases the twins had older 
siblings. 


Case 3. Carol and Teddy Wolf were second and third chil- 
dren. They entered nursery school at three years, nine months. 

Neither twin spoke English at the time they enrolled in nur- 
sery school. The children were born in the United States, but 
they had always had a Polish-speaking housekeeper, and both 
parents spoke Polish at home. Before starting school they had 
been separated from each other for brief periods, i.e., when one 
twin went shopping and the other stayed home. In addition, 
they had been separated from their mother, since she worked. 

In her initial interview the mother stated that the children 
were different in their development, in that Carol spoke first 
and was mere fluent in Polish, whereas Teddy was better in mo- 
tor skills. The children did not wear matching clothes. Both 
children separated easily from their mother on the first day of 
school and showed no problems in separating thereafter. 

On their first day in nursery school the twins explored differ- 


‘ent areas and thereafter rarely stayed together. About one 


month after enrollment Teddy was sick, and Carol stated that 
she did not want to go to school without him. That day in school 
she was more cuddly and spent more time than usual with the 
teacher. The twins usually played with other children and sel- 
dom spent much time together. The second year the twins were 
put in different classrooms. They knew about this ahead of 
time, and neither one was concerned about it. On arrival each 
morning (they were usually the first ones there) they played to- 
gether, but when other children arrived both played with other 
children. When they were out on the playground they would 
smile at each other but continued playing with their peers. 

In their first year at school their English was quite limited, 
but in the second year both children began to talk to their peers 
in English. 

Both twins are currently in nursery school. 


FOLLOW-UP 


Of the ten sets of twins in the study, two are still en- 
rolled in nursery school. Of the remaining eight, no fol- 
low-up was possible on two. On six sets of twins, follow- 
up data were obtained through clinics and private physi- 
cians. One set (the Miller twins) was reported to be devel- 
oping well at the age of ten, with no apparent problems 
related to dependency or school adjustment. The two 
handicapped children (the Bush and Hollifield twins) 
were evaluated several times; the last time they were 
aged ten and 15 respectively. In both cases their prob- 
lems were related to lack of achievement in school. 
These children were found to be functioning at a bor- 
derline retarded level of intelligence. In both cases 
their twin had no reported difficulties. 

Primary emotional problems were found in three sets 
of twins, but in none of these was dependency or rivalry a 
significant factor. In one set (the Dever twins) both boys 
showed difficulties in handling aggressive feelings. When 
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they were seen at the age of nine, Richard expressed this 
mainly through his difficulties in schoolwork and Sam 
through enuresis. 

Another bov from the study (one of the Moilanen 
twins) was seen for enuresis at the age of 13. This condi- 
tion improved after he was placed’ on dextroampheta- 
mine. His twin sister had persistent allergic and somatic 
difficulties throughout her childhood. When she entered 
college she finally sought psychiatric help, both for her 
somatic problems and for her preoccupation with rell- 
gion. She remained in psychiatric therapy for only a brief 
period of time; the themes in therapy revolved around the 
somatic complaints and preoccupation with religion, with 
evidence of only a minima! amount of sibling rivalry or 
dependency. 

At the age of 11 Darlene Bow began therapy because 
of obsessive-compulsive symptoms. Her oral-aggressive 
and oedipal conflicts were the central focus of therapy. In 
addition, many psychosomatic complaints were evident 
not only in the patient but in the whole family. Darlene 
expressed very little dependency or rivalry toward her 
twin, except for some displaced anger from her mother to 
her twin sister. : 


DISCUSSION 


The mothers’ role in enhancing either mutual twin de- 
pendence or independence has been referred to by a num- 
ber of authors (2, 5, 6). In our sample we observed that 
the mothers of mutually dependent twins had difficulty in 
separating from the pair and actively encouraged the 
twins to be similar to and dependent on each other. It ap- 
peared that this twinning was transient, since the follow- 
up revealed that none of the twins had a persistent prob- 
lem with rivalry or mutual dependence. 

The follow-up, however, revealed a high percentage of 
other pathology. Of the six sets of twins who were fol- 
lowed up, only one set had no further problems. In two 
sets of twins, one twin from each pair had persistent 
problems related to physical handicap and retardation. 
This was known at the time the children were enrolled in 
the nursery school, and in both instances the physical 
handicap appeared to be due to prematurity. In one set 
the affected child was the younger, smaller twin, weighing 
only three pounds, seven ounces at birth (his brother 
weighed four pounds, four ounces). The other set of twins 
was adopted, and their birth order and birth weight were 
unknown. However, it was known that they were born 
prematurely after a six and one-half months’ gestation. 


The high incidence of prematurity in twins (52 to 58 per- 


cent [13] ), with its resultant problems, is well known, and 
thus we were not surprised to find two cases of retarda- 
tion in our sample. 

Conversely, the high incidence of neurotic difficulties 
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found on the follow-up was unexpected, particularly since 
these difficulties did not seem to have a clear connection 
with the twinship. One possible explanation may lie with 
Our particular sample. Koch (13), in reviewing character- 
istics of monozygotic and dizygotic twins, stated that di- 
zygotic twins have some unique problems. In her sample 
the dizygotic, same-sex males were more competitive and 
aggressive than either the monozygotic twins or a con- 
trolled sample of nontwins. The dizygotic, opposite-sex 
twins (both male and female) showed concern and con- 
flict over disapproval, as well as more themes of hostility 
and catastrophe in their stories from the Children’s Ap- 
perception Test (13). Koch (13) postulated that dizygotic 
twins are exposed to the same comparisons as mono- 
zygotic twins but have less support from the twinship. 
Perhaps, then, the fraternal twin pair is more vulnerable 
to external pressures. 

Secondly, our sample included only middle- and up- 
per-middle-class children, who were referred for treat- 
mert because of relatively minor neurotic problems. 
In a different socioeconomic group, such problems as 
psychosomatic complaints and enuresis might have 
gone unnoticed. Thus the high rate of neurotic prob- 
lems on follow-up could be explained on the basis of 
the socioeconomic level of our sample and the par- 
ticular vulnerability of the twin child. 
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‘Needle Freaks” : Compulsive Self-Injection by Drug Users 


BY DAVID G. LEVINE,. M.D. 


The compulsive use of hypodermic needles as an end in 
itself is illustrated by two case reports. The author ex- 
plains this behavior in terms of conditioning theory and 
psychodynamics and explores the possibilities for treat- 
ment. He notes that needle use is in many cases an impor- 
tant component in addiction to narcotics, acomponent 
whose significance should be recognized by those engaged 
in the treatment of addiction. 


ALTHOUGH THE USE of hypodermic needles has been 
prominent in the lives of most drug addicts since the 
1940s (1), this aspect of addiction has received relatively 
little attention, if one can judge by the paucity of publica- 
tions dealing with its significance. Addicts, in contrast, 
often talk about “the spike” and “shooting up” or “‘fir- 
ing,” indicating that needles have become quite impor- 
tant to them. In addition, they describe individuals who 
are “addicted” to the use of hypodermic needles, appar- 
ently independent of their addiction to narcotics, and re- 
fer to them as “‘needle freaks.” In this paper I will discuss 
this phenomenon, provide clinical examples, and consider 
the psychology of this behavior and its implications for 
treatment. 


CASE REPORTS 


Two recent admissions to the Rehabilitation Services 
for Women at the NIMH Clinical Research Center in 
Lexington, Ky., will serve to illustrate the problem. Their 
histories—summarized below—were obtained during 
routine intake interviews at the center. 


Case l. The patient, a 28-year-old divorced white woman 
from the Midwest, was committed by civil action to treatment 
for narcotics addiction. She was attractive in spite of her exces- 
sive use of makeup and was pleasant and cooperative in the in- 
terview. Physical examination was unremarkable except for nu- 
merous abcesses on both arms and legs. 

She had grown up in an unstable warking-class family, which 
she characterized as lacking in love and affection. Her mother 
gambled away her father’s paychecks, causing endless argu- 
ments between them. The mother often stayed away from home 
for days, and even when she was home she neglected her chil- 
dren. The patient said that “she was like the man and he was 
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like the wife.” She described her father as meek and passive. 

The patient had an older brother with whom she had little to 
do and a sister 1] years younger than she. She had had to as- 
sume responsibility for her baby sister as well as for the cooking 
and cleaning. She found that her father began treating her as if 
she were the woman of the house, culminating, when she was 12, 
in a halfhearted attempt at sexual seduction. This embarrassed 
her and, following her refusal, her father did not attempt it 
again. 

Her use of drugs began at age 16 with oral barbiturates when 
her parents tried to prevent her from seeing a black soldier from 
her hometown. When she discovered that she was pregnant, she 
stopped using the drug. Although her parents tried to get her to 
give up the child she refused, and she married her boyfriend one 
week before their daughter was born. She remained drug free 
for the next three years, caring for her daughter and waiting for 
her husband to return from the service. When he did, he became 
sexually involved with her girlfriend. At the same time, he told 
her that he was reenlisting. Shortly afterward, they were di- 
vorced: 

At age 20, the patient met a “racketeer’”’ much older than she 
was who gave her a place to live and spending money. Although 
her material needs were being met she was not happy because 
she “didn’t love him,” and she resumed using barbiturates. He 
went to prison and she began using morphine, hydromorphone 
(Dilaudid), heroin, and paregoric intravenously. At first she dis- 
liked “hitting” herself and preferred to have someone else do it 
for her. When her benefactor learned of her drug use he with- 


- drew his financial support and she turned to shoplifting, forging 


checks and prescriptions, and living with drug dealers to pay for 
her habit. 

At 26 she was jailed for passing illegal prescriptions;-after ten 
months in jail she was released and ordered to attend a meth- 
adone maintenance clinic. During her incarceration her parents 
were divorced, her father died, and she lost custody of her 
daughter. 

She began seeing a married man who also had a history of 
addiction. They were using oxymorphone (Numorphan) to- 
gether at the same time she was attending the methadone clinic. 
As her methadone dose was slowly increased, she noticed that 
the effects of her oxymorphone injections were decreasing. She 
occasionally skipped her methadone in order to experience the 
“rush” of intravenous injection. For several months before her 
admission, she shot up with oxymorphone without experiencing 
any drug effect at all; in fact, she was injecting herself every two 
or three hours and broke up with her boyfriend so that she 
would not have to share her drug supply with him. She felt re- 
lieved after an injection: “I like to shoot up. I didn’t feel a rush 
or anything; I just knew it was there.” She attempted to ratio- 
nalize her behavior but was troubled by what she was doing. “H 
was getting ridiculous—I felt like something was wrong with 
me. I was shooting when I didn’t need it and wasn’t sick. I 
couldn’t stop.” 

During this time, this previously sexually active woman was 
abstinent, although potential partners were available. “It didn’t 
bother me when I was shooting up.” When her probation officer 
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noticed the abcesses, the patient was referred for inpatient 
treatment. 


Case 2. This patient, an unattractive, single 27-year-old regis- 
tered nurse, referred herself for treatment for multiple drug 
abuse. She volunteered little information but answered direct 
questions willingly. All physical signs were within normal limits 
except for her obesity. 

She was the eldest of five girls raised on a farm under condi- 
tions of extreme poverty. Her parents had one bedroom and the 
girls shared the other. Her father was a quiet man who worked 
from dawn to dusk and had little time for his daughters. She 
can remember no signs of affection between her parents and 
thought the atmosphere was cold and sterile. Her mother, the 
dominant parent, also worked in the fields, and since the patient 
suffered from a variety of allergies that prevented her from 
working outside, the housework became her responsibility. She 
was hospitalized on several occasions in childhood and adoles- 
cence for asthma, which was at that time often treated with in- 
jections of epinephrine. 

Because of their parents’ encouragement and despite their 
poverty, all of the girls were educated beyond high school, al- 
though they had to go into debt in the process. The patient grad- 
uated from a baccalaureate nursing program and then obtained 
a master’s degree in nursing. In her early 20s, after graduating 
from nursing school, she was hospitalized several times for 
“psychosomatic illnesses” and for ‘‘depressions.” At 23 she was 
hospitalized for an anxiety attack on the night of her sister’s 
wedding. Later that year she was “raped” at a party, but she 
said she put up little resistance. During this period and while at 
graduate school she shared an apartment with a homosexual 
man. She had a year of group therapy followed by a number of 
years in and out of individual therapy with several psychiatrists. 

After obtaining her master’s degree at age 24 she moved to 
another state, accompanied by her mother, and was hospital- 
ized briefly on her arrival for anxiety. She set up an apartment 
and began using pentazocine (Talwin) intramuscularly. For a 
few months she lived with two homosexual men and, while liv- 
ing with them, used hydromorphone, meperidine (Demerol), 
and morphine, as well as pentazocine. She entered into a homo- 
sexual relationship with another nurse for a short while and for 
about six months after it ended had sexual encounters with a 
large number of men. 

Her jobs, including two as a nursing instructor, lasted only 
briefly because of recurrent hospitalizations and drug use. She 
found it necessary to move from city to city in order to obtain 
employment. Drugs were easily available to her at work; in ad- 
dition to pentazocine, she injected opiates, tranquilizers, anti- 
depressants, and phenothiazines. As her periods of employ- 
ment became less regular her drug supplies became uncertain. 
When pentazocine was unavailable she used any drug she could 
find and in the end resorted to intramuscular injections of tap 
water. She said that she pushed the needle in slowly to maxi- 
mize the pain and repeated the process as often as every five 
minutes. “I kept remembering what it was like when I shot 
Talwin.” She had to give up this practice several months later 
when she returned to her family, first to live with her parents, 
then to a hospital for treatment of asthma (a step that had not 
been necessary since her adolescence), and then to her sister’s 
home where she decided to seek inpatient treatment. 


DISCUSSION 


It is noteworthy that neither of these women identified 
herself as a needle freak, although both knew the ex- 
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pression and what it signified. Indeed, while they were 
quite forthright in detailing their histories, they were re- 
luctant to talk about their use of needles and were obvi- 
ously embarrassed by it. Both said that they had not dis- 
cussed this activity with anyone previously and that they 
preferred not to think about it. 

Drug addiction is regarded by contemporary Ameri- 
can society as deviant behavior, but addicts can take ref- 
uge in drug-using subcultures. Addicts generally identify 
themselves as members of a particular subculture, such 
as street addicts (2) or hippies (3); their addictions may 
motivate entry into the group or develop as a con- 
sequence of it. In any case, many of the values of the 
group become their own and “addiction” to a life-style 
must be considered a major factor when drug users enter 
treatment (4, 5). The attraction of a deviant subculture 
can be more significant to some individuals than the at- 
traction of the drugs. For example, “‘pseudoaddicts”’ (6) 
are involved in the life of heroin addicts, including pro- 


curing drugs, handling the paraphernalia of drug abuse, 


and injecting themselves, without showing any signs of 
physical dependence when they present themselves for 
withdrawal. This adherence to a deviant social milieu has 
been viewed as a symbolic defiant act against conven- 
tional society and as a medium of expression of personal 
and group identity (6). 

Needle freaks, however, are doubly deviant, since their 
behavior is not condoned by drug users either. Drug use is 
often a group activity; needle use of the type described 
here is usually solitary. The behavior of needle freaks, 
which may occur with or without physical dependence, 
sets them apart from their peers. As a consequence, such 
individuals usually consider their practice bizarre, find it 
difficult to rationalize, and attempt to conceal it from 
others. 

Development of rational treatment for these people re- 
quires not only recognition of their behavioral aberration 
but an understanding of the forces involved in its genesis. 


Conditioning Theory 


Wikler has emphasized the importance of operant and 
classical conditioning in determining the behavior of ad- 
dicts, especially in relapse (7, 8) and, along with other in- 
vestigators, has marshaled evidence from animal experi- 
mentation in support of this view (9, 10). Operant 
conditioning in particular appears to be relevant to 
needle use since self-injection is the operant behavior that 
leads to the pleasurable experience of intoxication and is 
therefore positively reinforced. Continued and increased 
self-injection in the absence of continued reinforcement, 
as seen in the two patients described above, can be re- 
garded as an instance of secondary reward conditioning, 
in which behavior is directed toward a stimulus with no 
intrinsic utility that has been conditioned in the past by a 
biologically significant stimulus. It is not clear why this 
phenomenon should occur in some individuals, while in 
others the behavior is extinguished under apparently sim- 
ilar conditions. 

Employing this conceptual framework, Blachly (11) 
suggested an aversive conditioning technique for the 


treatment of addicts who display this problem while they 
are receiving methadone. An “electric needle” that deliv- 
ers a shock when the plunger is depressed can be con- 
nected to a single patient or to a number of patients in se- 
ries. Controlled studies have not yet been performed, but 
addicts wired together have shown a remarkable toler- 
ance to the shock in order to permit the continuation of 
group “fixing” with saline solution (12). 


Other workers (13) who have treated narcotic addicts - 


with behavior modification methods and added aversive 
conditioning to injection as an element in the treatment 
have obtained good results. 


Psychodynamic Theory 


On the face of it, the process of injecting a liquid 
through a needle into the body seems well suited to serve 
as a symbol for sexual functions. Whether such ideas can 
motivate continued needle use is problematic, but it is 
evident that addicts do associate shooting up with sex- 
uality. 

In a study of another aspect of needle use, namely 
needle sharing, Howard and Borges (14) found that the 
sexual implications of needle use were acknowledged by 
many drug users. One of their subjects stated that 
“shooting alone is like masturbating; in a group it is 
more like an orgy.” Another said, “Using needles is like 
screwing your arm. I have observed this while stoned on 
acid and it is very clear to me.” Thirty-six of their sub- 
jects were specifically questioned about the sexual con- 
notations of needles and 64 percent of this group said that 
they believed there were sexual overtones to needle use. It 
was commonly expressed that the rush was orgastic, the 
penetration of the needle was like penetration of the 
penis, ‘‘booting”’ (letting blood in and out of the needle) 
was like masturbating, men liked women to inject them 
and vice versa, and needle use was a substitute for sex. 

Interestingly, these authors found that needle use var- 
ied in their men and women subjects; about half of the 
women but only five percent of the men were customarily 
injected by someone else. Overall, 29 percent of the 
women had injected themselves at least once, compared 
with 68 percent of the men. In light of these findings, the 
authors suggest that “‘role differentiation of the sexes” 
may be a significant determinant of who injects whom. 

A decrease in sexual activity during periods of needle 
use lends some support to the idea that sexual drives can 
find an outlet through this channel. This correlation, if it 
proves to be consistent, must be appraised with caution, 
however, since opiate use in general is associated with a 
reduction in the frequency and enjoyment of sexual inter- 
course (15). The relative contributions to the suppression 
of sexuality by the pharmacologic effects of opiates on 
the one hand and the needle ritual on the other is difficult 
to determine. Of interest in this connection is that a ma- 
jority of addicts reported an increase in sexual activity 
when they switched from heroin taken by needle to meth- 
adone taken by mouth (15). 

Distortion of sexual identification is viewed by some 
workers as a major element in the psychology of drug 
addicts (16). It can be postulated that disturbances in this 
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realm specifically predispose some individuals to com- 
pulsive self-injection as a medium for the expression of 
and a defense against an unconscious sexual identity con- 
flict. In the act of self-injection, the masculine-feminine, 
sadistic-masochistic, active-passive dimensions of sex- 
uality can all find representation. Perhaps in this way a 
covert “reward” for continued needle use is generated. 


IMPLICATIONS 


Drug programs in general are not directed toward the 
recognition and treatment of compulsive needle use. It 
remains an open question whether this problem is signifi- 
cant on a large scale, since the identification of needle 
freaks is often quite difficult. The syndrome, when it mas- 
querades as ordinary drug addiction, is easily overlooked, 
even by the individuals affected by it. If needle use, origi- 
nally engaged in as a means to intoxication, becomes an 
end in itself, it can serve to maintain the addiction and to 
vitiate rehabilitation efforts. Being alert to the phenome- 
non is therefore necessary. 

Furthermore, there is an elusive quantitative factor 
that enters into the behavioral equation for a// drug users, 
namely, the degree to which the injection is a negative, 
neutral, or positive feature of their addictive life-style. 
Needle freaks represent one end of this spectrum: the at- 
traction of the ritual is sufficiently strong that it alone can 
motivate behavior. For others, the injection has presum- 
ably become one of many positively charged experiences 
associated with addiction. At the opposite extreme are 
addicts who avoid needles completely, such as the heroin 
“snorters” who take the drug by the intranasal route. 
Clearly, the relevance of needle use to understanding an 
addict must be individually assessed in each instance. If 
needles are important to an addict, then understanding 
needles must be important to those who would treat him. 
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* THE 1974 ANNUAL MEETING of the American Psychiatric Association will feature a workshop 
on writing for scientific journals, to be held on the afternoon of Monday, May 6, and the morn- 
ing of Tuesday, May 7. The workshop, cosponsored by APA and the American Medical 
Writers Association (AMWA), will offer practical information and instruction on four subjects: 
common writing faults, organizing medical reports, preparing an abstract, and submitting a 
manuscript. Work assignments, which will be sent to registrants before the meeting, will form 
the basis for initial discussions during the workshop sessions. The course will begin with brief in- 
troductory lectures by the AMWA faculty, followed by small-group discussions in separate 
rooms on the four basic subjects. The workshop will conclude with a panel discussion in which 
participants will have the opportunity to question the editors of several psychiatric journals. 

Registration is limited to 50 participants; all applications for participation must be received 
by April 1. The registration fee is $50. For further information on registration, see the form on 


page 376 in this issue of the Journal. 
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The New Soviet Approach to the Unconscious 


BY NANCY ROLLINS, M.D. 





Soviet investigators have moved from criticism of psy- 
choanalytic concepts to development of a theory of the 
unconscious that represents the convergence of set the- 
ory, neurophysiology, and cybernetics. One accepted So- 
viet definition of the unconscious is the continuous proc- 
essing of information and the regulation of adaptive 
behavior through the formation of sets. Consciousness 
operates intermittently, when a problem must be solved 
by objectivization, with a change in sets. Conscious and 
unconscious processes act synergistically, not antagonis- 
tically, as Freud suggested. Dissociation, psychosomatic 
relationships, and psychotherapy are briefly discussed to 
illustrate the Soviet approach to the unconscious in psy- 
chiatry. 





STUDIES OF THE UNCONSCIOUS represent a recent trend I 
observed in Soviet psychiatry in 1972. Previous publica- 
tions, based on my observations in the Soviet Union in 
1968 to 1969, were devoted to child psychiatry and psy- 
chiatric training programs (1, 2). The three years between 
my two visits marked a distinct shift in the attitude of So- 
viet psychiatrists toward the problem of the unconscious. 
Professor V.E. Rozhnov and his coauthors admitted that 
Soviet psychology and psychiatry had paid insufficient 
attention to the unconscious as part of a general reaction 
of opposition to psychoanalysis on ideological grounds. 
They noted how the conviction that the unconscious 
could be investigated only from the psychoanalytic point 
of view had stifled Soviet progress (3, p. 98). 

From the medical point of view, the need in the Soviet 
Union to look at the unconscious developed after World 
War II, when the polyclinics began receiving patients 
with increasing numbers of functional complaints, neuro- 
ses, and character disorders. Delinquency and alcoholism 
continued to exist. Psychiatrists began to look to psychol- 
ogy for help in dealing with clinical problems. 


SET THEORY 


One development in Soviet psychology that is impor- 
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tant in understanding the current approach to the uncon- 
scious is D.N. Uznadze’s theory of the unconscious fac- 
tor of set (ustanovka) as a regulatory factor in mental 
functioning. The principle of relative set was originally 
formulated by Uznadze in 1923 and was further elabo- 
rated in the decades since by the Georgian school of psy- 
chology in Tbilisi. Uznadze’s ideas have had a profound 
influence on Soviet psychology and have become the 
source of much controversy (4). 

According to Uznadze’s description of his experimen- 
tal method, the subject is asked to compare the size of 
two wooden balls. For ten to 15 trials, he is given two 
balls, equal in weight but differing in size, the smaller al- 
ways in the same hand. Then, in the critical experiment, 
two balls of equal size are given to the subject. In the ma- 
jority of subjects, the hand that held the smaller ball is 
now perceived as holding a ball larger than the other one. 
Uznadze called this an illusion of contrast. [In a smaller 
number of subjects, the illusion is reversed. This is called 
the illusion of assimilation. Similar illusions can be dem- 
onstrated for auditory and visual stimuli, with illusions of 
both types occurring in 70 to 76 percent of normal sub- 
jects. If the fixing series of presentations is carried out in 
a hypnotic state and posthypnotic amnesia is successfully 
achieved, the illusions are still present when subjects are 
presented with two equal balls in the waking state. 

Uznadze concluded that the subjects were under the in- 
fluence of a state that, although not conscious, deter- 
mined the quality of consciousness (5, p. 9). He called this 
“set,” which he defined as “an integral trend directed to- 
ward a definite activity—the initial, fundamental reaction 
to a situation where there is a problem to be considered 
and solved” (5, p. 10). 

Uznadze claimed that set was a general principle in 
mental functioning. He showed that the set irradiated 
from one paired organ (eye or hand) to the other, from 
one sensory modality to another. He concluded: 


Widespread theories concerning the important role of the 
unconscious in human mental activity undoubtedly rest on a 
very firm basis (5, p. 38). Besides his conscious processes, 
something goes on which is not an element of consciousness, 
but which largely determines it.... We have found that this 
is the set which actually appears in any living being tn the 
course of its interaction with the outside world—it actually 
takes place outside of consciousness but nevertheless it has a 
decisive influence on the whole of mental life (5, p. 39). 


Uznadze incorporated his concept of set into a general 
theory of behavior: ‘‘A living being, with the ability of 
primitive perception and some form of activated need ca- 
pable of being satisfied in these experimental conditions, 
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develops a relationship with this environment on the basis 
of the integral state arising in the subject, which leads 
him to perform purposive actions” (5, p. 209). Need was 
equated with instinctual activity in the animal, and ani- 
mal behavior was assumed to be unconscious. At the hu- 
man level, needs were conscious in the examples given. 

Uznadze also developed a theory of consciousness. In 
man there are two planes of mental activity; the first is 
the level of impulse activity, governed by sets, and is sim- 
ilar to the unconscious instinctive activity of animals. In 
man, at this level reality is represented in varying degrees 
of clarity of consciousness, but the set is always uncon- 
scious, a crucial point in the theory. The second level is 
the plane of objectivization, where an aspect of reality be- 
comes the focus of thought and attention, accompanied 
by a delay or postponement of activity. Impulse activity 
is replaced by objectivization when an obstacle appears 
-and a problem must be solved consciously with a shift in 
sets. “The power of objectivization liberates man from 
his direct dependence on natural sets and prepares him 
for independent, objective activity,” capable of con- 
trolling nature (5, p. 147). 

Uznadze saw Freud’s concept of repression as negative 
and as introducing “nothing new which is not found in 
the phenomena of the conscious mind” (5, p. 214), For 
Uznadze, “ʻa set cannot be an individual act in a subject’s 
consciousness, but only a modus of his state as a 
whole” (5, p. 214). He stressed the developmental aspect: 
Set is preconscious, phylogenetically primitive, and pres- 
ent in animals, while the plane of objectivization is 
present in man alone. 

Since Uznadze’s original investigations, he and his 
coworkers have extended the experimental study of set to 
many fields, including personality types, child psychol- 
ogy, and psychopathology. The area most relevant to the 
problem of Soviet understanding of the unconscious is 
the attempt to relate set theory to post-Pavlovian neuro- 
physiological concepts and cybernetics. 


NEUROPHYSIOLOGICAL CONCEPTS 


LT. Bzhalava described set as fulfilling the role of an 
unconscious arouser of consciousness (6, p. 16). He 
claimed that people gifted in self-observation are unable 
to identify set as a conscious mental experience (6, p. 17). 
Bzhalava discussed set as a connecting link between 
neurophysiological and psychic processes. One aspect 
that he considered was the subjective, internal factor of 
human needs-—-biological and unconscious vs. social and 
conscious, “The conscious need also fulfills in people the 
task of motivation for the set” (6, p. 23). Consciously, the 
need is experienced as an inclination, striving, interest, 
desire, want, etc. Sometimes Bzhalava described need as 
a particular diffuse kind of set (6, p. 25). In other contexts 
he discussed need and set as if they were mutually exclu- 
sive. While the need and the set may be unconscious, their 
activity is represented in consciousness by a general af- 
fective state of pleasure or tension (6, p. 26). 

Bzhalava then discussed the general state of pre- 
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paredness of the brain, following concepts of P.K. Anok- 
hin that stress the capacity of the organism to anticipate 
necessary activity. This unconscious “tuning function of 
the nervous system” is mediated through the reticular 
formation and serves to arouse the cortex to a specific 
level of readiness for motor, perceptual, and intellectual 
activity (6, pp. 28~31). This is not set but the physi- 
ological precondition. Set is a formation at a higher, 
qualitatively distinct level, involving the participation of 
personality (6, p. 32). 

In a concluding summary Bzhalava referred to the hi- 
erarchical relationship of the various kinds of sets (body 
posture at the motor level, homeostasis at the biological 
level, dynamic stereotypes at the physiological level, sen- 
sory set at the perceptual level, and finally a set fixated at 
the level of objectivization). This hierarchy of subsystems 
is the basis for personality formation. Positive and nega- 
tive emotions, directly connected with needs, are closely 
related to set and its realization (6, p. 182). 


INFORMATION PROCESSING 


F.V. Bassin showed that a sound theoretical founda- 
tion for understanding the unconscious means simulta- 
neously developing a theory of consciousness. He asked: 
Is consciousness an epiphenomenon (an unessential by- 
product of higher nervous activity), or should we insist on 
its active role and unique contribution to adaptive behav- 
ior? (7, pp. 46-48). Russian definitions of human con- 
sciousness include the subject’s capacity to react to his 
own behavior and internal state. But computers can now 
be built with subsystems, providing internal feedback in- 
formation. Has the need to include a concept of con- 
scidusness completely disappeared? If so, said Bassin, 
this would be in direct contradiction to prevailing Soviet 
views of the active role of consciousness. 

Bassin concluded that consciousness is not just an 
epiphenomenon but a particular kind of regulation of 
brain activity, occurring where less effective means are 
inadequate (7, p. 255), Consciousness vastly broadens the 
operational and adaptive possibilities available to the or- 
ganism and gives a decided advantage to the human spe- 
cies in evolution (7, p. 258). 

Bassin admitted that we are no closer than Freud was 
to defining the physiological mechanisms differentiating 
conscious from unconscious brain activity (7, p. 168). He 
showed that the “level of arousal” cannot be identified 
with unconsciousness or consciousness or with the level 
of adaptively directed brain activity in its widest sense (7, 
pp. 170-171). He presented examples of dissociation be- 
tween the level of wakefulness and adaptive brain func- 
tioning: the acquisition of information in normal sleep 
and the selective perception of sound signals in deep 
sleep, represented by delta waves in the EEG. Goal-di- 
rected activity can occur even in states of profound dis- 
sociation, where “P’ and “‘not-I”? are poorly differ- 
entiated. 

The cortex of a sleeping person is not in a state of inhi- 
bition but shows a high degree of electrical activity and 


‘‘desynchronization”’ (a dissociation between bioelectri- 
cal sleep and the behavioral level of arousal). Further, 
lower centers regulate the electrical excitability of the 
cerebral cortex. Bassin believed that these data pointed to 
a neurophysiological basis for separating the level of 
arousal from unconscious forms of higher nervous activ- 
ity (7, pp. 177-178). Some workers have postulated that 
the high level of electrical activity in the cerebral cortex 
during sleep represents resynthesis and restorative func- 
tions. Bassin postulated that some portion of this activity 
must be used for the unconscious processing of informa- 
tion (7, pp. 187-189). 

Bassin concluded that, at present, the most empirically 
useful direction of inquiry is not the further pursuit of 
known neurophysiological mechanisms but the abstract 
study of information processing. Unconscious activity 
has two major attributes: processing of information and 
regulation of biological reactions and behavior. The two 
form a unity as a mechanism of adaptation or set. In cy- 
bernetic theory, set is equivalent to plan or program, im- 
plying some type of ordering, with a definite hierarchical 
system of rules or criteria for preference in decision mak- 
ing (6, p. 99; 7, pp. 213-217). 

Bassin rejected Freud’s idea of repressed affect as 
anthropomorphic, preferring the concept of an uncon- 
scious set for a particular affect in a given situation, 
based on previous experience. He claimed that latent af- 
fective set is a concept differing essentially, and not 
merely semantically, from the psychoanalytic concept of 
repressed affect. He invoked set theory to explain many 
of the same phenomena of the unconscious that Freud at- 
tributed to repression of offensive psychic content, in- 
cluding slips, dreams, and automatic acts. 

Bassin also criticized Uznadze’s claim that set cannot 
become conscious. Uznadze, Bzhalava, and others of the 
Georgian school insisted on a qualitative difference be- 
tween conscious and unconscious psychic processes. If set 
can become conscious, they said, consciousness /uncon- 
sciousness becomes a quantitative continuum rather than 
two different regulatory processes of adaptive behavior, 
and the whole theory loses its unique character. 

Bassin did not agree with Uznadze that set is a charac- 
teristic of the whole personality. Bassin felt that sets are 
multiple and serve a regulatory function, although they 
are not identical with affect, thought, or striving (7, p. 
233). We have already seen how Bzhalava described a hi- 
erarchy of operating sets at several different levels of in- 
tegrated central nervous system activity. Bassin differ- 
entiated set from other concepts such as “model of the 
future,” the anticipation of a need or the end result of ac- 
tivity. He felt that set is also related to past experience, 
the influence of previous acts (7, p. 238). Nor is set identi- 
cal to “dynamic stereotype” (7, p. 214). 

In considering the relationship between conscious and 
unconscious mental processes, Bassin sharply disagreed 
with Freud’s theory of repression. While antagonistic 
relationships sometimes exist between conscious and un- 
conscious activity (e.g., seriously disrupting a partially 
automatic activity by focusing attention on it), the most 
characteristic relationship is one of synergism (7, p. 268). 
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Bassin said that synergism is demonstrated in all of the 
set experiments. 

Having defined unconscious psychic activity as the 
processing of information and the regulation of adaptive 
behavior through the formation of sets, Bassin consid- 
ered whether he was talking about the same thing that 
psychoanalysts mean by “the unconscious.” The same 
question occurred to me. Bassin quoted Bellak’s defini- 
tion of three types of unconscious. First there is the physi- 
ological unconscious, the nervous regulation of vegetative 
functions, with no psychic representation. Second, there 
is the configurational unconscious, automatic nervous ac- 
tivity that creates conscious contents but remains invis- 
ible; a second aspect of this is the unconscious processes 
that go into the formation of a gestalt. The third type is 


the dynamic unconscious: psychic contents unacceptable | 


to consciousness. Bellak claimed that psychoanalytic 
method and theory are concerned only with the third 
type (8). 

Bassin thought that set theory is concerned with both 
the dynamic and configurational unconscious. The mean- 
ing of the external situation is important tn the formation 
of sets (7, p. 266). The bridge between affect and symp- 
tom, between intentional and unintentional acts, must in- 
clude the configurational and dynamic unconscious (7, p. 
264). I concluded that Bassin did not deny a dynamic un- 
conscious but rejected the “idealistic error” of psycho- 
analytic theory as one-sided, exaggerating the impor- 
tance of tne dynamic unconscious to the exclusion of the 
neurophysiological substratum. 

Bassin distinguished between “‘unconsctous higher ner- 
vous activity,” i.e., processes that can never become con- 
scious, even though they are goal-directed tendencies pro- 
moting adaptation, and “unconscious psychic activity,” 
i.e., processes that can enter psychic experience (7, p. 167, 
footnote; p. 373). Perhaps the key to the paradox of the 
conscious set lies here. The content of a set, in my opin- 
ion, can become conscious, but the nervous activity that 
keeps the set as a trace can never become conscious. This 
distinction between higher nervous activity and higher 
psychic activity may help to distinguish semantic con- 
fusion from substantive controversies. 


PSYCHOPATHOLOGY AND THE UNCONSCIOUS 


In the field of psychopathology, let us examine Soviet 
interpretations of dissociation. S.L. Rubenshtein de- 
scribed three levels of dissociated experience in accord- 
ance with his definition of consciousness as the mental 
state in which the subject clearly differentiates himself 
from the outside world and perceives his own actions and 
reactions. The first level is one at which impulsive acts 
are perceived as one’s own but consequences are not fully 
grasped, cr a subjective state is perceived as belonging to 
the outside world. At the second level the quality of con- 
sciousness is disturbed, with confusion of the self and the 
outside world, as in organic psychoses. At the third level 
the experience is fully dissociated, as in epileptic fugue 
states and hysteria, although the dissociated experience 
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continues to be regulated adaptively outside of con- 
sciousness. This level is also represented in normal behav- 
ior by automatic acts; their capacity to reintegrate into 
consciousness distinguishes them from psycho- 
pathology (7, pp. 161-163). 

Soviet investigators give Freud credit for showing the 
therapeutic effect of reintegrating dissociated experiences 
into consciousness. Pavlov said that Freud’s only contri- 
bution was his principle of “burning to ash through con- 
sciousness” or liquidation of a pathogenic experience. 
The latter, in Pavlov’s terms, is a functionally localized 
pathological center of excitation in the cerebral cortex, 
which is isolated from the usual control systems of the 
cortex as a whole (7, pp. 92-94). Current Soviet theory is 
critical both of the idea of an anatomical localization of a 
pathogenic process and of the general concept of “‘corti- 
cal inhibition” (7, p. 380). 

In set theory the reintegration into consciousness of 
dissociated experience means bringing the dissociated 
content under the influence of an existing set or creating a 
new set. The therapeutic effect comes from changing the 
patient’s relationship with the outside world, not from 
making an unconscious element conscious (7, p. 95). Bas- 
sin thought that Freud was self-contradictory in claiming 
both the therapeutic effectiveness of recalling repressed 
experience and also the need for reeducation in psycho- 
analytic therapy (7, p. 96). Bassin overlooked later psy- 
choanalytic descriptions of defenses besides simple re- 
pression, in which pathological content remains 
conscious (e.g., projection, isolation, denial). 

A second example from psychopathology is Bassin’s 
discussion of psychosomatic relationships (7, pp. 335- 
352). There was full recognition of emotional factors: 
conscious and unconscious sets promoting both health 
and disease. In considering the specificity of a psychic 
conflict in relation to a clinical syndrome, the problem of 
conversion in hysteria was separated from general psy- 
chosomatic relationships. While it was recognized that 
symptoms with “meaning” can be produced in a hysteric 
or a hypnotic subject by suggestion, the Soviet ex- 
planation differed from the Freudian concept of con- 
version. The latter emphasizes “symbolic transforma- 
tion” as a primary, independent phenomenon. The Soviet 
view holds that symbolism is a secondary consequence of 
the presence of meaningful connections between ideas at 
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the level of imagery (7, p. 339). Bassin’s treatment of con- | 
version was unconvincing to me. 

Concerning more general psychosomatic relationships, 
Bassin was on stronger ground in claiming that working 
concepts of a different order are needed to deal with the 
question of the influence of the unconscious on the course 
of an illness. The outcome of an illness and the balance 
between pathogenic influences and the quality of the de- 
fensive measures with which the organism responds de- 
pend in part on general sets and the personality of the 
patient. The example cited is the set of a “flight into ill- 
ness” or, conversely, the will to recover. Why is the influ- 
ence of a consciously expressed wish to recover fre- 
quently weak, while the effect of a stable unconscious set 
to combat illness may be quite powerful? 

In response, Bassin referred to the difference between 
conscious and unconscious psychic activity. The latter 
provides a continuous, unbroken regulation of adaptive 
behavior. Consciousness offers only intermittent, and 
therefore less potent, regulation, using the power of the 
word. Therefore a wish to recover must act only as a sup- 
porter of a prolonged unconscious set, regulating the 
physiological defensive mechanisms of the organism. 
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EDITORIALS 





A Hazard to Mental Health: Indian Boarding Schools 


BOARDING SCHOOLS for American Indian children have been notorious for genera- 
tions. Over the years, many psychiatrists have joined other physicians and behavioral 
scientists in calling attention to the damage done to students by these United States 
government-operated institutions, which have separated 40,000 children from their 
families and have provided instead a strange, sterile, impersonal environment as a sub- 
stitute for home. Articles in this and other journals have documented copiously the 
bad conditions and the resulting harm (1-4). In recent years the hearings of the 
Special Senate Committee on Indian Education filled four volumes with testimony, 
by psychiatrists among others, about the plight of Indian students. Much of the 
testimony was similar to that embodied in the Meriam report, compiled many years 
earlier (5). There had been little or no improvement in the interim and there is little 
evidence of any now. 

The central problem is that children living without parents are not provided with 
anyone else, In almost all federal Indian boarding schools, the staff of the dormitories 
is so small that there is little or no opportunity for children to form meaningful rela- 
tionships with any adults. The children stay in large, barren buildings where the ratio 
of students to the adults caring for them is 80 to one or worse. Obviously no ane, no 
matter how good his skills or intentions, could be an adequate surrogate parent to so 


-many at once. In fact, it is doubtful that a single person can do an adequate job of pro- 


viding for even the physical health and safety of that many children. Krush and asso- 
clates in 1966 and Hammerschlag and associates in 1973 reported studies showing 
that the staffs of boarding schools were inadequate in size for the task assigned 
them. They also showed that the direction of the institutions and the priorities of 
their administration were such as to leave the people who were in tmmediate con- 
tact with the children feeling powerless and as if they should not even try to provide 
for the emotional needs of the children (2, 4). 

It has often been suggested that the boarding schools be abolished, but such sugges- 
tions are not taken seriously by Indian communities. The boarding schools, at least for 
the present, are necessary as. providers of social welfare for impoverished families; 
without them many children would be seriously undernourished and poorly housed. In 
some localities no other form of school is possible because of scattered and sparse 
populations, Increasingly, the boarding schools are being used to care for delinquent 
or disturbed children and children whose families have disintegrated. The needs of 
such children, of course, are even further beyond the capabilities of these schools than 
are the needs of ordinary children. 

At the last annual meeting of the American Psychiatric Association, Bergman and 
Goldstein reported on a model dormitory project undertaken jointly by the Bureau of 


In this section, the Editor samples varied opinions on topical problems. The opinions 
expressed herein are not necessarily those of the Editor, nor can they in any way be 
construed as marking the official policy of the Journal. 
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Indian Affairs, the Indian Health Service, and an Indian community (3). This proj- 
ect, operated by a board of local Indian people, provided a staff adequate in size 
to make the dormitory life more of a substitute for family life. The staff were Indian 
people who were encouraged to act like parents, and they were present in sufficient 
numbers to make that possible. 

For three years this school was carefully compared with an ordinary one. The chil- 
dren in the model school did significantly better than those in the control school on a 
number of measures of physical, emotional, and intellectual growth. The model dor- 
mitory has now been closed. The overall system goes on as before. We believe that 
psychiatrists and others concerned with mental health should object as strenuously as 
we can to this continuing menace by the government to the well-being of a large group 
of our fellow Americans. 
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Editorial Board Changes 


OBSERVERS MAY HAVE NOTED that four new names appeared on the masthead of the 
February issue of the Journal as the names of four veteran Associate Editors dis- 
appeared. Three of the new Associate Editors were replacements in keeping with the 
rotation policy now in force, and one for a colleague who will move on to greater 
things—namely, Melvin Sabshin, who will become the Medical Director of the Amer- 
ican Psychiatric Association when Walter Barton retires in 1974. As the Editor, the 
Editorial Board, and the staff welcome the new members heartily, we see the older 
group leave with sincere regret. Farnsworth, Greenblatt, and Cole—~all are colleagues 
of great capacity and all did yeoman work for the Journal during their terms in office. 
In fact, they were with the Journal since the day the new Editor took over as the distin- 
guished Dr. C.B. Farrar became emeritus. They, with their fellow board members and 
the staff, were instrumental in bringing the Journal to its present level. 

Should you wonder how rep.acements are selected for Associate Editors, the fol- 
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lowing may be of interest. They are chosen for their own capabilities and to fill the 
Journal’s needs. At its fall meeting the Editorial Board makes a number of sugges- 
tions to the Editor, who has already surveyed the needs, and he selects from that list 
the individuals who might best do the job, keeping in mind the batting averages of the 
individuals as far as reading and rating manuscripts and preparing book reviews are 
concerned. When asked for help in assessing manuscripts, some colleagues furnish us 
with excellent analyses of the papers in question, and all but a very few are willing to 
be of help to us. 

The Editorial Board welcomes Alan A. Stone, Robert J. Stoller, Alan I. Levenson, 
and Paul Chodoff to its midst. Their accomplishments and their abilities are well 
known to all. What is equally important but not as well known is the help that these 
individuals have already been to us. Their work as new Editorial Board members is cut 
out for them, and the flood of manuscripts resulting from the annual meeting in May 
will constitute their real baptism of fire. 

The new appointments became official when they were approved by the Board of 
Trustees, for the Editor is directly responsible to that body. Editorial Board members 
now serve four-year terms, with three members rotating off each year (although re- 
appointment is possible). It is hoped that this rotation policy will permit the Board 


to continually renew itself, without causing too much of an annual upheaval. 
F.J.B. 
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Partners in Dying 


BY HYMAN L. MUSLIN, M.D., SUSAN P. LEVINE, M.D., AND HAROLD LEVINE, M.D. 


The authors describe the clinical course toward death of 


two patients who, with their physician, became “partners 
in dying.” The emphasis is on the equilibrium that these 
patients established through an appreciation of their spe- 
cial needs, including the object relationships required. 
The authors maintain that the management of each dying 
patient requires a careful assessment of the specific object 
relationships that will promote equilibrium. 


THE PSYCHOLOGICAL PROCESSES of dying have in recent 
years become the subject of much scientific and humanis- 
tic inquiry. A now familiar set of thoughts has become 
accepted in many of these works (1-7), especially the no- 
tion of an appropriate death or orthothanasia, i.e., death 
as the patient would prescribe it. 

In our view, the tntrapsychic aspects of the dying proc- 
ess require further investigation. We feel there remains a 
serious challenge to the notion that one can actually ‘‘ac- 
cept” one’s own death. As Kohut wrote, “Man’s capacity 
to acknowledge the finiteness of his existence and to act 
in accordance with this painful discovery may well be his 
greatest psychological achievement” (8). We would say, 
however, as Kohut also said, “Very few are able to attain 
it.” We hold that the capacity to calmly view one’s finite- 
ness in this universe, the “acceptance” of transience, rep- 
resents a mixture of intrapsychic activity, especially de- 
nial, functioning to restrict the notion of death from 
awareness. Death, after all, is the ultimate separation-ex- 
tinction; therefore, what we see in the main in the behav- 


Read at the 126th annual meeting of the American Psychiatric Associa- 
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ior of dying patients is a variety of mechanisms and adap- 
tations aimed at restoring equilibrium. 

From the intrapsychic point of view, death in one sense 
represents the ultimate attack on the grandiose self, or 
self-system (8). Fatal illness may be interpreted as a neg- 
ative judgment, a rejection by the world or by its repre- 
sentatives in the superego, the internalized, idealized par- 
ent imagos. In infantile terms, this withdrawal of 
maternal love or sustenance leaves the self deprived of all 
feel:ngs of worth; indeed, the self is felt to be unworthy of 
survival and experiences dissolution or disorganizing 
anxiety. 

Before intrapsychic equilibrium is restored, a variety 
of changes can occur. One individual undergoing the im- 
pact of such a threat may regress in his relationships and 
seek the reestablishment of his infantile situation, in 
which his very psychic structure is maintained by associa- 
tion with a benevolent, idealized parent. Physicians and 
other helpers often become the objects of such a transfer- 
ence with fatally ill patients and are regarded as God-like 
and omnipotent. Another individual undergoing the same 
threat may react by accepting the fantasized judgment of 
werthlessness and become profoundly depressed and 
withdrawn. Still another individual may react with a 
burst of hypomanic activity, as if to deny or ward off the 
“verdict.” 

There are people who are able to maintain their self- 
systems intact despite the knowledge of their impending 
death (8). Such a person has truly integrated knowledge 
of his ultimate finiteness, generally in the course of ex- 
periencing life, with its numerous narcissistic rebuffs, and 
in growing old. He has transferred enough of his original 
narcissistic investment in himself to his ideals, to the 
world, and to the cosmos that his personal death does not 
represent a threat to his self-system. 

In this paper we wish to describe the death course of 
two patients with these considerations in mind—that is, 
frem the intrapsychic or structural point of view. An un- 
usual alliance developed between these patients and their 
physician that afforded the patients many features of a 
so-called “appropriate” death. 


CLINICAL COURSE 


The events to be described took place in Cook County 
Hospital, then a huge public institution in which physical 
amenities were totally lacking (9). 

In January 1970, one of the authors (H.L.) was asked 
to consult on the case of Mr. D., a 60-year-old white man 
who had collapsed on the street as a result of spinal me- 
tastases from a bronchogenic carcinoma. Mr. D. (or 
John, as he wished to be called) was an alcoholic who had 
not worked regularly for many years. He had abandoned 
his wife and four daughters many years before. He was 
intensely ashamed of his family life and rarely talked 
about it. He tended to tell stories about himself that 
would enhance his esteem in the eyes of his listener. He 
gloried in his capacity to drink; he was generally cynical, 
sarcastic, and suspicious, although he maintained a few 
long-term friendships. One of his friends referred to John 
as having a “John Wayne” facade. 

Mr. D. immediately recognized his malignant diag- 
nosis and prognosis in a casual manner, saying, “Dying is 
no big deal.” He seemed more concerned about his para- 
plegia than about his approaching death. He allowed 
himself to be comfortably installed in a cubicle and con- 
tacted his daughters, whom he had not seen for nine to 20 
years. His cubicle took on a homey atmosphere as his 
daughters began to visit frequently and bring him gifts in- 
cluding a television set and little comforts. One day Mr. 
D. told Dr. Levine that Mr. A., “the other patient with 
lung cancer,” had been to see him, although at this time 
no one had told either Mr. D. or Mr. A. of his diagnosis. 

Mr. A. (or Bill, as he wished to be called} was a 60- 
year-old black man who had been born in Arkansas. He 
was in the hospital for diagnosis of hemoptysis, and the 
biopsy had disclosed an oat-cell carcinoma. Although he 
had not yet been told his diagnosis, apparently he knew it. 
Mr. A. was uneducated but world-wise; he was soft- 
spoken and had a wry sense of humor and a charming 
turn of phrase. He was sensitive to and interested in 
people. His self-image was that of a societal outlaw (he 
was an ex-convict), totally unwanted and unworthy of 
‘“society’s” approval. 

Bill began to visit John’s cubicle daily and to supply 
nursing care to John. He ran errands for him, brought 
him hot coffee in the morning, and brought his com- 
plaints to the attention of the nurses. He and John 
watched television together and shared confidences. Their 
friendship was based on similarities in age, low social es- 
tate, and, of course, the same fatal diagnosis. As Bill later 
put it, “Our fingers was mashed in the same place.” 

Dr. Levine encouraged the friendship. He began to re- 
late to the two as partners. Daily visits made him a third 
partner, especially when he personally took over their 
daily management, thus elevating them to the status of 
“special patients.” The trio enjoyed each other’s com- 
pany. They told jokes in the barroom vein of humor. 
They made cynical observations about “society” and the 
hypocrisy of outsiders. They shared their grievances 
against the county, the “system,” the bad nursing and 
medical care, the bad plumbing, cold food, etc. Some re- 
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sentment was shown by other patients and staff members 
for the special attention these patients received. 

The medical and psychological condition of both 
patients was regularly discussed by the trio, including 
whether Bill would suffer a setback when John died. Bill 
told Dr. Levine that at his funeral Dr. Levine “could ride 
in the family car.” Dr. Levine brought small amounts of 
liquor for the patients, which cheered them up consid- 
erably. 

Inevitably, morale was shattered when John began to 
visibly deteriorate. He bécame testy with Dr. Levine and 
complained a great deal about the ‘‘failure” to reverse his 
paralysis. Dr. Levine became somewhat uncomfortable 
during his visits, which had formerly been enjoyable. Bill 
was discharged after radiation therapy. He called John 
every day and visited him regularly. Bill was abruptly 
readmitted to the hospital one day in what seemed like 
acute respiratory failure but turned out to be a hysterical 
episode, probably precipitated by John’s increasingly 
desperate condition. Bill literally clung to Dr. Levine at 
this time. Crying and kissing his hand, he said, “I love 
you; don’t let me die.” Bill visited Dr. Levine at home 
several times and called him often on the phone during 
this period. 

John lingered several months more, requiring increas- 


ing doses of narcotics and alcohol to keep him comfort- 


able. His daughters remained with him until he died early 
in November. 

Bill remained under Dr. Levine’s care as an outpatient 
for the remaining two years of his life. He summed up his 
new status in life thus: “I had to catch cancer to join so- 
ciety.” 

During his last two years, Bill lived alone near his 
mother. His condition remained stable until the week be- 
fore his death. He put off reentering Cook County Hospi- 
tal during his acute terminal phase because Dr. Levine 
had left. He died in January 1973 in a police ambulance 
on his way to an emergency room. 


DISCUSSION 


In this unusual alliance, the physician’s actual relation- 
ship to the patients took two forms. He was coconspira- 
tor at times, allying himself with the patients against the 
“bad” hospital. In his role as coconspirator he was able 
to support John in his offhand, insouciant attitude toward 
death, which can be best understood as a massive denial 
of all separation anxiety. John maintained that he was 
above fearing death as other, weaker mortals do. He 
never grieved for himself or mourned the impending loss 
of anyone he had known, Although in his terminal course 
he experienced reunion with his children, which was a 
considerable gain to him, he never experienced the affect 
appropriate to the poignancy of the temporary reunion 
and eventual separation. 

Dr. Levine’s other role was, in our view, that of an 
idealized surrogate parent. Under the massive stimulus of 
impending death, both patients regressed and sought re- 
lief from their death anxieties in fantasies of being cared 
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for by an omnipotent parent-doctor who had magical 
powers to cure. Within this context John denied anxiety 
about the threat to his life but put considerable pressure 
on Dr. Levine to cure his paraplegia, and then became: 
angry with Dr. Levine when he couldn’t accomplish this. 
John’s need for Dr. Levine as an omnipotent savior was 
otherwise evident only in the sarcasm and thinly veiled 
hostility with which he would greet Dr. Levine when hos- 
pital business had caused him to miss seeing John for a 
day. Bill, on the other hand, directly expressed his abso- 
lute dependence on Dr. Levine many times. His episodes 
of naked death anxiety could be relieved instantly by Dr. 
Levine’s reassurance that he would not die in the immedi- 
ate future. Dr. Levine’s personal friendship and availabil- 
ity to Bill enabled him to maintain his belief in Dr. Levine 
-as his omnipotent protector until the end. 

The view we wish to present is that the physician and 
all the caretakers attending the dying must be receptive 
to the wide variety of reactions, including actual intra- 
psychic dissolution, in response to the ubiquitous stress of 
death, the permanent separation experience. In this pre- 
sentation we have considered the death anxiety to be 
rooted in the threat, common to all, that a permanent 
loss of emotional sustenance from one’s surroundings 
(particularly sustenance from significant human objects) 
is about to take place. The archaic fear of abandonment 
by the protecting or sustaining mother, in all its primitive 
intensity, is stimulated. In reaction to the overwhelming 
stress of impending death, the ego, in Freud’s words, 
“sees itself deserted by all protecting forces, and lets itself 
die” (10). 

As a result of these stimuli, the dying person has a 
pressing need (i.e., an activation) to enter into therapeutic 
relationships that will reinstitute narcissistic balance by 
giving, as the real parents once gave, admiration, ap- 
proval, and tender care, and by providing models of 


strength and durability. These relationships must provide 
psychological structure by giving values and direction 
and an acknowledgment of the patient’s importance, 

If the patient demands that the physician be the ideal- 
ized, omnipotent, magical healer who is overadmired, the 
physician must accept this assignment. He must allow 
himself to be admired, since he understands the needs 
that are being gratified and the emotional relief that this 
will afford the patient. Similarly, in those situations in 
which the patient’s needs put the physician in the role of 
the admiring, approving, and loving parent of early life, 
this role should also be accepted and acted upon in prac- 
tical terms. The crucial point is that the physician must 
empathically grasp the patient’s needs and be willing to 
play his assigned role, for the patient’s comfort, as long 
as this is necessary. 
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Rapid “Digitalization’’ of Decompensated Schizophrenic Patients with 


Antipsychotic Agents 


BY PATRICK T. DONLON, M.D., AND JOE P. TUPIN, M.D. 


The authors describe a method of administering high 
dosages of the more potent, less sedating antipsychotic 
drugs to schizophrenic patients to promote the patients’ 
rapid improvement. This method has been effective in 
keeping the periods of hospitalization of more than 150 
schizophrenic patients brief, and the patients have been 
managed in an open ward community setting. 
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THREE YEARS AGO we began treating hospitalized schizo- 
phrenic patients with high dosages of antipsychotic 
agents. We felt that conventional low-dosage schedules 
caused many patients to remain hospitalized for exces- 
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sive periods and prolonged their emotional turmoil; this 
in turn interfered with their psychotherapeutic and reha- 
bilitation programs. Shortened hospitalization, when it is 
possible, diminishes the economic impact of an illness 
and minimizes the possibility of dependency on the hospi- 
tal. 

After experimenting with different forms of adminis- 
tration and dosage schedules, we developed a method of 
rapid dosage increase that is similar to digitalization. 
This method has enabled us to treat almost ail our schiz- 
ophrenic patients in an open ward setting (part of a com- 
munity mental health center), and the majority of hospi- 
talized psychotic patients remain as inpatients for less 
than eight days. We have had experience with more than 
150 patients. 


TREATMENT METHOD 


After admission to the hospital. the patient is started 
on a small oral test dose of one of the more potent, less 
sedating antipsychotic agents—fluphenazine hydro- 
chloride (Prolixin or Permitil), trifluoperazine hydro- 
chloride (Stelazine), haloperidol (Haldol), thiothixene 
(Navane), or fluphenazine enanthate (Prolixin Enan- 
thate)—to uncover any idiosyncratic reactions. The dos- 
age is increased daily until substantive symptom control 
is achieved, usually within one week. The direction and 
amount of the daily dosage adjustments are based on 
clinical response and the emergence of side effects, espe- 
cially sedation. The “‘digitalizing’’ daily dosage is nor- 
mally 50-100 mg. of fluphenazine hydrochloride or its 
equivalent. The level of this dose is determined by the 
achievement of substantial clinical improvement and the 
absence of significant side effects. 

Low-dose antipsychotic agents are preferred because 
they seem to produce less sedation. Initially, the patients 
tolerate the high dosage of medication with minimal side 
effects. However, in about six to eight weeks the patient 
often complains of being ‘“‘overmedicated.”’ The onset of 
mild sedation usually coincides with the final dis- 
appearance of overt psychotic symptoms and the return 
of the chronic adaptive state of psychic reintegration (1). 
At this point the patient no longer requires or can toler- 
ate the *digitalizing” dosage. The medication is then re- 
duced to a maintenance or stabilization dosage, which is 
usually less than one-half the daily “‘digitalization”’ dos- 
age. The maintenance dosage is determined by gradually 
reducing the “‘digitalization” dosage to a relatively seda- 
tion-free state while still maintaining psychic rein- 
tegration. Most patients on maintenance medication do 
not require an antiparkinson agent. However, the in- 
cidence of neurologic side effects is high during the “‘digi- 
talization”’ period, so we routinely prescribe antiparkin- 
son agents prophylactically. 

To use fluphenazine hydrochloride as a prototype, we 
start the-patient on 10-20 mg. on the day of admission. 
The dosage is increased by 10-20 mg. increments on a 
daily or twice-daily basis. The medication may be given 
either in divided doses or in a single bedtime dose. The 
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patient’s level of alertness, side effects, sleep pattern, and 
symptom reduction are the basis for dosage regulation. 
When a patient no longer has a sleep disturbance, begins 
to show signs of sedation, or demonstrates a significant 
clinical response we consider him to be on a therapeutic 
level. If there are troublesome side effects, the dosage is 
stabilized or reduced. | 
An antiparkinson agent—for example, 2-4 mg. of 
benztropine mesylate daily—is given routinely on admis- 
sion as prophylaxis against extrapyramidal side effects. 
Additional medication is seldom required except when a 
patient becomes acutely agitated. When this occurs, a 
more sedating phenothiazine (e.g., chlorpromazine hy- 
drochloride or thioridazine hydrochloride) or a short-act- 
ing barbiturate is given as needed. If the patient is am- 
bivalent about taking his medication as an outpatient, 
our practice is to substitute 25-50 mg. of fluphenazine 
enanthate, a long-acting injectible, every other day as in- 
dicated during hospitalization, regulating the dosage in a 
manner similar to that used with the oral medications. 


SIDE EFFECTS 

The rapid “‘digitalization” method is by no means a 
chemical straightyacket. High dosages of the more po- 
tent, less sedating antipsychotic agents are effective and 
are well tolerated by patients. Hypotension is rarely a 
problem. We routinely discuss the possibility of side ef- 
fects with all patients. Most bothersome are the anti- 
cholinergic side effects of blurred vision and dry mouth 
that occur early in treatment. We are not aware of any 
cases of agranulocytosis or obstructive jaundice. Extra- 
pyramidal symptoms are treated with antiparkinson 
agents or diphenhydranine hydrochloride. 


CLINICAL EXAMPLES 


Case 1. Miss R., a 22-year-old college student, was referred 
by her school counselor. She had no previous episodes of psy- 
chosis. Her symptoms began one month prior to admission 
and included loose associations, flat affect, autistic thinking, 
and auditory hallucinations. An aunt and an older sister had 
been previously hospitalized for mental illness. 

On the day of admission Miss R. was placed on 10 mg. of 
fluphenazine hydrochloride twice a day and 2 mg. of benztro- 
pine mesylate twice a day. The following day her fluphenazine 
hydrochloride was increased to 20 mg. twice a day and by day 


four to 30 mg. At this dose she experienced some dryness of 


the mouth and blurring of vision but no other side effects. By 
day five there was no evidence of auditory hallucinations and 
her sleep was undisturbed. On day six she began discussing her 
fears of college graduation and seeking employment. She also 
complained of mild drowsiness. By day seven there was im- 
provement of thought associations and a fuller expression of 
affect. Moderate depressive symptoms were present, but gross 
manifestations of a thinking disorder were no longer apparent. 
On day eight Miss R. was discharged with an appointment 
to return in two days. On follow-up she complained of seda- 
tion, so her medication was reduced to 20 mg. twice a day. 
Two weeks following her discharge she resumed classes. The 
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plan was to continue her on the antipsychotic medication and 
in psychotherapy. 


Case 2. Mr. M., a 29-year-old chronically unemployed sin- 
gle man, had had three brief hospitalizations for paranoid 
psychosis during the five years before his latest admission, as 
well as an eight-month hospitalization at a state mental facility 
at the age of 22. During his hospitalizations he had obtained 
symptomatic relief on antipsychotic medications, but took 
his medication irregularly between hospitalizations; this re- 
sulted in the reappearance of the psychotic symptoms. 

Upon admission he was markedly agitated, yelling that he 
was being poisoned. Mr. M. refused to talk to the admitting 
doctor except to shout profanities and to say that he did not 
require a jail keeper. Ideas of reference and feelings of pas- 
sivity were marked. His thoughts were badly scattered. 

He was started on 10 mg. of oral fluphenazine hydrochlo- 
ride twice a day; later that day the dosage was increased to 20 
mg. twice a day. He also received 2 mg. of benztropine mesyl- 
ate twice a day and 200 mg. of chlorpromazine hydrochloride 
orally as needed for agitation. That evening Mr. M. paced the 
corridor and slept only three hours. 

The following day there was no evidence of side effects and 
the fluphenazine hydrochloride was increased to 30 mg. twice 
a day and the following day to 40 mg. By day five Mr. M. per- 
mitted brief discussions with his therapist. On hospital days 
six, eight, and ten he received 50 mg. of parenteral fluphena- 
zine enanthate. On day six his oral medication was increased 
to 50 mg. twice a day without apparent side effects. The fol- 
lowing day, however, he began to experience drowsiness and 
requested that he be taken off medication; the fluphenazine 
hydrochloride was reduced to 60 mg. a day. 

At the time of his discharge Mr. M. remained guarded and 
suspicious but denied a fear of vulnerability. The agitation had 
markedly subsided and he expressed some reluctance over 
being discharged. Two months following his discharge the 
fluphenazine enanthate was discontinued and the fluphenazine 
hydrochloride reduced to 20 mg. twice a day. His psychotic 
symptoms remained in remission. 


DISCUSSION 


Our observations agree with those of other investiga- 
tors that high-dosage antipsychotic drugs are well 
tolerated subjectively by patients and offer more rapid 
therapeutic effectiveness than drugs given in low dos- 
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age (2-9). We believe the clinical response is accelerated 
if the high doses are reached early in treatment. Many 
patients have probably required extended hospitalization 
and have remained symptomatic simply because they 
were treated with inadequate dosages of medication. 

The rapid control of psychotic symptoms offers several 
advantages: 1) shorter hospitalization, including dimin- 
ished risk of institutional dependency; diminished risk of 
institutionally generated secondary problems such as 
apethy, loss of contact with family, friends, and job; di- 
minished social stigma; economic savings to patient; and 
increased utilization of hospital beds through rapid turn- 
over; 2) early engagement of the patient in psycho- 
therapeutic and rehabilitative programs; and 3) early and 
firm establishment of staff-patient rapport, with sub- 
sequent improved cooperation when the patient is treated 
as an outpatient. 

High-dose antipsychotic medication programs that 
reach therapeutic levels rapidiy appear to be safe, effec- 
tive, and well tolerated by patients. However, careful 
comparative studies of this program with conventional! 
dosage schedules are needed to confirm these initial ob- 
servations. 
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Marijuana: CNS Depressant or Excitant? 


BRIEF COMMUNICATIONS 


BY SHIRLEY Y. HILL, PH.D., DONALD W. GOODWIN, M.D., ROBERT SCHWIN, M.D., AND BARBARA POWELL, PH.D. 


This paper describes the effects of marijuana smoking on 
sensitivity to pain, touch, and visual stimuli in regular 
users of the drug. Using accepted measures of these sen- 
sory processes, the authors found an absence of analgesia 
and an increased sensitivity to the stimuli they employed. 
This suggests that marijuana may have stimulant effects 
on the central nervous system. 


MOST PSYCHOACTIVE DRUGS have both stimulant and de- 
pressant effects, which depend on dose, time course, and 
the particular function in question. Drugs are therefore 
generally classified on the basis of their most prominent 
action (1). This paper is concerned with the classification 
of marijuana as a stimulant or depressant in humans. 

Marijuana has generally been thought of as having 
sedative effects (2). This is largely based on subjective re- 
ports of marijuana users, indicating relaxation and sleep- 
iness. These ‘“‘depressant”’ effects are also suggested by 
laboratory studies showing decremental effects on motor 
and memory function (3, 4). 

However, marijuana users often report a heightened 
“perceptual awareness” (2, 5), suggesting that the drug 
may have stimulant as well as depressant properties. 
Keeping these various possible effects in mind, we de- 
signed’ this study to investigate the effects of marijuana 
on sensory processes as reflected in the critical flicker fu- 
sion (CFF) threshold and pain and touch sensitivity. 

There is evidence that critical flicker fusion (CFF) is a 
reliable and sensitive measure of the stimulant and de- 
pressant effects of a variety of drugs on the central ner- 
vous system (6). CFF refers to the minimal number of 
successive flashes of light per second that can no longer 
be resolved into discrete flashes but that are perceived, 
rather, as a steady light. 


STUDY |: EFFECTS OF MARIJUANA ON CFF 


Thirty-one men, aged 21 to 30, were given either mari- 
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juana or placebo. Subjects assigned to the marijuana 
group smoked | gr. containing 1.4 percent of (-)-trans- 
delta-9-tetrahydrocannabinol (THC) while the placebo 
group smoked marijuana from which the THC had been 
removed. As described elsewhere (7), both the active 
agent and the placebo were burned in a crucible that 
was attached to a spirometer in which the smoke was 
trapped. The crucible was then replaced with a rubber 
mouthpiece for the inhalation of smoke. The subjects 
followed a timed procedure until all the smoke was in- 
haled. This method consisted of inhaling for five sec- 
onds, holding the breath for 15 seconds, and resuming 
normal breathing for 35 seconds. Assuming a minimal 
loss of smoke by this method, the dose delivered to the 
THC-smoking subjects over a 15-minute period was cal- 
culated to be approximately 12 mg. 

We used a pretreatment-posttreatment design to deter- 
mine the effects of marijuana on CFF threshold. The sub- 
jects were tested in a dark, windowless room 15 minutes 
before and then after smoking. The subject’s forehead 
was aligned against the head rest of a telebinocular oph- 
thalamic lens device,’ so that he faced two neon flash 
lamps of a photostimulator.* The photostimulator was 
placed behind the lens at a distance approximately equal 
to the focal length of the lens. In this manner, the subjects 
were shown flashes of 1.1 log foot lamberts of constant 
light intensity while the frequency of the flickering light 
was varied. The flicker frequency was varied by rotating 
the dials on the photostimulator by hand; the increments 
of change were about 0.5 cycles per second. The accuracy 
of the frequency measurements was ensured by calibrat- 
ing the photostimulator against two reference frequencies 


each day before testing. 


Using the method of limits, stimuli were presented in 
alternating ascending and descending series. Ten pairs of 
ascending and descending measures were obtained for 
each of the subjects before and after the smoking period. 
The light was varied from 20 to 60 cycles per second. The 
subjects were asked to report “‘stop’’ as soon as the light 
stopped flickering on ascending trials and report “start” 
as it began to flicker on descending trials. 

A comparison of the pretreatment-posttreatment dif- 
ferences in the THC and placebo groups was made; a sig- 
nificant increase in the CFF threshold (Student’s t test, 
p < .05) resulted. It was therefore necessary to increase 
the flash frequency of the photostimulator for the subject 
to perceive the light as fused. This increase in threshold 


‘Keystone View Company, Model 46 C. 
? Lafayette Instrument Company, Model 1202 A. 
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TABLE 1 


Mean Current Level {in Microamps) Before and After Receiving THC or Placebo 


THC (N=20) 
Response Pretreatment Posttreatment Difference 
Ascending sensation 425.3] 388.23 - 37.08 
Descending sensation 622.73 539.60 ~ 83.13* 
Ascending pain 1,231.52 1,006.12 ~225.40* 
Descending pain 1,188.96 1,075.61 ~113.35 
Pain tolerance 1,959.07 1,803.15 ~155.92* 


*n<.05, two-tailed t test. 


indicates that discrete flashes of light are seen longer fol- 
lowing marijuana smoking. Known CNS depressants 
such as alcohol (8-10) and barbiturates produce a de- 
crease in CFF threshold (11, 12). Stimulants such as am- 
phetamines produce an increase in the CFF thresh- 
old (11, 13, 14). 


STUDY 2: EFFECTS OF MARIJUANA ON PAIN AND 
TOUCH SENSITIVITY 


Further support for the idea that marijuana may act 
as a stimulant comes from a study of the effects of mari- 
juana on pain and touch sensitivity (15). This evaluation 
was made with 26 subjects. The experimental design and 
the administration of materials were the same as in the 
CFF study. 

Painful and nonpainful stimulation was produced elec- 
trically using a Grass model S-4 stimulator. The output 
was wired in series with a 10,000 ohm resistor so that the 
. current received by the subject could be determined. The 
output signal was fed into a Tektronix oscilloscope 
(561A) with a dual trace amplifier (3A1), so voltage and 
amperage could be read and photographed with a model 
C-12 oscilloscope camera; parallel output was applied to 
the subject. Electrode paste was applied to the subject’s 
second and fourth fingers and electrodes were attached. 

Using the method of limits, ascending and descending 
thresholds were determined for nonpainful and painful 
stimulation. Pain tolerance was determined by gradually 
increasing the current until the subject protested. 

A detailed set of instructions, patterned after that of 
Wolff and Horland (16), was read to each subject before 
testing began. In addition to providing direction to the 
subject, these instructions were designed to reassure him 
of the safety of the procedure and to inform him that sev- 
eral measurements would be taken. Five verbal responses 
were required on each trial. The current was turned to a 
level below the sensation threshold and was gradually in- 
creased until the subject reported feeling the sensation. 
Subjects had been instructed to report with the word 
“now” as soon as they felt any kind of sensation, such as 
a faint touch or tickling. The current was then increased 
until the subject responded with the word “pain.” With 
respect to the pain threshold, subjects had been instructed 
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Placebo (N = 6) 


t Value Pretreatment Posttreatment Difference t Value 
~ .79 415.50 433.39 -+ 17.89 .06 
~2.37 514.50 563.33 + 48.83 6] 
~2.25 783.61 887.28 + 103.67 1.35 
-1.82 952.44 1,303.33 -+350.89 2.39 
~2,09 1,345.00 1,544.88 +199.88 60 


to report pain whenever the sensation changed into any 
kind of pain, ache, or hurting sensation. The subjects’ tol- 
erance for pain was evaluated by asking them to endure 
the painful stimulation for as long as possible. They were 
told that as soon as they said “‘stop”’ the current would be 
turned down. 

Following a determination of the subject’s pain toler- 
ance, the current was gradually lowered until he reported 
that the pain had ceased. The current was then lowered 
further until the subject reported that the sensation had 
disappeared entirely. In this way, the five threshold mea- 
sures shown in table | were obtained. 

The mean current value was calculated from three tri- 
als for each of the five measures: ascending sensation, de- 
scending sensation, ascending pain, descending pain, and 
pain tolerance. The mean current value obtained after the 
smoking period was subtracted from the mean current 
value that had been obtained beforehand, yielding a dif- 
ference score. The average difference scores for the pla- 
cebo and THC groups on each of the five mesures are 
shown in table 1. None of the pretreatment-post- 
treatment differences in the placebo group was signifi- 
cant. Three significant differences were found in the THC 
group: two thresholds—descending sensation and ascend- 
ing pain—-were decreased, as was pain tolerance. It ap- 
pears therefore that sensitivity to painful and nonpainful 
stimulation is heightened under the influence of THC; 
this suggests that marijuana at the dose administered has 
no analgesic properties. 


DISCUSSION 


On the basis of our finding that marijuana increases 
sensitivity to intermittent light and to painful and non- 
painful stimulation, we would conclude that marijuana 
has, as one of its prominent actions, a stimulating effect 
on the central nervous system. This is consistent with the 
finding by Kopell and colleagues (17) that contingent 
negative variation amplitudes’ were enhanced following 


>The contingent negative variation (CNV) is a slow surface-negative 
potential change recorded from over the surface of the scalp and elicited 
by two successive stimuli {S1 and S2) separated by a fixed interval and 
regularly presented to the subject. 


the use of marijuana. Contingent negative variation 
(CNV) amplitudes are thought to be a measure of com- 
plex changes in attention-arousal functions. An enhance- 
ment of CNV amplitude is indicative of increased atten- 
tion and arousal. 

Our findings are also consistent with clinical reports 
that perceptual awareness is heightened (2, 5, 18). It is 
also possible that our findings may be reconciled with 
other reports of decremental motor and memory func- 
tioning (3, 4). Roth and co-workers (19) found that sub- 
jects receiving marijuana had much smaller CNV ampli- 
tudes (hence less arousal) for irrelevant stimuli than 
subjects receiving placebo. Clinical reports of heightened 
perceptual awareness generally refer to heightened esthet- 
ic appreciation in association with an apparent improve- 
ment in sensory functions such as audition, vision, and vi- 
bratory senses (2, 5, 20). It is possible that sensory tasks 
are more “relevant” for esthetically motivated marijuana 
users than are tasks having minimal esthetic interest such 
as motor and memory tasks. 
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A Comparison of Physician Education in the USSR and the United States 


BY ROBERT S. DANIELS, M.D. 


This paper contains observations of Soviet medicine 
made by the author during a recent scientific visit. He de- 
scribes the influence of public policy on Soviet medicine, 
the emphases in training and practice, the role of women, 
and the steps in the training of physicians in the USSR. 
Comparing medicine in the USSR and the United States, 
the author relates his observations to changes that are 
taking place in American medicine. 


THIS PAPER was stimulated by a visit that I recently made 
to the USSR for the purposes of evaluating health plan- 


ning and finance and comparing the medical education 
systems of the two countries as they relate both initially 
and in continuing education to numbers of physicians, ex- 
tent of training, and attitudes about training. The visit oc- 
curred during September 1972 as part of the scientific ex- 
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change program between the two countries that was 
agreed to originally in 1958 and subsequently extended in 
1972.! 


EDUCATION OF PHYSICIANS IN THE USSR 


Storey (1) has reviewed the system of physician educa- 
tion in the USSR. General education at primary and sec- 
ondary levels typically requires ten years. At the end of 
this time, a person who is interested in medicine may ap- 
ply to a medical facility for admission to one of five train- 
ing sequences. There are approximately ten applicants 
for every available position. The assessment process in- 
cludes a review of the applicant’s academic record and 
his or her letters of recommendation and a personal in- 
terview. The five major faculties and categories are: 

l. The medical or therapy faculty..This discipline in- 
cludes internal medicine, surgery, obstetrics and gynecol- 
ogy, psychiatry, and other specialties. 

2. The pediatric faculty. 

3. The “stomatologic” faculty. This rubric is broader 
than dentistry in interest and activities, but dentistry cor- 
responds most closely. 

4. The sanitary medicine and social hygiene faculty 
(public health). 

5. The pharmacologic faculty. This is actually a some- 
what shorter course of study than the other four. It corre- 
sponds most closely to our pharmacy education. 

The first two years of training are essentially com- 
parable to our premedical education, the next two years 
to our preclinical work in medical schools, and the final 
two years to our clinical years in medical school. The 
fifth year is spent in rotation through all specialties and 
the sixth year in one specialty. It is a first step in entry to 
a specialization track. The seventh year, called an inter- 
natura, is comparable to our straight internship. After 
that year the student receives his degree and is ready to 
begin independent practice. l 

The typical doctor, completing his seventh year, con- 
tributes three years to the state at an assigned post, often 
in a geographic area or in a service that is difficult to 
staff. For this he receives a regular salary. Following this 
commitment he may begin practicing or may apply to be- 
come an ordinatura or an aspirantura. The ordinatura 
usually spends two years in further training in his chosen 
specialty in a large hospital. The aspirantura may begin 
training either after his or her state service or after be- 
coming an ordinatura. He is trained for a subsequent 
academic career in research or teaching; he completes a 
research project and writes and defends his thesis. He is 
examined in a foreign language and in philosophy (Com- 
munism). 


'This program of study was sponsored by the Individual Scientist Pro- 
gram, Section V, United States-Soviet Health Exchange Agreement, 
Office of International Health, Department of Health, Education, and 
Welfare. 
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PHYSICIAN QUANTITY AND QUALITY IN THE USSR 


The USSR has established a physician education sys- 
tem that requires early specialization and that, in com- 
parison to American practice, shortens the time period 
invelved in education. Thts early specialization begins at 
the outset of the training for pediatricians, stomatolo- 
gists, public health physicians, and pharmacists. For all 
other physicians, it begins in the sixth year of the educa- 
tional process. There are no generalists or family physi- 
cians comparable to those in this country. 

The goals of planning for manpower needs include 
large numbers of physicians and large amounts of pri- 
mezry and outpatient care. There is also great emphasis 
on prevention; fully 40 percent of the ambulatory care 
visits are for preventive purposes. Currently there are 
2.83 physicians per 1,000 people (approximately twice the 
ratio in the United States); the population averages be- 
tween ten and I! outpatient visits per person per year 
(approximately two and one-half times the number in this 
country). Thus the policies of the USSR have led to a 
large number of physicians who accommodate an in- 
creesed number of visits and who most probably provide 
an increased amount of both preventive and therapeutic 
ambulatory care. , 

As a consequence of early physician specialization and 
of tne specialization of different facilities within the total 
system, there are specialty clinics for adults, children, ob- 
stetrical and gynecological services, workers in industry, 
and psychiatric services, and for problems such as oncol- 
ogy, tuberculosis, and venereal disease. There are sepa- 
rate hospitals for adults, children, obstetrics, and psychi- 
atry. The educational policies, therefore, sacrifice some 
generalism in education and reduce the time devoted to 
specialty training in order to produce a specialized physi- 
cian who is available for service earlier. 

Given our experiences, we would anticipate that such 
highly specialized services would be fragmented and 
would neglect such basic sociopsychological consid- 
erations as the family. The polyclinic professionals and 
the central planning and evaluative authorities claim that 
fragmentation does not exist and that there is effective 
collaboration and cooperation at the local level on the 
part of the involved physicians and facilities. 

Currently, we face similar policy questions in the 
United States with regard to, the shortening of pre- 
medical and medical education and the elimination of the 
internship. If these proposals are adopted as national pol- 
icv, we may see the physician specialist trained according 
to a program lasting nine years. Three years would be 
spent in college, three in medical school, and three in spe- 
cialty training. This system would be essentially equiva- 
lent to the Soviet system (if training at the ordinatura 
level is included). Another similarity worth noting is that 
three years of state service are required in the USSR. The 
United States is also considering some type of national 
service, perhaps two years in length, to provide service in 
locations that are undesirable from the point of view of 
many young physicians. These locations would probably 
be in urban low-income areas with varied racial and eth- 


nic composition and in rural areas. In the USSR, sim- 
ilarly, this required period of service is most often also in 
areas and services that are difficult to staff. 


POLICIES FOR CONTINUING EDUCATION 


The USSR views the education of its physicians as a 
lifetime process. The government plans systematically 
for continued course work and six-month periods of ad- 
vanced training every three to five years in a hospital set- 
ting. This advanced training is supported by the state. 
The physictan receives his usual salary plus living ex- 
penses if he or she is away from home. Such opportuni- 
ties are very important in the USSR because most physi- 
cians practice outside of hospitals in polyclinics and do 
not have the opportunity to participate intensively and 
regularly in the hospital care of more seriously ill pa- 
tients. 

In the United States, medical educators are deeply 
concerned about the acceleration of medical knowledge 
and the difficulty the practicing physician is likely to have 
in remaining abreast of developments over a 40-year or 
45-year practice. Attempts at continuing education 
through journals, books, courses, seminars, etc., go on 
constantly but do not seem to meet this problem ade- 
quately. A continuing process of relicensing and recertifi- 
cation is being considered by some. Although the details 
are more complex in a more open and fluid social system, 
the experience of the USSR in continuing education may 
be worth reviewing, and some variation of the Soviet plan 
may be worth considering for the United States. 


WOMEN IN MEDICINE 


In the USSR I was tmpressed by the number of women 
physicians (currently 73 percent of the total number) and 
the frequency with which they staffed primary care sites 
in pediatrics, adult services, and obstetric-gynecological 
services. They seemed satisfied with the work of primary 
care and appeared to be highly regarded by their patients. 
Several of the physicians with whom we talked remarked 
that men seemed more suited to hospital work, research 
and teaching, and the more scientific and mechanized as- 
pects of the biological sciences. They thought that women 
were more likely to be interested in people, in the nurtur- 
ing and caretaking roles, and in the sociopsychological 
aspects of the work. Several polyclinic directors spoke 
about their preference for women physicians because 
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men were likely to become dissatisfied and to stay for 
only a few years in the polyclinic doing ambulatory care. 
They believed that women were likely to settle down to a 
career of being a district physician responsible for pri- 
mary care. 

Are lessons for the United States to be learned from 
these observations? Currently our weakest area of medi- 
cal service is probably primary care. There is also more 
dissatisfaction among physicians about the requirements 
of this work than about any other. Might we do well to 
shift the proportion of our physicians in the direction of 
more women, particularly in family medicine, obstetrics, 
pediatrics, and psychiatry? 


CONCLUSIONS 


The medical education systems of the United States 
and the USSR are coming closer together in terms of the 
length of training from the beginning of college to the 
completion of specialty training. 

The Soviet system of fostering early specialization in 
order to increase and expedite specialty education should 
be observed and evaluated. It is my opinion, however, 
that such early specialization should not be adopted as 
national policy in the United States. 

The experience of the USSR with required public 
service following education should be reviewed and con- 
sidered for adoption in a suitable variant for the United 
States. In no other way does it seem possible to meet 
the current physician shortages in certain urban and 
rural areas. 

Viewing medical education as a lifetime process is a 
positive aspect of Soviet medical education. Again, the 
experiences and the requirements must be adapted to 
our socioeconomic and medical care system, but such 
lifetime educational experiences are necessary if knowl- 
edge and practice are to remain current and effective. 

Increasing the proportion of women physicians 
might lead to improved and more effective primary care, 
particularly if women could be provided with work con- 
ditions that would enable them to carry the double re- 
sponsibilities of home and work satisfactorily, should 
the particular woman so desire. 
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Resident Peer Supervision of Psychotherapy 


BY D.K. WINSTEAD, M.D., J.S. BONOVITZ, M.D., M.S. GALE, M.D.. AND J.W. EVANS, M.D. 


This paper describes a program at the University of 
Cincinnati Medical Center for the supervision of 
second-year residents by a group of peers. Under this sys- 
tem, each participant was able to bring troublesome cases 
to the attention of the group and to work through many 
of the difficulties that might not have been examined in 
traditional individual supervision. The authors describe 
five stages in the development of the group and offer ob- 
servations that would be helpful to such groups else- 
where. 


LEARNING TO DO INDIVIDUAL PSYCHOTHERAPY is difficult 
for the psychiatric resident. This is due in large measure 
to the fact that psychotherapy is hard to teach. Tradition- 
ally, individual supervision and conference case presenta- 
tions have been the major instructional means. Valuable 
as they are, they do not accomplish all that 1s required. 
Resident peer supervision—heretofore seldom used—of- 
fers another avenue. Although peer supervision of prac- 
ticing psychiatrists has been found valuable (1) little has 
been published about peer supervision in residency train- 
ing. The most significant report—a study by Brugger and 
colleagues published in 1962 (2)—found that resident 
peer-group supervision, as distinguished from individual 
Supervision, made possible greater spontaneity and ag- 
gressiveness in a “bull-session” atmosphere. Yet despite 
the Brugger team’s positive assessment of the peer 
group’s contribution to “a unique perspective to the self- 
appraisal of the beginning psychotherapist,” there have 
been no follow-up studies. This report is in response to 
the lack of literature on peer supervision. 

From July 1971 through June 1972, four second-year 
psychiatric residents participated in a peer supervision 
group at the University of Cincinnati Medical Center. 
Hour-long meetings of the group were held at weekly in- 
tervals for the supervision of individual psychotherapy. 
There were many reasons for starting the group. A major 
reason was the residents’ strong feeling that the learning 
experience provided by the individual supervisory model 
was one-sided and that the departmental emphasis on 
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psychodynamic-psychoanalytic principles had led to a 
biased selection of cases for presentation to supervisors. 
Hoping to please and interest the supervisor, the super- 
visee would frequently select the “insight cases” for pre- 
sentation. Patients seen as requiring only supportive or 
reletionship-type psychotherapeutic approaches were of- 
ten neglected in the relatively limited time available for 
ind:vidual presentation. Moreover, the rotation of super- 
visors every six months did not allow enough time to es- 
tablish a working-teaching alliance that would permit the 
presentation of less valued and more difficult patients. 

The second reason for the formation of the peer group 
was the need for a forum to discuss feelings about 
patients and countertransference phenomena. These feel- 
ings and phenomena were difficult to discuss in individual 
Supervision since residents did not generally present 
countertransference problems to their supervisors, prob- 
ably because of their concerns about formal evaluation. 
For their part, the supervisors seemed somewhat protec- 
tive toward the residents and frequently ignored counter- 
transference issues. 

A forum, then, was needed in which to express one’s 
feelings of anxiety, depression, and doubt about one’s 
performance as a psychotherapist entering the second 
year of residency training. Reports in the literature have 
emphasized that the end of the first year of psychiatric 
residency is an important transitional period, a time 
when a “first-year syndrome” (3)—a syndrome charac- 
terized by a marked increase in feelings of anxiety, help- 
lessness, and depression (4)—appears. The dynamics of 
this syndrome are related to the resident’s struggle for a 
new professional identity as a physician and a psychia- 
trist (5). This critical period also seems to be a time when 
the psychiatric resident loses some of his idealism (6) and 
gives up a fantasy about the magical powers of his super- 
viscrs (7). Many of these feelings were initially common 
among our residents and the peer group provided a forum 
for discussion. 

The peer group was therefore organized with the overt 
goal of providing extra and unique supervision. The 
uniqueness had to do with the use of the peer group as a 
medium for the discussion of countertransference issues 
bearing on more difficult and less valued patients. The 
covert goal of the group was to deal with the feelings of 
the members during a difficult period of training. Other 
goals included the evaluation of emotional and educa- 
tional gains made by the participants and the potential 
benefits or hazards to patient care. 

Since these educational gains are directly related to the 
group process, the two are presented jointly. The group 
passed through five identifiable stages, each marked by 


specific behavioral characteristics and educational gains. 
The stages were those of: 1) group formation, 2) the de- 
velopment of a group supervisory alliance, 3) temporary 
regression, 4) group supervisory alliance, and 5) termi- 
nation. 


STAGES IN THE GROUP’S DEVELOPMENT 
Group Formation 


The first phase of the peer supervision group lasted 
three months. During this time, the members were con- 
cerned with the development of relationships and trust. 
Their concerns over vulnerability through exposure and 
competitiveness needed to be dealt with. In the beginning, 
some tardiness and approximately 15 minutes of sociali- 
zation preceded the case presentations. As the members 
developed trust in one another and became more involved 
in the group, the full hour came to be used for the super- 
vision. During this period- meetings were held only three 
times each month, and the task of presenting a different 
case each week (“one-shot presentations’’) would rotate 
among the members. 

During this initial phase, the patients discussed were 
of the type that needed supportive therapy. Because of a 
deficiency in the individual supervisory alliance (as de- 
scribed above), these cases had either been passed over in 
individual supervision or had been presented to the super- 
visor in a manner that obscured the impasse or deteriora- 
tion in therapy. These less valued cases were ones that the 
resident was not highly interested in or involved with. 
Yet, these were cases that he was most frequently trou- 
bled by, that he felt were going poorly, and that had 
evoked strong, usually negative feelings in him. 

The atmosphere of the group setting permitted these 
difficulties to be exposed. Not only was there a friendly, 
supportive relationship among members but, in addition, 
the threat of formal evaluation was absent. Each was 
struggling with similar situations. This was only sensed at 
first but was soon explicit. It was a relief to know that 
others were struggling too and that they even disliked 
some of their patients. In most instances, the ventilation 
by the presenter and the help from the group in looking at 
the case material objectively provided sufficient support 
for the presenter to improve his work in therapy, to 
present the case candidly in supervision, or both. The fol- 
lowing case report illustrates these gains. The patient was 
discussed by the group after nearly a year of treatment 
that was notable for its lack of movement. This patient 
had scarcely been mentioned during the therapist’s super- 
VISOTY Sessions. 


Case I. Louise, a 39-year-old woman with a 20-year history 
of schizophrenia, lived with and was supported by her mother. 
Louise had been in treatment for years. Despite having recently 
achieved a bachelor’s degree in night school, she could not func- 
tion in a work setting. She obtained jobs easily but was fired 
within weeks. She was receiving minute doses of phenothi- 
azines from her general practitioner and came to the clinic 
irregularly “to talk.” 
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The recommendation of the peer group was to termi- 
nate therapy with Louise, since she was considered un- 
able to benefit from psychotherapy and could therefore 
be followed just as well by her general practitioner. The 
peer group empathized with the presenter’s frustration 
and his covert wish to terminate treatment of his patient. 
These ideas were subsequently presented in individual su- 
pervision. Since the general practitioner was hesitant to 
assume full responsibility for her care, the resident was 
encouraged by his supervisor to continue seeing Louise 
on an intermittent basis. The patient found these arrange- 
ments unsatisfactory and applied to another agency. The 
case was again presented to the supervisor and this time a 
plan was formulated to increase the frequency of her vis- 
its to the clinic, dispense adequate doses of phenothia- 
zines, and undercut her self-destructive employment pat- 
tern through work evaluation and appropriate job 
placement. Progress in implementing these goals has 
been slow, but therapy has taken a more meaningful and 
realistic direction. This case was typical of others that 
were discussed in the traditional supervisory conference 
only after being reviewed by the peer group. 

Another characteristic of the initial phase was that the 
presenter asked for and received direct advice from the 
peer group. As in the case of Louise, the residents fre- 
quently requested permission to terminate treatment or 
to transfer apparently untreatable patients to other thera- 
pists. Permission was often given when in retrospect it 
was not always in the patient’s best interest. This was 
seen as a hazard of peer-group supervision. The dynamics 
of this situation seemed to stem from the members’ feel- 
ings of inadequacy and doubt. Willingness to give direct 
advice and to agree with and support each other reflected 
a wish to encourage the development of trust and cohe- 
siveness in the group. Members were hesitant to suggest 
alternate ways of dealing with problem patients, prob- 
ably for fear of being competitive and of destroying de- 
fenses. During this phase disagreements were few. 


Development of a Group Supervisory Alliance 


The second phase, also lasting for three months, was 
characterized by the development of a group supervisory 
alliance. During this stage, the members had an increased 
involvement in the peer group as a learning experience. 
Also, by this time the members trusted each other more, 
felt more secure, and were able to expose more of their 
work. The nonpresenting members also seemed to be 
“taking risks?” by offering more speculative inter- 
pretations as well as being less concerned about dis- 
agreements. Rather than merely giving direct advice, the 
members began to explore the therapeutic problems. 

These changes contributed to a shift in format from 
“one-shot presentations” to presentations of one patient 
for three consecutive weeks. (This is a model used in a 
highly valuable departmental teaching conference.) The 
members felt that psychotherapy could be supervised in 
depth onlv by switching to a model that would facilitate 


` the presentation of therapy process notes. Patients were 


now selected in whom the therapist had a marked invest- 
ment and with whom he felt therapy was progressing, 
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even though some problems existed. 

During this second phase meetings were held weekly, 
with more promptness and less socialization. The group 
gave the presenter less support and more free construc- 
tive criticism. The following case report is illustrative: 


Case 2, Steve, a 2\-year-old unmarried theology student, dis- 
played phobic behavior, severe anxiety, and gastrointestinal 
symptoms including nausea, vomiting, and intermittent 
diarrhea. The patient had been seen for nine months in weekly 
sessions that were insight-oriented. Therapy had been difficult 
since the patient intellectualized a great deal and frequently 
called on God to intervene in his plight. He had often used reli- 
gion as a resistance to therapeutic intervention and interpretive 
work. Therapy had been turbulent, but by the time the case was 
presented to the peer group there had been a number of produc- 
tive sessions. 


There was some disagreement in the peer group over 
the progress of the therapy. One feeling was that the 
patient was benefiting from some insight into his problem 
and that this had led to a few appropriate changes in his 
behavior and symptoms. Another view was that the 
patient had only intellectual insight and that the thera- 
peutic work could be facilitated by letting him know that 
therapy would be time-limited. The patient continued to 
improve with therapy, but the most productive hours 
took place after a termination date had been set. 

This example shows that during the second phase, the 
members felt comfortable enough to disagree with one 
another and to make a variety of suggestions. The 
presenter would offer more detailed descriptions of the 
therapy hours and would expose more of his feelings 
about his patients. The disagreements during this phase 
marked the beginnings of open competitiveness. 


Temporary Regression 


Three months into the second stage, one member left 
the group. His departure came at a time when the group 
had increased its investment and its expectations of one 
another. The remaining members subsequently specu- 
lated that the one who left the group was less ready for 
the experience of intensive peer-group supervision, and 
the member who left felt that this was in fact the case. 

As a result of his leaving, the remaining members felt 
discouraged and canceled several meetings. The group 
then selected another member, eagerly resumed regular 
meetings, and returned spontaneously to a format of 
“one-shot presentations” for one month. This temporary 
regression seemed necessary in order for the group mem- 
bers to reassess their investment in the peer group while 
developing trust in the new member. 


Group Supervisory Alliance 


The group rapidly returned to a format of openness 
and of extensive presentations of patients in whom the 
therapists were invested and with whom they wanted to 
improve therapy. A solid group supervisory alliance was 
established. Meetings were held regularly during the four 
months of this period. 

The following case report demonstrates how the peer 
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group was, in this phase, able to explore in depth the 
problems of the therapeutic relationship rather than to 
simply offer direct advice. During the three consecutive 
presentations the various levels of the transference and 
countertransference were revealed. 


Case 3. Jane, a 21-year-old single student, had complaints of 
depression relating to her life-style, which was characterized 
by masochistic relationships with men. The therapy had re- 
sulted in a decrease in the patient’s depression as well as a 
slight change in her life-style but had somehow reached an im- 
passe. The therapist was troubled by a feeling that he enjoyed 
seeing Jane too much. 


The peer group initially felt that the patient’s seductive 
behavior evoked the therapist’s guilt over his enjoyment 
of the therapy. During the second supervisory session it 
became evident that more was involved in the impasse 
than the patient’s seductiveness. In the third session, the 
critical issue became apparent as the therapist revealed 
that Jane frequently requested a change in her hour toa 
time that was inconvenient for the therapist. She viewed 
the therapist as sadistic if he refused to change the hour 
and passive and ineffectual if he agreed. The patient de- 
sired to be treated sadistically by the therapist so that she 
could view him as the powerful father she had not had.. 
This was a defense against her wish to dominate and cas- 
trate him as her agressive mother had done to her pas- 
sive father. The therapist’s countertransference was his 
enjoyment of this powerful position. The peer group ad- 
vised the therapist to explore the patient’s feelings in this 
area. The approach proved effective. 


Termination 


During the last month of this peer group experience, 
major shifts disrupted the group’s continuity. Two of the 
members were planning to enter child psychiatry pro- 
grams (one in another geographical area), and another 
member took a leave of absence from the residency. The 
termination stage was then marked by irregularly sched- 
uled meetings and ‘‘one-shot presentations.” At this time 
the group dealt with the process of termination by reflect- 
ing and consolidating past experiences. This was sym- 
belized by the work on this paper. Although there were 
thoughts of restructuring and continuing the group, the 
motivation was no longer as great. This was related to the 
faci that the “first-year syndrome” and the accom- 
panying feelings of inadequacy and doubt were now 
greatly diminished. 


DISCUSSION 


Although the peer group was formed with the initial 
goal of providing extra supervision, it readily became ap- 
parent that its informal atmosphere led to additional 
gains. This atmosphere opened a forum for the discussion 
of difficult patients who stirred up many feelings in the 
therapist. These countertransference feelings were then 
explored. The peer group increased the residents’ interest 
in these dificult patients and resulted in a change in the 


types of patients presented to individual supervisors. The 
personal feelings of the group members concerning their 
progress in training were expressed and worked through. 


There were unexpected benefits for the nonpresenting | 


group members as well. The informal and frank com- 
parison of their work with others, eventually encompass- 
ing entire caseloads, was a helpful and supportive experi- 
ence. In addition to this, each learned of his capabilities 
in the new role of supervisor and had the opportunity of 
hearing cases objectively and of giving advice and sup- 
port that was accurate and helpful. This encouraged a 
feeling of competence and of progress in training. 

There were a few disadvantages of the peer supervision 


model. The major one seemed to be a tendency by the 


members to offer excessive support and direct advice dur- 
ing the initial phase. In retrospect, it seems that concerns 
about patient care were sacrificed as the group empa- 
thized excessively with the presenter. This was character- 
istic of only the initial stage, however, and seemed related 
to the process of group formation. Perhaps with a per- 
spective provided by this group’s experience, other 
groups might avoid this pitfall. Other disadvantages 
might have been a false sense of competence or an in- 
appropriate resistance to individual supervision. Yet 
these disadvantages seemed transient. 
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The experience with resident peer supervision proved 
valuable in developing professional skills and strength- 
ening a sense of professional identity. The peer group 
model therefore provided a unique experience in the de- 
velopment of psychiatric residents as psychotherapists. 
The supervisory and self-evaluative skills developed there 
will continue to be useful. Also, the peer group provided a 
valuable model for continuing professional development 
after formal training. 
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Interaction of Low-Dose Amphetamine Use with Schizophrenia in Outpatients: 


Three Case Reports 


BY A. PRESTON WEST, M.D. 


The similarities between amphetamine psychosis and — 
schizophrenia have been noted by several authors. Re- 
cently, an exacerbation of acute schizophrenia by am- 
phetamine has been demonstrated. The case histories 
presented in this paper suggest that the dosages of am- 
phetamine often prescribed for dieting may precipitate 
psychotic symptoms in outpatient schizophrenics who are 
not known to be clinically ill when the drugs are pre- 
scribed. 


A NUMBER OF DIFFERENT REPORTS point to a similarity in 
the mechanisms that underlie amphetamine psychosis 
and schizophrenia, especially the paranoid type. Ellin- 
wood (1), Snyder (2), and others have recently reported 
on clinical similarities between these conditions. Griffith 
and colleagues (3) have shown that paranoid psychosis 


can be reliably produced by the hourly administration of 
amphetamine for a one- to five-day period in humans 
without an increased risk for schizophrenia. 

Snyder (2) has discussed evidence that the ampheta- 
mine psychosis is mediated by means of an increase in 
dopamine neurotransmission in the brain. Snyder and 
colleagues (2,4) have discussed evidence that antipsy- 
chotic drugs act upon schizophrenia by blocking dopami- 
nergic neurotransmission. More recently, Janowsky and 
co-workers (5) have reported an exacerbation of symp- 
tomatology in schizophrenia by the acute intravenous ad- 
ministration of methylphenidate. This differs from the 
production of true amphetamine psychosis in non- 
schizophrenics by the fact that it was achieved with both 
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a much lower dose and a single dose. The report of Jan- 
owsky and colleagues (5) commented on the possible use 
of this as a diagnostic aid in schizophrenia. More recently 
this group of researchers (6) has produced a similar ex- 
acerbation of schizophrenic symptoms with the intra- 
venous administration of d-amphetamine and l-amphet- 
amine. 

Following are three case histories involving schizo- 
phrenic symptomatology associated with the use of am- 
phetamine in low doses as part of a weight-reduction pro- 
gram. Two of the patients had a definite history of 
repeated psychotic episodes and the other a very sugges- 
tive history of chronic schizophrenic symptoms. 


Case 1. A 27-year-old man with a history of psychiatric ad- 
missions—three for psychosis over a period of a year and a 
half—was admitted in January 1972 for an overdose of vita- 
mins. He stated that he was very depressed because the Presi- 
dent of the United States had not answered the many letters he 
had written to explain his “‘scheme to save the world.” He re- 
ported that he had been taking six to eight “uppers” a day. 

His second admission, in March 1972, was for suicidal 
thoughts and anxiety over a trip his family planned. No recent 
regular amphetamine use or psychotic symptoms were noted at 
that time. 


He began a weight-reduction program with a local physician 
in early 1972 that included almost daily injections. Records ob- 
tained from the doctor’s office showed that the intramuscular 
injections consisted of a mixture of protein and 25 mg. of 
phenylpropanolamine, a drug that has some central stimu- 
lant and anorexiant properties (although it is not strictly 
classified as amphetamine) and that is used as a nasal de- 
congestant. In early January 1973, approximately 8-10 
mg. of d-amphetamine was added to the mixture; the pa- 
tient continued to receive these injections on an almost daily 
basis until April 1973. 

On March 9, and again on March 19, 1973, the patient was 
admitted in an anxious agitated condition; he complained that 
the President was somehow causing him to get mixed up in dan- 
gerous affairs. He also stated that the world was in a monetary 
crisis because of him and dropped the names of several inter- 
nationally known rich families as people he knew. Laboratory 
tests for urine toxicology, taken on the initial admission, did not 
reveal the presence of amphetamine, although the patient’s out- 
patient records showed that he had been receiving injections up 
to the day of admission. The patient continued to receive in- 
jections between admissions despite advice to the contrary. He 
was considered schizophrenic in view of the fact that his 
multiple psychotic episodes were associated with relatively low- 
dose amphetamine use. 


Case 2. A 24-year-old Spanish-American woman who was 
seen had suffered her first psychotic break at age 16. At that 
time, she had become very angry with her family over not being 
able to borrow the family car. She denied being related to her 
mother and began preaching to the family on religious topics. 
She was finally hospitalized in a catatonic state and required 
tube feedings and ECT, a treatment to which she responded. 

She recovered, married, and continued her life without in- 
cident. She was, however, a somewhat argumentative person. 
Her husband noted that she had had borderline paranoid reac- 
tions lasting a single day twice during their marriage. Accord- 
ing to her husband, after she began taking diet pills once a day 
for a week or two (Biphetamine-T 20, a product containing 10 
mg. of amphetamine, 10 mg. of d-amphetamine, and 40 mg. of 
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methaqualone), she gradually became increasingly argumenta- 
tive, paced the floor at night, and developed the delusion that 
her “insides” were “rotting out.” In the interview the patient 
displayed a markedly negativistic attitude. Her ambivalence 
was apparent in the way she began answering questions and 
then refusing to answer them. She was treated as an outpatient 
with chlorpromazine and then thiothixene and was advised to 
discontinue the diet pills. She too was diagnosed as schizo- 
phrenic. 


Case 3. A 39-year-old alcoholic who was admitted had lived 
on welfare in Hawaii for six years, having been disabled, he re- 
ported, for psychiatric reasons. He suddenly left Hawaii, claim- 
ing that a gang had controlled his girlfriend through narcotic 
addiction and had threatened his life. A police investigation did 
not substantiate his beliefs. The patient also complained that he 
had been cheated out of his inheritance by his older brothers. A 
mental status examination revealed a man with somewhat im- 
poverished and rigid thought content. He was repeatedly suspi- 
cious during the admission and interview procedures and re- 
ported that he had begun taking one pill of Dexamyl (d- 
amphetamine and amobarbital, exact dose unknown) each day 
for the four months before leaving Hawaii. It was learned that 
the patient’s sister has been in a state hospital for over 20 years 
and is considered to have schizophrenia, schizo-affective type. 
The schizophrenic process is suspected in this patient, although 
not confirmed. 


DISCUSSION 


Janowsky and colleagues (5) have presented evidence 
from a double-blind study of acutely ill schizophrenic 


patients that the intravenous administration of methyl- 


phenidate (0.5 mg./kg.) intensifies schizophrenic symp- 
toms. These case histories suggest that amphetamine in 
doses frequently prescribed for weight reduction or mild 
depression, given either intramuscularly or orally, may 
exacerbate symptoms in schizophrenic people who were 
functioning outside the hospital before they started using 
amphetamine. 

It is possible that these patients may have been using 
more amphetamine than we know about or that the asso- 
ciation between acute psychosis and amphetamine use is 
somewhat coincidental. These three cases were selected 
frem approximately 100 schizophrenic individuals I have 
seen and treated both as inpatients and outpatients over 
the past five months. A collection of drug use histories 
frem normal subjects, acutely ill schizophrenics, and 
other categories of acutely mentally ill persons and their 
relatives, undertaken in a more standardized prospective 
fashion, would help to clarify the effect of low-dose am- 
phetamine use on outpatient schizophrenics. 
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Menta! Health Services to a Day-Care System 


BY GORDON ADAIR HEATH, M.D., AND VAUGHN A. HARDESTY, PH.D. 


The authors describe the development of a community- 
oriented therapeutic nursery that serves the mental health 
needs of a day-care population of over 600 children. It 
makes use of a flexible treatment program, in con- 
junction with a consultation program, involving the chil- 
dren, parents, and day-care staff. The authors discuss the 
advantages of a clinical treatment program that is em- 
bedded in the network of a day-care system. 


IN THE LAST DECADE there has been a tremendous in- 
crease in research into the preschool period. During this 
decade community mental health centers have been es- 
tablished with the avowed purpose of treatment and pre- 
vention. Also, through government sponsorship and cul- 
tural changes that encourage the employment and the 
liberation of women, day-care services, including the 
Head Start program, have grown substantially. But in 
spite of advances in all of these areas, which seemingly 
have a natural common interest in the development of 
young children, few day-care systems have coordinated 
and comprehensive mental health services. At present, 
day-care systems receive so few mental health services 
that the U.S. Office of Child Development had to an- 
nounce as “a new policy” on June 5, 1972, “a new part- 
nership for children between local Head Start programs 
and community mental health centers” (1). 

A review of the literature failed to disclose much in- 
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formation about the delivery of mental health services 
to day-care programs, even though many of the com- 
ponents for a coordinated, comprehensive mental health 
system for young children have been developed. Consul- 
tative services for preschoolers are now available, and 
therapeutic nursery schools for the treatment of dis- 
turbed children are well known. 

However, these nurseries have generally been univer- 
sity-affiliated, isolated from day-care networks, and have 
not provided comprehensive services. For example, Fur- 
man and Katan (2) have described the treatment of dis- 
turbed children between the ages of three and six by di- 
rect, psychoanalytically oriented therapy and indirect 
treatment of selected children through their mothers. 
Other workers (3-6) have discussed methods of treating 
children in a therapeutic nursery school. Various behav- 
ioral techniques have been employed to treat preschool 
children (7, 8). In general, however, regardless of the 
treatment method employed, most therapeutic nurseries 
have emphasized the long-term treatment of disturbed 
children in isolation from normal children and regular 
nursery schools. 

As previously mentioned, consultative services have 
also been available to Head Start programs and day-care 
centers, but they have generally been isolated from other 
services or have been limited in scope. Other work- 
ers (9, 10) have described their long-term consultative 
relationship with day-care centers, but these approaches 
have centered around traditional indirect lines of seeking 
to help the consultee with his feelings and, through this, 
helping the children. Types of mental health services that 
could be offered a center, such as direct treatment of a 
disturbed child or education for staff members in a par- 
ticular technique, were limited. Out of necessity, other in- 
dividuals who have served as consultants to preschool 
programs have had to focus largely on individual prob- 
lem children. Fabian (11), for instance, described her ex- 
periences as a mental health consultant to I1 day-care 
centers that were members of a day-care council. She 
stressed the therapeutic value inherent in the day-care 
center and its potential for the disturbed child. 
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DEVELOPMENT AND DESIGN OF THE PROGRAM 


The mental health program for the day-care system in 
Portland, Me., was initiated in January 1970 through 
funding by the Model Cities program of Portland, Me., 
and the Maine State Department of Health and Welfare. 
It is staffed by the Division of Child Psychiatry of the 
Maine Medical Center. The staff consists of a full-time 
director, teacher, and psychiatric aide as well as a full- 
time consultant to the day-care centers. This staff, in 
turn, receives support and consultation from a child 
psychiatrist and a child psychologist. In order to achieve 
the goal of providing a coordinated and comprehensive 
mental health service, an intensive morning therapeutic 
nursery, an afternoon consultation program with the 
staffs of the various day-care centers, and an active par- 
ent counseling and training component were developed. 

In the beginning the desired services were strictly di- 
rect services, 1.e., a five-day-a-week, traditionally ori- 
ented full-time therapeutic nursery for eight children. 
However, soon after the program began we observed— 
and were able to convince the day-care centers—that 
many of the referred children could function part of the 
day in a regular day-care setting. It was also felt that the 
children’s actual participation in and reintegration into a 
normal setting were desirable to further the treatment 
program. This, together with our knowledge that the 
other children in the day-care centers had mental health 
needs and our desire to have an effect on all of the chil- 
dren in the day-care system, led to the establishment of a 
comprehensive mental health service to the entire day- 
care system. After about six months of operating as a 
full-time therapeutic nursery, we obtained the backing of 
the day-care centers in changing our format to a morning 
therapeutic nursery program and an afternoon consulta- 
tion program. 

There were many mutual benefits derived from this de- 
sign. The day-care system had an identifiable and ac- 
countable treatment and consultation resource. We in 
turn gained a distinct therapeutic leverage by being able 
to provide input into and control over types and timing of 
referrals, timing of discharge, and, most importantly, in- 
put into some of the variables that might continue our 
therapeutic program outside treatment hours during the 
day-care activities in the afternoon. 


CONSULTATION 


We, as well as other workers (10-13), feel that day- 
care centers are a great untapped preventive and treat- 
ment resource for preschool children and their families. 
For these reasons we felt that consultation to the entire 
day-care system was most important. Our experience in- 
dicates that many disturbed and handicapped children 
can benefit from placement in a normal day-care setting. 
However, such placement alone is not enough. Day-care 
staff members need support in order to make the day- 
care center a preventive and treatment resource. 

Therefore, each day-care center received consultation 
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from the same consultant at least once a week. The con- 
sultant saw the children and their parents, explored and 
clarified the feelings of staff members and parents, and 
helped day-care classroom teams of teachers and aides to 
function more effectively together. In addition to case- 
and consultee-oriented consultations, we began to define, 
with the center directors, the needs of the centers as a 
whole. As a result, a varied month-long in-service train- 
ing program tailored to the needs of each day-care center 
was set up. For example, one center was helped to involve 
parents in its program, and another center was aided in 
teaching child management skills to its staff. 


NURSERY PROGRAM 


The majority of the children in the day-care centers 
and most of those referred to the nursery come from de- 
prived backgrounds because of the Model Cities pro- 
gram’s emphasis on rehabilitation of the disadvantaged. 
Most of the children referred to the nursery showed some 
form of deprivation, either emotional or environmental. 
Many of the children tested in the mildly retarded range 
of intellectual development. There were a few children 
who showed developmental arrest, severe ego defects, 
and/or organic problems. The behavioral picture varied 
from the withdrawn, inhibited child; the immature, out- 
of-control child; to the child who was at times out of 
touch with reality. 

Because of the variety of problems exhibited by the 
children, the structure of the therapeutic nursery has re- 
mained flexible, permitting individualized treatment pro- 
grams for each child according to his needs. The treat- 
ment modalities employed in the nursery include 
behavioral modification techniques, play therapy, speech 
therapy, drug therapy, and the use of psychodynamic 
principles. Individual and group work that stress activi- 
tres which promote gross and fine motor coordination, 
the development of a sound body image, language devel- 
opment, awareness and expression of feelings, and the de- 
velopment of better impulse control are used. 

In accordance with our general treatment philosophy, 
wé have seen the child’s parents as his first and most im- 
portant teachers. Thus there is a special emphasis on the 
parents’ involvement. Regular workshops for parents are 
set up along the same lines as those for staff training. For 
example, parents may initially observe the nursery staff 
interacting with their own children. Specific behaviors of 
the staff may be pointed out to the parent so that he or 
she can then engage in such behaviors. The staff tries to 
practice the principles of frequent positive reinforcement 
for desired parental behavior. 

These intense workshops have proved to be very valu- 
able to the parents, children, and staff. There is much re- 
search evidence to indicate that parents, particularly the 
mother, are the child’s first and most important teach- 
ers (14). Through the influence of style of interaction, ex- 
pectation, and positive reinforcement of various cognitive 
approaches, a great effect is made upon both the child’s 
early cognitive growth and the motivational aspects of 


adaptation (15). Some of our data from recordings of 
mother-child interactions in a free play situation and 
studies of the child’s behavior following a maternal com- 
mand indicate that these areas can be changed by treat- 


ment which focuses on particular aspects of the mother- — 


child interaction. 

Before treatment, the mothers of the children in our 
nursery were asked to interact with their children in a 
free play situation. They were instructed to interact as 


they would at home, and these behaviors were then cate-: 


gorized and recorded. In this situation the mothers spent 
approximately 43 percent of their time making no re- 
sponse to their children, 27 percent of their time giving 
commands or asking command questions, three percent 
of their time interacting negatively, and 15 percent of 
their time asking questions, which in many instances the 
children could not answer. The mothers spent only 11 
percent of their time interacting with their children and 
less than one percent of their time giving positive feed- 
back to their children. 

The mothers were then involved in at least two months 
of treatment in individual mother-child workshops, 
which attempted to help them interact more effectively 
and positively with their children. In working with the 
mothers, the staff used various modeling procedures, 


videotapes, and positive reinforcement when the mothers . 


appropriately changed their behavior. Following treat- 
ment, ratings were again obtained, with the following re- 
sults: The “no response” category decreased from 43 to 
30 percent; commands and command questions de- 
creased from 27 to 16 percent; and questions decreased 
from 15 to ten percent. Praise or positive feedback, in 
turn, increased from less than one to 16 percent, inter- 
actions from 11 to 25 percent, and negative interactions 
remained at three percent. While these data indicate that 
changes can be documented, our impressions are even 
more striking. The mothers and staff noticed a great deal 
more pleasure and enjoyment during the interactions, 
and the mothers felt more confident and better able to set 
appropriate limits. 


DISCUSSION 


Attempting to evaluate the impact of our total pro- 
gram has proven to be quite difficult. We feel, however, 
that the available data are encouraging and indicate that 
some of our goals have been realized. For example, use of 
the aforementioned techniques in conjunction with the 
consultation program has resulted in relatively short 
stays by the children in the nursery. The children spend 
an average of 6.2 months in the nursery, with a range of 
two to 12 months. A total of 30 children have been 
treated in the nursery since its inception. There have been 
over 400 individual consultations regarding specific chil- 
dren in the various day-care centers and over 1,000 con- 
sultations centered around program planning and staff 
training. Further, out of the 24 children who have com- 
pleted the nursery program, 2! are functioning ade- 
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quately in regular day-care centers, special classrooms, 
or kindergartens. Two are in day-care centers that re- 
quire our continuing close supervision. One is in the state 
hospital for children. 

We were surprised to learn that serving the mental 
health needs of an entire population of over 600 children 
has not vastly increased the operating costs of the pro- 
gram. The cost breakdown shows that the cost per child 
per hour in the therapeutic nursery (i.e., food, travel, 
lights, telephone, and staff salaries including consulta- 
tion, etc.) is $2.80 and that the cost of consultation in the 
day-care centers per consultant is approximately $7 per 
hour. 

The program has focused on serving the mental health 
needs of an entire day-care population. This has resulted 
in different priorities than one would find in a traditional 
therapeutic nursery school. In providing for these needs 
of children in day care, the nursery staff feels that it has 
not compromised direct services but has actually en- 
hanced services by expanding its role. The nursery has 
tried to open itself up as a community workshop or labo- 
ratory in order to make itself more available to the day- 
care personnel, parents, and others in the community 
who express an interest in early child development. 
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DISCUSSION 


H. SPENCER BLocH, M.D. (Tiburon, Calif.}—This morning 
therapeutic nursery school, afternoon consultation program, 
and parent and staff training program seem to be extremely 
well integrated into the day-care system. Together, they afford a 
remarkable degree of visibility, exposure, and opportunities for 
contact between the mental health staff, the day-care staff, and 
the 600 children. The coordination reflects a high level of so- 
phistication in formulating and implementing this program and 
is its most impressive feature. 

Another unusual feature of the program is its use of the ther- 
apeutic nursery school. It seems to function primarily as a 
crisis-oriented therapeutic nursery school that backs up the 
day-care system, and also serves as a training laboratory. The 
wish to return children to their normal day-care center as 
quickly as possible influenced the selection of treatment tech- 
niques used in the therapeutic nursery school. We need to deter- 
mine which developmental deviations and emotional distur- 
bances of childhood will respond to such a treatment approach 
and what liabilities may exist in a direct service program for 
children such as this one. 

In addition, can secondary prevention be demonstrated using 
this model? In this regard I was impressed that only five percent 
of a disadvantaged population needed to be seen in the thera- 
peutic nursery over a period of two to three years. And while the 
happiest explanation for this would lie in the therapeutic effi- 
cacy of the authors’ program, other possibilities must be consid- 
ered. Foremost among these is the possibility that the thrust of 
such a problem-solving, symptom-removing, and crisis-oriented 
treatment program predisposes to minimizing deviance in the 
service of maintaining the system at optimal functioning. I be- 
lieve this to be a major inherent liability in mental health pro- 
grams for children that are based on attempts to adapt clinical 
principles to public health dimensions and, in doing so, give 
higher priority to delivery of services to a system rather than to 
individual children within the system. Thus, while the program 
provides direct services in an integral way, the emphasis of the 
program may not permit the degree of flexibility within the 
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treatment component that I feel is necessary in order to provide 
comprehensive services. 

Drs. Heath and Hardesty may be able to obtain data that re- 
fute certain of my contentions. I hope they will follow up the 
600 children over the next several years in an effort to assess the 
influence of their program on the incidence and types of de- 
viance appearing in these children. Of equal interest will be 


- their assessment of the parents’ retention of gains made through 


the training program. If they can demonstrate some permanent 
salutary changes in etther the children or their parents, then 
they will have done us a great service, especially since their pro- 
gram was so inexpensive to operate (about $30,000 per year, if I 
have calculated correctly). If they cannot demonstrate more 
lasting effects or can do so only on the basis of subjective cri- 
teria, then they will be in the frustrating position of those of us 
who try to justify expenditures for indirect services rather than 
concentrating more efforts on the treatment of fewer children. 

Finally, although it is tangential to the point of this paper, 
Drs. Heath and Hardesty may be able to provide data to con- 
firm their contention that day care can be therapeutic for all 
caildren. This would be particularly welcome because the ratio- 
nale for day care has been drawn inextricably into the fabric of 
certain social and political movements, all of which have their 
legitimate points and grievances but none of which probably 
has the developmental needs of children as its highest priority. 
This factor is often lost sight of when some outspoken and per- 
suasive proponents suggest that caution in supporting day care 
constitutes a repudiation of the legitimate goals of the libera- 
tion movements, reflects a lack of social consciousness, and 
represents political and moral conservatism of the worst order. 

In the face of such pressures, data from programs like this 
onz, in addition to a conviction concerning the validity of our 
developmental model, may enable us to make decisions that are 
in the best interests of child development. Such data will also 
protect us from sanctioning programs that, far from becoming 
panaceas, could instead turn out to be only the latest in a long 
series of exploitations of our smallest children. It would be un- 
speakable for American child psychiatry to indiscriminately 
blaw with the wind of our times in this regard. And it would 
a:so mean that, not having learned from history, we, too, were 
obliged to repeat it. 


IN MEMORIAM 


Walter Lewis Treadway 
1886-1973 


Dr. WALTER L. TREADWAY, the founding chief of the Division 
of Mental Hygiene, forerunner of the National Institute of 
Mental Health, died on July 5, 1973, at the age of 87. Thus 
passed from the scene one of the pioneers of the mental health 
movement in the United States. 

Dr. Treadway was born in Arzenville, IHl, on January 16, 
1886. He received his medical degree from Barnes Medical Col- 
lege (later Washington University School of Medicine) in 1908 
and completed graduate training in psychiatry at Jacksonville 
State Hospital, the Ilinois Psychiatric Institute, the New York 
Psychiatric Institute, and Queen’s Square Hospital in London. 

Dr. Treadway directed the pioneer mental health field study 
conducted by the U.S. Public Health Service in Springfield, Iil., 
in 1914 in collaboration with the Russell Sage Foundation and 
the National Committee for Mental Hygiene. As a result of this 
study the attention of the Public Health Service was first drawn 
to problems of mental health. For several years Dr. Treadway 
engaged in field studies of the mental health of children and in 
1922 was placed in charge of the Office of Field Studies of Men- 


tal Hygiene, located in the Department of Preventive Medicine, 


Harvard University. 

In 1929, Congress enacted a law establishing two federal 
narcotic farms for the confinement and treatment of persons 
addicted to narcotic drugs. (Dr. Treadway had been instrumen- 
tal in the passage of that legislation and was placed in charge of 
the newly created Narcotics Division, which was shortly after- 
ward reconstituted as the Division of Mental Hygiene.) The 


next year he was assigned responsibility for the planning and 
construction of these two hospitals, the first established in Lex- 
ington, Ky., in 1935, and the second in Fort Worth, Tex., in 
1938. He believed that drug addiction was primarily a social 
and psychiatric problem, and this attitude was incorporated 
into the planning and policies of the hospitals. He insisted that 
basic and clinical research be an important part of the program. 
Dr. Treadway also felt that a program could be no better than 
its leaders and that these leaders should be carefully trained for 
their work, It was during his administration that the policy of 
sending medical officers to training centers for graduate work in 
psychiatry was established. 

It is often difficult for succeeding generations to recognize the 
amount of originality, courage, and creativity that was required 
to develop an activity or institution that is now a part of every- 
day life. The things for which Dr. Treadway struggled so val- 
iantly are now largely taken for granted. But in the memory of 
some of us, this man——-who slipped away so quietly——_loomed as 
one of the giants of a new and exciting area of health activity. 
We owe much of our accomplishments to his pioneering efforts. 
As a member of the immediate staff of Surgeon Generals Cum- 
ming and Parran, Dr. Treadway saw his concepts of a mental 
health program become a part of their thinking and planning. 
Thus he laid not only the foundation for the national mental 
health program itself but also the very caissons underpinning 
that foundation. 

ROBERT H. FeLrx, M.D. 
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LETTERS TO THE EDITOR 


Women Medical Missionaries 


Str: I read with interest the special section on “Women in 
Psychiatry and Medicine” in the October 1973 issue. Feminists 
today are protesting the injustices suffered by women physi- 
cians and the secondary roles many of them are assigned in the 
medical community. This, however, has not always been the 
case historically. While doing research on the medical mission- 
ary in China during the 19th century (1), I came upon one strik- 
ing fact: that while the women physicians in America were 
trying hard to achieve equality, overseas they were much recog- 
nized for their important contributions to medical missionary 
work. 

The first woman medical missionary, Dr. Lucinda Combs, 
went to China in 1873. A graduate of Women’s Medical Col- 
lege of Philadelphia, she started a dispensary in Peking that 
grew into a hospital of 35 beds by the time she left in 1877 (2). 
In 1883 the Women’s Union Missionary Society sent Dr. Eliza- 
beth Reifsnyder to Shanghai. Together with Elizabeth 
McKechnie, the first trained nurse sent to China, Dr. Reifsny- 
der opened the Margaret Williamson Hospital in 1885 (3). 
Many more women doctors went to China during this period, 
most of them from America. Of the approximately 150 medical 
missionaries who had at one time or another worked in China 
up to the end of the 1880s, 27 were women (4). A few of these 
were highly regarded by the Chinese officialdom. For example, 
provincial authorities granted the sum of $500 to the U.S. Con- 
sul for medical work, of which $200 was specifically awarded 
for the missionary hospital for women under the direction of 
“Miss Trask, M.D.” (5). Dr. Leonora Howard, the successor to 
Dr. Combs in Peking, was appointed attending physician to the 
wife of Viceroy Li Hung-chuang (6). 

It is indeed remarkable that, even in those early days of medi- 
cal education for women, women physicians were already work- 
ing in posts with considerable responsibility in a distant land, 
frequently among harsh and hostile surroundings. This “‘anom- 
aly” could be attributed in part to the fact that women were 
desperately needed by the mission boards to reach women 
patients in Eastern lands like China, India, and the Moslem 
world, where local customs sometimes prohibited the exam- 
ination and treatment of women by men missionary doctors. 
No doubt some would consider this another example of male- 
chauvinist-porcine exploitation. Nevertheless, the doctors men- 
tioned above can serve as worthwhile examples for those who 
believe that women have, by and large, been left out of medi- 
cine’s hall of fame, 
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T.K. Younc, M.D. 
Toronto, Ont., Canada 


Heroin Addicts and Hysterics 


SiR: As one who has worked with heroin addicts, has been 
active in planning for community-wide drug abuse treatment 
programs, and retains an active interest in psychological theory 
formation, I was particularly struck by two items in your Sep- 
tember 1973 issue. l 

In a letter to the editor, Dr, Harvey Asher reported on three 
cases involving withdrawal from methadone (“Are Methadone 
Withdrawal Patients Overprotected?” ). In all three cases, the 
patients had physical and psychological withdrawal symptoms 
or such severity while in formal methadone withdrawal pro- 
grams that those administering the methadone felt obligated to 
interrupt the withdrawal and to increase the methadone to pre- 
vious maintenance levels or above. These same patients experi- 
enced only mild withdrawal symptoms in jail under obligatory 
withdrawal from higher doses. ` 

in my own private practice I can verify Dr. Asher’s experi- 
ence in two cases in which the response of the methadone-ad- 
ministering agencies to the patients’ physical symptoms and 
panic reactions was to cease withdrawal and elevate the main- 
tenance dosage considerably above that which had “‘main- 
tained” the patients previously. Fortunately, or unfortunately 
(from the point of view of the observer), neither of my patients 
has been incarcerated and they both remain on methadone 
maintenance. 

Also in the September 1973 issue, the article “Engaging Her- 
oin Addicts in Treatment” by Dr. John E. Renner and Mark L. 
Rubin described the failure of an earlier program of methadone 
withdrawal and the success of a more recent program that had a 
much more highly structured format. A most significant com- 
ment was made by the authors in the following sentence: “As 
our experience in working with addicts increased, the organiza- 
tion of the program became progressively more structured, i.e., 
the number of regulations increased and they became more ex- 
plicit. While this tended to increase the patients’ initial com- 
plaints, it also reduced their disruptive behavior.” 

From a theoretical vantage point, these observations are of 
particular interest. In the last decade of the 19th century and 
the early decades of this century, when there was a flowering of. 
psychological observations and theory formation, patients fall- 
ing into the diagnostic categories of “hysteria,” or more pre- 
cisely “conversion reaction in an individual with a hysterical 
character structure,” were seen quite commonly. Certainly 
many of Freud’s cases fell into this category (although many 
have subsequently suggested latent schizophrenia or ‘‘border- 
line” features). It was accepted by all who saw these patients 
that the physical symptomatology was “real” in the sense that 
the patients actually experienced their pains and disabilities, al- 


though no purely organic etiology could be documented by the 
tests available. It was also noted that the patients were quite 
sensitive and responsive to the expectations of significant per- 
sons in their environment. One illustration of this sensitivity 
was their excellence as hypnotic subjects. 

The experience of my patients with significant persons in 
their “methadone environment” strikingly parallels these ob- 
servations of hysterics. When in the course of their withdrawal 
anxiety became evident, the immediate response of their peers 
within the program and of the program directors (none of 
whom were “‘seasoned professionals”) was to say, “You're not 
ready yet.” This only increased the patients’ anxiety and sub- 
sequently the anxiety of others, resulting in the cessation of 
withdrawal and the increase in maintenance dosage levels. In- 
deed, among many of the contemporaries of these patients there 
was a not very subtle expectation of failure—an expectation of 
which the patients were acutely aware. 

It has been informally noted by many colleagues that chang- 
ing times and vogues tend to be reflected in the overt symptom- 
atology that brings patients to us (anc to others). The classical 
conversion reactions and the “‘fainting”’ of the hysteric are still 
seen, but far less frequently than in the early portion of this cen- 
tury. I strongly suspect that although the overt symptom- 
atology differs, the basic characterologic structure of many 
drug abusers (including alcoholics) would place them in the 
same diagnostic category as the hysteric. . 

I think these observations have more than theoretical import. 
Although the “medical model” is currently out of vogue among 
many and the emphasis has shifted from the purely intrapsychic 
to the purely environmental or social, the fact is that both must 
be considered if we are to have therapeutic planning that has an 
optimal chance of effectiveness. 


ROBERT J. SOKOL, M.D. 
Beverly Hills, Calif. 


“The Person in the Patient” 


sir:, “A Symposium: Should Homosexuality Be in the APA 
Nomenclature?” by Drs. Stoller, Marmor, Bieber, and others 
(November 1973 issue) was a series of extremely articulate dis- 
cussions. However, it seems to me that the symposium missed a 
crucial aspect of what psychotherapists should be striving for 
when treating patients. Therapists should be less concerned 
about what to label a patient and more focused on understand- 
ing each person as an idiosyncratic individual. For example, to 
. argue over whether Thoreau was or was not a true schizoid and 
whether or not he should be labeled as such misses the whole 
understanding of Thoreau as an individual human being. 

In addition, if we are to be nonjudgmental as therapists, we 
cannot have preconceived notions of what should or should not 
be changed in individuals. Part of our role is to help patients de- 
fine for themselves what issues (including homosexuality) are 
ego alien for them, not for us to unilaterally label them as sick 
or not. i 

The symposium unfortunately shifts the therapis:z’s attention 
away from the more critical issue stated best in the adage: 
"Find the person in the patient, not the patient in the person.” 


HuGu R. Winic, M.D. 
Great Fails, Mont. 


The Advantages of Foreign Training 


Str: I would like to criticize a blindfolded trend of articles 
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about foreign medical graduates (FMGs) appearing in various 
psychiatric journals (1, 2). These articles seem to refer only to 
the FMG’s legal and immigration status. To me these cate- 
gories appear schizophrenic. 

I would suggest a more practical classification of FMGs. 
would be based on the distinction between those who got their 
professional training in the English language and those who did 
not. Most of the difficulties attributed to the FMG psychiatrist 
seem to be characteristic of the latter group. Interestingly 
enough, most of the authors of the articles | am criticizing seem 
to be of this group. Perhaps they are trying to generalize their 
personal difficulties. 

I feel that cultural differences are a blessing. It takes great 
strength to complete any course of psychiatric training, and 
there is a need for both English-speaking and non-English- 
speaking psychiatrists to have transcultural training. Such 
training would enhance the search for true psychiatric phenom- 
ena and would discourage the a priori assumptions of a local 
setting. For these reasons cross-cultural training programs 
should be recommended to all psychiatric residents. 
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AHMED K. NaFEEs, M.D. 
Wassaic, N.Y. 


Single Women in Psychiatry 


Sir: I wish to make a few comments on behalf of that silent 
minority of women physicians who have remained or become 
single either by choice or by destiny. 

While agreeing wholeheartedly with the special section on 
“Women in Psychiatry and Medicine” (October 1973 issue) 
that reconciling the duties of wife and mother with the demands. 
of medicine is not easy, | was surprised to find that the plight of 
single women in medicine was fully ignored. Their existence was 
barely acknowledged. 

My guess would be that a significantly larger percentage of 
women in medicine are single (and by single I mean single, sep- 
arated, divorced, widowed, etc.) than in the general population 
or in other professions. I propose several possible reasons for 
this. One is that some women could not reconcile the difficulties 
your special section authors so eloquently reviewed and chose 
medicine over marriage. This probably accounts for the minor- 
ity of cases. The other, more hidden causes are more important 
and probably contribute more to either excluding women from 
the field altogether or making it hard for them to find a partner 
if they do enter it. 

There are two possible indications of these hidden causes 
mentioned but not pursued in the special section articles. Dr. 
Maryonda Scher (“Women Psychiatrists in the United States”) 
mentioned the study of Shaw and McCuen (1), which found 
that bright girls start to underachieve at about the age of pu- 
berty. The other data in Dr. Scher’s article are even more to the 
point: about 16 percent of women leave medical school—most 
of them in first year—for ‘“‘nonacademic reasons.” What these 
reasons are is not hard to guess. (Don’t forget that these women 
have already fulfilled the rigorous selection requirements of a 
probably all-men panel.) Everything in the studies cited in- 
dicates that there is nothing wrong with women’s intellectual 
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capacity, motivation, or standing ability. What then are the rea- 
sons for these broken careers? 

My tentative answer is that these women find out, or guess, 
that the price of a high education for women is much greater 
than the one stated on the tag. My contention is simply this: 
While the value of a man on the marriage market increases in 
proportion to the rise of his professional and social status, the 
value of a woman decreases proportionately. 

Of course there is a parallel increase in age. This will affect 
the man’s status only slightly and slowly and that of the woman 
rapidly and dramatically. The reason for this is mostly biologi- 
cal. While at the age of puberty the differential between the 
man’s and the woman’s sexual age is only about a year or two, 
by age 30 and later it becomes as many decades because of the 
much shorter lifespan of the woman’s reproductive system. 
Sad as it is, I am not going to argue with biology. I would like, 
however, to analyze the social situation a little farther. 

Notwithstanding the rigors of medical school, it is easy 
enough to marry while in one’s 20s. Young people are young 
people everywhere, the world seems to be full of them, every- 
body is a yet-unknown quantity, almost everybody is uncom- 
mitted, and men and women are constantly rubbing elbows at 
the dissecting table. But if one happens to remain or become 
single while in the late 20s or older, the situation becomes com- 
pletely different. The bustling crowd of medical school is gone; 
everybody starts “arriving,” both professionally and socially. 

While the man’s social horizon starts opening up to unhoped- 
for possibilities, the woman’s starts closing down. While he can 
choose to marry in almost any circle, at almost any age, he can 
also, if he so desires, marry a woman much below his social 
status or many years his junior without any reflection on his 
own status. A woman cannot do this without evoking social os- 
tracism or frank ridicule, which would almost certainly affect 
her professional status. This is, of course, another example of 
the famous double standard, another way society exacts the 
punishment of those who dare to go against the unwritten rule 
that no matter how successful a woman is in any field, in her 
“equal” relationship with a man she must be the junior partner. 

Soon the woman finds that her only possible range of choice 
for a partner is among her colleagues a few years older than 
herself and among a few other professions—not too many be- 
cause of the unduly high status of medicine among the profes- 
sions. Ali things even, this range is so ridiculously narrow, and 
becomes so much more narrow with each passing year, that she 
_ soon gives up. This giving up is probably also reflected in the ta- 
pering off of her career. For instance, she might not work to- 
ward specialty certification or rise into higher administrative 
positions. 

At the same time, because of her single status and “exalted” 
position she is driven deeper and deeper into social isolation. 
She is unwelcome in almost any social circle and she is espe- 
cially disliked by her colleagues’ wives—whose feelings of in- 
security may be touched off by her “achievements,” who might 
be reminded of their own frustrated dreams, and who may be 
anxiously jealous of the unique and traditional understanding 
among physicians. 

In spite of the human contacts, the life of a physician is a 
lonely one for both men and women. It is more a way of life 
than anything else and no one who has not lived it can fully ap- 
preciate it. It is made up of the diametrically opposite roles of 
patient and physician; of the role in the medical setting where, 
despite the “team-approach’’ and other collaborations and 
competitions, the physician is still at the end of the line and 
takes final responsibility; of the ultimate impossibility of shar- 
ing a decision, even with a colleague; of the state of constant 
readiness to cope with any situation that may arise with or with- 
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out adequate experience or facilities; of learning to ascribe suc- 
cess to nature but freely accepting and facing unfavorable out- 
comes; and, finally, of the gradual transformation of the 
sentimentality and idealism that made us go into medical 
school in the first place into “concerned detachment.” 

The practice of medicine is an arduous task for both men and 
women. The additional difficulties that beset married women 
and mothers can be lightened relatively easily by minor admin- 
istretive adjustments, as suggested by the APA Task Force on 
Women in Psychiatry. One can only wonder why these adjust- 
ments were not made long ago. 

The difficulties that I have been trying to explore are deeply 
ingrained in the structure of our society, which demands of 
women that in order to succeed in things that matter most they 
remain inferior and subservient to men. 
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On the Tender Loving Care of Medical Students 


sir: At the Louisiana State University School of Medicine 
there was recently some discussion about how best to teach psy- 
chiatry to medical students. The difficulty had arisen because 
medical students on the psychiatric service were not attending 
conterences regularly, were failing to show up for clinic, and 
generally seemed quite uninterested in work on the wards, 

At one particular conference between faculty and residents 
everything imaginable was being considered as to what was 
wrong with the psychiatry course and how we could make it 
more stimulating to the students. It was a particularly in- 
conzruous situation, since the block of instruction for the stu- 
dents this year has been set up around their needs, desires, and 
interests. They have been allowed great freedom in choosing su- 
pervisors and in seeing patients. Supervision has been con- 
ducted on a friendly, informal basis. There has been no final ex- 
amination; the only requirement at the end of the service has 
been to meet with the approval of the supervisors. 

In essence, the psychiatry block is approaching the already- 
interested student as it would the psychiatric resident. The unin- 
terested student may be regarded as not being worth the 
trouble. This approach probably stems in part from the fact 
that the people teaching psychiatry are humane, sympathetic 
physicians who understand the plight of the medical student and 
feel that much of the stress to which he is subjected is unneces- 
sarv. For this reason, it is felt that psychiatry can best be taught 
in an atmosphere of reason and empathy. 

It is my firm contention that this attitude can be a serious 
mistake. Most medical schools are still set up on a competitive 
system. Other clinical core courses (internal medicine, general 
surgery, pediatrics, and obstetrics and gynecology) are demand- 
inz. difficult, time-consuming, and somewhat nerve-racking. 
The exams for these courses are usually difficult, provocative, 
require a thorough knowledge of the subject, and frequently call 
for clinical judgment. Not uncommonly, familiarity with mate- 
rial in the current journals is also expected. Thus the medical 
student 15 conditioned” to fear and respect the intricacy and 
extensiveness of these subjects. 

What, then, is the effect of the kind, understanding psychiatry 
block? 1) The sympathy and flexibility of instructors are seen by 
the students as signs.of laziness and ineptitude. 2) The students 


tend to view the psychiatry service as a “vacation.” 3) Psychia- 


try appears to be a much less important course and subject than. 


the others mentioned above. 4) The students respond to such a 
program with disdain, disrespect, and passive-aggressive 
“know-nothingness.”’ 

Of course, the more sophisticated conceptions of mental ill- 
ness (including psychosomatic medicine) are extremely impor- 
tant to practitioners in all specialties. Yet the bulk of psychiatry 
courses tend to remain so superficial that the statement of the 
pertinence of psychiatry to all of medicine becomes a rather 
meaningless cliché. For example, in a final exam in junior 
psychiatry at Tulane Medical School, which I attended as an 
undergraduate, one question read: “True or false: The psychia- 
trist must develop a meaningful interpersonal relationship with 
the patient.” This kind of thing is not only insulting to the medi- 
cal student, but it invites the consternation and disparagement 
to which psychiatrists are so frequently subjected. 

There is no reason why psychiatry should be simplified for 
medical students. I think it should be presented in great detail, 
involving all the main theories, schools, and treatment tech- 
niques, along with case discussions. Students should be required 
to treat inpatients and outpatients, to be on call with the resi- 
dents, and should be seriously quizzed on recent journal articles. 
In addition, a frighteningly difficult final examination should be 
given. 

The above may sound harsh, but | believe sound psycho- 
dynamic reasons exist for these suggestions. Medical students 
are not only tired of slaving, they are also hungry for knowl- 
edge. Most of them do not mind, and sometimes even enjoy, 
hard work that is productive as far as their learning is con- 
cerned. Most students welcome strong figures with whom to 
identify, and may be disillusioned (as emphasized by Dr. Daniel 
Funkenstein of Harvard) at the apparent lack of such figures to 
begin with. Needless to say, much of this wish is for an identifi- 
cation with the aggressor, hence the kind psychiatrist may come 
over as an impotent, lazy fool while the strict surgeon may ap- 
pear as a powerful, knowledgeable savior. 

In summary, it is my belief that if psychiatry were seen by 
medical students as the rough, time-consuming, fascinating, dif- 
ficult, and sometimes backbreaking subject that it is, not only 
would they learn more of it in medical school but they would 
treat it with more respect in later practice. Moreover, perhaps 
the challenge would attract more of the better students to our 
specialty. 


JEROME SCOTT BLACKMAN, M.D. 
New Orleans, La. 


Women’s Work... 


SiR: I enjoyed the special section “Women in Psychiatry 
and Medicine” (October 1973 issue) and thought the articles 
were very informative. 

In regard to the hours per week that each sex spends in pro- 
fessional activity, as mentioned in Dr. Maryonda Scher’s article 
“Women Psychiatrists in the United States,” I would like to re- 
mind everyone that the reason women psychiatrists spend less 
time in professional activity is that they are occupied in other 
activities that men psychiatrists either cannot or will not do. 
These include running a household, keeping children clothed 
and in school, going to the supermarket, etc. The majority of 
men psychiatrists have persons to help them in these areas (they 
are called wives) and can thus devcte more time to seeing 
patients. 

I would venture to say that the total productive hours of work 
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per week of women psychiatrists would far outnumber those of 
men psychiatrists—as those of women do in most areas of en- 
deavor. 


GENEVIEVE A. ARNESON, M.D. 
Gretna, La. 


Brief Words of Encouragement 


Sirk: J] read with interest Dr. Stanley R. Dean’s article “Met- 
apsychiatrv: The Interface Between Psychiatry and Mysticism” 
(September 1973 issue). | was very pleased to see a brief article 
on the subject in the American Journal of Psychiatry. The issue 
of the validity of parapsychological phenomena is far from set- 
tled and it may well be that we in the psychiatric field have 
something to contribute in this area. 

I would like to encourage the appearance of more articles on 
this and related topics and would hope that we might encourage 
additional research in this area. 


LAURENCE Loes, M.D. 
Hartsdale, N.Y. 


Sir: I wish to express my appreciation for your inclusion of 
letters, brief communications, and articles by Stanley R. Dean, 
M.D., on what he refers to as ‘‘ultraconsciousness.” The latest 
of these was titled ‘“‘Metapsychiatry: The Interface Between 
Psychiatry and Mysticism” (September 1973 issue). I am also 
pleased that the Program Committee is finding this subject so 
timely that, for the third time in succession, it is allotting time 
to a program on this area at the 1974 annual meeting. 

These happenings and many more indicate an increasing re- 
ceptivity and an active interest on the part of the psychiatric 
community and the informed public in the issues of forms of 
consciousness, paranormal phenomena, and humanistic and 
spiritual matters, which are all, in my opinion, finding their nec- 
essary and appropriate place in formulating an authentic sci- 
ence of man. 


HAROLD KELMAN, M.D. 
New York, N.Y. 


On the Comet Kohoutek 


SIR: Considering the recent renewal of interest in religion as 
it relates to psychiatry, I am surprised that no mention has yet 
been made in the American Journal of Psychiatry of the vis- 
itation by the comet Kohoutek, taking place from November 
1973 through February 1974. As most people know by now, it 
has promised to be a spectacular display that would probably be 
observed by nearly every human on the planet. Little is under- 
stood of comets in general and almost nothing of Kohoutek in 
particular; it is estimated that this comet last visited our planet 
several million years ago. 

The interest that this phenomenon has for general psychiatry 
is to me fairly obvious. Any cosmological event of this magni- 
tude is bound to have far-reaching effects on man’s view of him- 
self and the universe. Just how this effect will be manifest is any- 
body’s guess, but as psychiatrists we might at least submit the 
question to educated speculation. After all, we frequently ex- 
pend considerable energy trying to prognosticate concerning a 
patient’s future with even fewer data. 


Am J Psychiatry 131:3, March 1974 331 


LETTERS TO THE EDITOR 


Putting the larger questions aside, I would shakily submit 
some of my own subjective impressions of the comet’s visit in 
the hope of stimulating some discussion of the matter, It strikes 
me that my psychotherapy outpatients in the rather rural areas 
where I practice have shown little or no interest in the comet. It 
is as if each patient has been so preoccupied with the crises and 
conflicts of his private and interpersonal existence that his vi- 
sion and interest in this physically distant event has been con- 
stricted. This existential nearsightedness has been described for 
.a variety of neurotic states, 

In characterizing my patients’ reactions to the comet I have 
relied on their spontaneous expressions of interest; I have not 
introduced the topic into the therapy hour. (I may try inquiring 
of patients’ reactions once the comet’s presence in the sky has 
become vivid and difficult to miss. If it has achieved the bril- 
liance predicted in November 1973, I think that failure to be 
aware of it would constitute a serious deficit in functioning, 
somewhat akin to a catatonic’s obliviousness of cold, pain, or 
even pleasure.) 

It is among nonpatients that I have seen the most interest in 
the comet; in some instances the impact has already been 
profound. Many Christians have seen an unmistakable link be- 
tween the fact of Kohoutek’s December 28 perihelion (the point 
at which it is closest to the sun) and the Christmas observance. 
Some individuals have seemed to downplay the significance the 
event has for them for reasons of propriety or in the interest of 
appearing sensible. This is to be expected with such deeply per- 
sonal and religious feelings. It has been only after rather ex- 
tended dialogue that a deeply felt apocalyptic vision that the 
comet may herald “the kingdom of God on earth” or ideas to 
that effect have emerged. 


Far more striking in their reactions to the comet-have been 
the religious zealots. At least one gentleman I talked with 
(again, not a patient) felt that he could predict specifically the 
exact details of the apocalypse. He knew precisely how many 
Jews (converted and unconverted) would be permitted to enter 
the kingdom of God, the physical appearance of the house of 
the Lord, precisely how this house would split off from the 
comet and settle to earth, etc. The entire event, he maintained, 
is predicted in the Biblical book of the Revelation of St. John 
the Divine and is supported by other references throughout the 
Old and New Testaments. Out of respect for this man’s privacy 
I will forego the details of his beliefs, although he is perfectly 
open and even evangelistic in his fervor. i 

These are not isolated examples. A fair number of young 
adults have taken the comet to be some kind of sign, the signifi- 
cance to each individual varying with his specific religious or 
general spiritual outlook. Of the religious eclecticists and ag- 
nostics, each has had his own private interpretation. Then there 
was the eight-minute solar eclipse on December 25; many South 
American Catholics took this to be a symbolic event relating to 
the Advent. 

I have no apologies for my unscientific approach to these 
questions. | hope only that I have offended no one in question- 
ing what are for many people basic religious precepts. As for 
me, I hope that a few moments spent pondering the comet each 
night will refresh me and allow me to return to work and to play 
with an expanded awareness of the nature of things. 


LAWRENCE WEINER, M.D. 
Redway, Calif. 
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Man & Woman, Boy & Girl: The Differentiation and Dimor- 
phism of Gender Identity from Conception to Maturity, by John 
Money and Anke A. Ehrhardt. Baltimore, Johns Hopkins 
Press, 1973, 292 pp., $12.50. 


The preface to this book notes that it summarizes 20 years of 
clinical research conducted under the aegis of its first author, 
John Money. Since my tutelage with Money 13 years ago, I 
have closely followed (and admired) his career. The bulk of his 
invaluable research reported here has been previously pub- 
lished. Because of the availability of the foregoing material, in 
addition to the book’s 23-page integrative synopsis, I will not 
resummiarize its many salient features. Rather, I will address 
myself to an overview of the contribution of the man and his 
work. (This is not meant to deprecate the woman. The work of 
his student Anke Ehrhardt has added a new wing to the house 
that Money built.) 

First, the work. To those whose interest in psychosexual dif- 
ferentiation surpasses the material in Ms. magazine but who are 
not up to regular reading of the Johns Hopkins Medical Jour- 
nal, i will cast into a perspective the major themes of this ency- 
clopedic contribution on the development of maleness and fe- 
maleness and masculinity and femininity. The impact of these 
two decades’ work has been a radical reappraisal of a most fun- 
damental element of human personality—gender identity. The 
theoretic pendulum had previously swung from the simplistic 
“male-female sex centers in the brain” thinking of the late 19th 
century (with its neglect of postnatal biography) to the meta- 
psychological speculations and learning theory models of the 
1920s through 1960s. Money’s work restores a sense of balance 
and the perspective of interactionalism. 

Research in the mid-1950s underscored the importance of 
postnatal learning in determining human gender identity. The 
classic papers of this period dramatically documented cases of 
hermaphroditism in which the sex of assignment contradicted 
some anatomic criterion of sex (such as gonadal histology, sex 
hormones, or chromosomal configuration). Most dramatic 
were the matched patient samples, anatomically intersexed at 
birth to a comparable degree, with one designated male and one 
female. The former psychosexually differentiated a male gender 
identity and the latter a female identity. 

An additional revolutionary finding from these studies was 
the identification of an early critical period (the first two to four 
years of life) during which socialization of the child per- 
manently set the direction of the development of gender iden- 
tity. This age is prior to the period during which psychoanalytic 
concepts depict boys and girls as psychosexually parallel until 
the resolution of the male oedipal conflict. Money borrowed the 
model of imprinting as a paradigm te emphasize the critical pe- 
riod concept of development. He also drew a parallel with lan- 
guage acquisition as a model in which developmental availabil- 
ity (maturational capacity for language learning) couples with a 
specific experiential input (the dialect of parents and culture) to 
determine the pattern(s) of verbal expression. 

The next major research phase was heralded by laboratory 
work on guinea pigs(1). I recall Money’s excitement when 
these researches reported behavioral intersex in the female 


guinea pig following prenatal administration of testosterone. 
This finding suggested that the peripheral reproductive system, 
as well as the central nervous system, may be influenced in a 
masculine or feminine direction by administration of gonadal 
hormone at critical developmental periods. A new dimension in 
the work of Money and his collaborators, notably Ehrhardt, 
was added. While gender identity had been demonstrated as pri- 
marily established by postnatal biography, the influence of pre- 
natal hormones on aspects of gender-role behavior were now 
studied. And so a new subtlety was added, and the research 
evolved further toward the model of interactionalism. 

There used to be (perhaps there still is) an advertisement in 
the New York City subways depicting an Oriental man glee- 
fully devouring a slice of bread above a caption, “You don’t 
have to be Jewish to love Levy’s rye.’ You don’t have to love 
everything reported about masculinity and femininity in Man & 
Woman, Boy & Girl (some feminists, some psychoanalysts, and 
some social learning theorists will not) in order to comprehend 
the extraordinary impact this 20 years’ work has had on our 
current thinking. You don’t have to agree with it all in order to 
be grateful for the attempt at a rapprochement between the per- 
spectives of [9th-century brain programming theorists, 20th- 
century thinkers who viewed the human infant as a tabula rasa, 
and those anchored to the posited universal concepts of penis 
envy and castration fear. Rather, the “relay-race’’ model of- 
fered here, with a series of specific developmental factors inter- 
acting in unique ways at successive stages from conception to 
maturity, imparts a needed three-dimensional perspective to the 
complexities of the human being. 

Finally, a word about the man. A measure of John Money’s 
contribution is the work of others that he has inspired, which 
will further contribute to our understanding of gender identity. 
At least two careers have been so spawned. One is Ehrhardt’s, 
with her current focus on prenatal androgen level and its effect 
on postnatal behavior in the female. The other is my own. My 
research studies anatomically normal male children who are as- 
signed to male status at birth but who psychosexually differ- 
entiate with a feminine gender identity. This strategy, initiated 
with Money. in the late 1950s and continued with Stoller (2), is 
briefly noted in Man & Woman, Boy & Girl and is reported in 
detail in Sexual Identity Conflict in Children and Adults (3). 
One would hope that these works will inspire the additional re- 
search that must follow as we search the roots of prenatal pro- 
grams and postnatal biography to comprehend how we become 
boys and girls, men and women. 
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Eating Disorders: Obesity, Anorexia Nervosa, and the Person 
Within, by Hilde Bruch, M.D. New York, Basic Books, 1973, 
387 pp., $12.50. — 


Seventeen years ago, with great enthusiasm, I reviewed for 
this journal Hilde Bruch’s earlier account of her work, The Im- 
portance of Overweight (1). Eating Disorders is a better book! 
And yet it is seriously flawed, both in overestimating the sever- 
ity of the emotional disorders associated with obesity and in un- 
derestimating the promise of treatments now becoming avail- 
able. These weaknesses should not, however, lead us to overlook 
the many strengths of this book. 

Eating Disorders is packed with a wealth of clinical descrip- 
tion, superb vignettes, and the reflections of a master clinician. 

Dr. Bruch’s experience and expertise are particularly striking 
in her discussion of anorexia nervosa. The 70 anorexic patients 
whom she has seen over a period of 30 years constitute a signifi- 
cant proportion of all anorexic patients who have been de- 
scribed in the medical literature. Here she argues, as she has 
done so persuasively in the past, for the importance of careful 
diagnostic study and for the unique properties of the anorexia 
nervosa syndrome, She was perhaps the first modern student of 
anorexia nervosa to make this argument and to help save this 
important diagnostic entity from submersion in a flood of vague 
descriptions and untestable inferences. She again cites her now 
classic description of the three areas of disordered psychologi- 
cal function in the anorexic patient: 

l. A disturbance of delusional proportions in the body image 
and body concept. 

2. A disturbance in the accuracy of perception or cognitive 
interpretation of stimuli arising in the body, with failure to rec- 
ognize signs of nutritional need as the most pronounced defi- 
ciency, but also including hyperactivity with denial of fatigue. 

3. A paralyzing sense of ineffectiveness that pervades all 
thinking and activities. 

The book is filled with clinical insights. Dr. Bruch again de- 
scribes the cases of two sets of monozygotic twins discordant 
for anorexia nervosa, further evidence for the growing con- 
viction that this disorder is primarily a learned behavior. She 
astutely points out that much behavior that has been reported in 
the literature as specific for anorexia nervosa, such as obsessive 
preoccupation with food and narcissistic self-absorption, is 
identical with what has been described in cases of externally in- 
duced starvation. These patients may simply be hungry. 

Dr. Bruch suggests for the first time in print a proposition 
that finds strong support in my own experience: Anorexic 
patients with eating binges and vomiting seem to do far better 
in intensive psychotherapy than those with a quiet, steady re- 
fusal to eat. Another original observation of hers leads to an in- 
triguing speculation on the relationship of hormones and behav- 


_ ior. Although there was an overwhelming preponderance of 


girls among her older anorexic patients, among her pre- 
adolescent patients there were equal numbers of boys and girls 
(six of each). She proposes that the psychobiological effects of 
the male sex hormone may protect postpubescent boys against 
developing the “characteristic slave-like attachment of a child 


. to the mother and the efforts to solve psychological problems 


through manipulation of the body.” 

The book’s contributions to obesity are, if anything, more ex- 
tensive than those to anorexia nervosa. Here, however, the far 
larger amount of investigation in the field makes Bruch’s con- 


. tributions less distinctive, although no less important. For that 


reason I will not dwell on them here but will proceed to the 
weaknesses | mentioned earlier. 
The first stems from overgeneralization. Bruch begins, ‘This 
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book will concern itself with individuals who misuse the eating 
function in their efforts to solve or camouflage problems of liv- 
ing that to them appear otherwise insoluble ... [and will deal 
with] the exceptions rather than the rule.” However, she dis- 
regards her own caveats and leads the reader to the following 
impressions. 

1. Obese persons typically suffer from severe emotional dis- 
turbance. “Like the schizophrenic, the obese person has great 
difficulty in differentiating stimuli from within or without him- 
self, and in distinguishing reality from fantasy and in differ- 
entiating his own thoughts from those of others.” 

2. Weight reduction is a risky business. “Tampering with the 
weight of an obese youngster with personality problems carries 
with it the danger of exposing the schizophrenic core of his de- 
velopment.” 

3. Treatment for obesity must be complicated and difficult. 
“The intense involvement of these patients with their families 
... is sọ glaring, even extreme in some cases, that I cannot con- 
ceive of successful therapeutic work without changing the 
noxious interaction.” 

Those who know about Hilde Bruch’s patients will appreciate 
her caution; some obese persons are, indeed, very emotionally 
disturbed. There is little in her account, however, that would 
lead the uninitiated to recognize that she ts dealing with a very 
small, very special sample. The patients who finally reach her 
office have passed through a number of social and medical fil- 
ters that have screened out all but those with the most stubborn 
problems of soma and psyche. Properly controlled field studies 
of randomly selected obese persons reveal that as a group, they 
show little more emotional disturbance than do persons of nor- 
mal weight. 

This overestimation of the extent of the emotional problems 
of obesity is matched, unfortunately, by an underestimation of 
the promise of treatments now becoming available. Dr. Bruch 
briefly describes one study of the application of behavior modi- 
fication to anorexia and one to obesity and then casually dis- 
misses them. She even mentions that she had used, apparently 
successfully, a similar approach to obesity in the past. But she 
ignores the many recent developments in the application of be- 
havicral techniques to the treatment of the eating disorders, and 
the veritable explosion of recent research in this area goes un- 
mentioned. By 1972 nine consecutive controlled studies had 
shown behavior modification to be a more effective method of 
weight reduction than any of a wide variety of alternative treat- 
ment techniques; a year later the number had more than dou- 
bled (2. 3). 

In conclusion, Eating Disorders contains a wealth of clinical 
description by an authority in the field. It can be read with 
profit by those who bear in mind, as its author often does not, 
that it deals with a special population of obese persons and that 
its description of treatment has serious omissions. 
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Justifying Violence: Attitudes of American Men, by Monica D. 
Blumenthal, Robert L. Kahn, Frank M. Andrews, and Kendra 
B. Head. Ann Arbor, Institute for Social Research, University 
of Michigan, 1972, 358 pp., $5 (paper). 


This book contains the findings from a questionnaire survey 
of 1,374 American men. The men were also interviewed regard- 
ing their attitudes toward individual and collective acts of vio- 
lence. Questions were asked, for instance, about their defini- 
tions of violence (“student protest?” “draft card burning?” 
““looting?’’) and beliefs concerning the etiology of violence (“Do 
you think that one cause of violence is that the average person 
feels that he can’t live up to what is expected of him?” “Do you 
think that poverty helps cause violence?”). The questions dealt 
primarily with social values and beliefs. The respondents 
checked off various questionnaire items in terms of gradation. 
(For example: “A man has a right to kill another man in a case 
of self-defense.” Mark: “strongly agree,” “agree somewhat,” 
“disagree somewhat,” or ‘strongly disagree.’’) 

Some unsettling findings emerged from this study. One of the 
most unsettling—as the title of this book suggests—is that 50 
percent of these American men checked the “almost always” or 
“sometimes” answer in response to the statement that shooting 
is a good way of handling campus disturbances. Who exactly 
are these American men? The authors spend several chapters 
teasing out variables such as race, education, social identifica- 
tion, ideological position, and the like. The results are complex 
and require a thorough reading of the book. Suffice it to say 
that the authors are dismayed by the violent attitudes expressed 
by these men from a variety of social positions. 

My qualm about the book is that it relies upon questionnaires 
and structured interviews. One wonders: Would people admit to 
even more violent attitudes if they were interviewed in depth? 
Or does the structure of a questionnaire allow respondents to 
falsely skew responses toward more action-oriented (and more 
“violent’’) categories? 

Pd like to see some data on how women feel about violence. 

I found the book difficult reading. Like any book based on in- 
terviews, it has many tables, statistical data, and interpretive 
material. At regular points in the text, however, summaries are 
made and conclusions are presented. The information in the 
book should be read by social scientists; the book is an impor- 
tant contribution to social psychiatry. It probably also ought to 
be read by the television media people who churn out violence 
similar to that which the authors find is so easily justified by the 
population of men sampled in their study. 


~ JOHN R. Lion, M.D. 
Baltimore, Md. 


The Voice of the Symbol, by Martin Grotjahn, M.D. Los Ange- 
les, Mara Books, 1972, 215 pp., $8. 


This is a magnificent book. It is written by one of our most 
talented psychoanalysts, who has also long been devoted to psy- 
chotherapy for groups and families and who has written elo- 
quently and with unusual insight about these modalities. He 
now surpasses his earlier efforts to help us understand contem- 
porary man and his various states of intellectual and emotional 
conflict and his attempts at potential resolutions of the state 
sometimes referred to as the existential condition of man. 

But Grotjahn is no slavish adherent to Jaspers, Minkowski, 
Binswanger, and their colleagues. Rather, in this major effort he 
writes in the tradition of Georg Groddeck, one of the early fa- 
thers of psychosomatic medicine, in his persistent attempt to 
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describe imaginatively the ways in which we can best keep in 
touch with our own unconscious. Although he is extremely tol- 
erant of the methods used to attain this goal—for he often re- 
minds us that each must find his own way—he is most adroit 
but merciless in his efforts to help us get acquainted with our 
deeper selves in order that we, our families, and all the peoples 
of the world may live more productive and peaceful lives. 

The ten chapters are separate essays that can and perhaps 
shculd be read independently to suit the reader’s mood of 
the moment, for Grotjahn writes principally as a poet, and for 
the greatest reward he should be read as if he were. The chap- 
ters discuss television (a hideous failure), American history, the 
enormous potentials inherent in a creative marriage (like life- 
long analysis of transference), dreams, and Oedipus then and 
now. Other chapters discuss Hieronymus Bosch (a far-reaching 
and powerful study of The Millennium and its message to the 
unconscious of modern man), the life and work of Georg Grod- 
deck, and the symbol in psychoanalytic theory. The last two 
chapters deal with ‘Fhe Future of Man in the World of Symbol 
Integration” and From the Age of Anxiety to the Millennium 
of Mastery.” | 

This is a book of deep, but not facile, belief in man’s eventual 
ability to surmount and control his destructive patterns. It 
should be read by all persons who seek pathways for man’s 
mastery over himself now that the technology for survival and 
affluence exists. Grotjahn’s insights about what must be altered 
in the character of man in order to permit Our survival make 
most books that seek to present projections about our future 
read like elementary texts, good as they are in dealing with ma- 
terial things. 


HENRY W. Brosin, M.D. 
Tucson, Ariz. 


Evaluating a Community Psychiatric Service: The Camberwell 


` Register, 1964-71, edited by J.K. Wing and Anthea M. Hailey. 


New York, Oxford University Press, 1972, 446 pp., $26. 


This book is another in the series of epidemiologically ori- 
ented monographs from the British Medical Research Cout- 
cil’s Social Psychiatry Research Unit at the Institute of Psychi- 
atry (Maudsley Hospital),in London. The book, which contains 
the work of 28 contributors, includes a brief discussion ‘of eval- 
uative research in general and the development of the Cam- 
berwell Psychiatric Case Register in particular and a descrip- 
tion of the evaluation of community mental health services in 
the Camberwell area, > F 

It also includes a comparison of Camberwell service statistics 
with national trends and with statistics from other case registers 
as well as reports of some studies that used the register. There is 
also a discussion, analysis, and demonstration of the use of epi- 
demiological data in the planning and evaluation of services. 
There are several other interesting odds and ends, such as brief 
but informative discussions of the development of services for 
the poor in Britain, planning services for the mentally retarded, 
and the effort to involve the elite academic psychiatry service at 
the Maudsley in meeting the needs of the community around it. 

This is not an easy book to read. It requires careful study. It 
is chock-full of utilization statistics and evaluative data, which 
are essential for anyone trying to do a reasonable job in plan- 
ning a community service but which up to this point have been 
hard to come by, particularly in the United States. 

Ask any planner in an American state department of mental 
health how many hospital beds per thousand population we will 
need in two years and he will likely pick a number out of the 
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air. Two years later he will pick still another number out of the 
air for two years beyond that, without ever comparing the first 
prediction he made with the way things turned out. Only the 
British have been going at this systematically, attempting to 
learn from their mistakes. One of the valuable parts of this 
book is its background material on and discussion of the central 
planning of services. 

This book is necessarily superficial in a number of fundamen- 
tal areas. The student who wants to learn all about evaluation 
or case registers will not find what he wants here. The in- 
troductory chapters are full of name-dropping and brief refer- 
ences to the literature that only the insider will fully appreciate. 
The point of view taken on evaluation, for example, is narrow 
and not the most common.one. It, too, is best appreciated by 
someone who already has the fundamentals. 

In general, this is a good, well-done book, and it belongs in 
every major psychiatric library. It is not something to be pur- 
chased by an individual, except for the serious specialist in 
epidemiology, evaluation, or planning. The price, $26 for a 446- 
page monograph with no photographs, must set some kind of 
record. 


JACK ZUSMAN, M.D. 
Buffalo, N.Y. 


The Etiology of Alcoholism: Constitutional, Psychological and 
Sociological Approaches, by Julian B. Roebuck, Ph.D., and 
‘Raymond G. Kessler, M.A. Springfield, IL, Charles C Thomas, 
1972, 235 pp., $11.95. 


This monograph is an introduction to the rich possibilities of 
an intriguing and long-neglected problem that is now coming 
into its own: the causes of alcoholism. The authors have suc- 
cinctly reviewed much of the pertinent recent literature on the 
subject. They have updated a classic work on the subject, E.M. 
Jellinek’s The Disease Concept of Alcoholism (1), from a con- 
siderably different perspective. Although they are primarily so- 
ciologists, they have striven hard to do justice to the major here- 
dobiochemical and psychological formulations of the etiology 
of alcoholism as well, based upon their experiences in an inter- 
disciplinary seminar on the subject. 

Research on the causes of alcoholism has veritably bur- 
geoned during the last decade. The range and depth of theories 
of causation have increased measurably. This has been in part 
due to the stimulus to research provided by expanded interest in 
alcoholism at the level of the federal government. ‘“‘Alcohol- 
ologists’’ have too long labored in obscurity because their pro- 
fessional and clinical brethren remained curiously inured to 
what the Second Report of the National Commission on Mari- 
huana and Drug Abuse has recently called “the most widely 
used mood-altering drug in America” (2). Moreover, one of the 
continuing difficulties in the field is the tendency for those of 
different disciplines to ignore or disparage the work of those 
taking related, complementary approaches to their own. 

The major contribution of The Etiology of Alcoholism is its 
balance. Theories are presented alongside the opposing evi- 
dence. In addition, the authors do not hesitate to express their 
own opinions as to where the truth lies. 

Let me dispose of some criticisms first. The authors are not 
quite so at home with the technical aspects of medicines as they 
might be. There is an occasional confusing statement or content 
error in the text, which might have been corrected by more pre- 
reading by experts in the appropriate area. For example, on 
page 53 they state, “Glutamine is claimed to be an unusual nu- 
trient in that it is the only amino acid (derived from proteins) 
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which readily passes the ‘blood brain barrier’ and thus gets eas- 
ily into the brain.” Much of the discussion on the psychology of 
alcoholism is apparently premised on the notion that the in- 
gestion of alcohol relieves anxiety. This may be an example of 
technology overrunning the speed of publication, for it now 
seems likely that under most circumstances alcohol is not so 
much a solvent for tension as a stimulus to greater tension (3). 

And whatever happened to the fine art of proofreading copy 
for typographical errors? The publisher might have done the au- 
thors a greater courtesy in this respect. Moreover, the steep 
price of $11.95 for such a modest volume will deter many pro- 
spective buyers. 

The book should have been expanded and a more exhaustive 
critical examination of theory and experiment undertaken. The 
authors are clearly at their best with the sociological data in the 
final section. In this regard, it is sobering—harsh word for an 
alcoholologist—to note upon how few longitudinal studies our 
knowledge is based (notably, the studies by Robins and asso- 
claies, the McCords, and Don Cahalan and associates). The 
National Drinking Survey is considered here in some detail, as 
is the earlier Cambridge-Somerville youth study. 

Data from the epidemiological survey are a tool that a soci- 
ologist with broad interests (such as Dr. Roebuck) should make 
the most use of. For example, much of the confusing data in the 
literature on the relative power of religion to cause or prevent 
drinking and alcoholism might very well be put in order, were 
other studies to be drawn upon. Very few studies pay attention 
to the clear and powerful distinction between being a member 
of a designated religious group and being an. active, practicing 
churchgoer. The distinction is clearly crucial in economics and 
politics, and it ought to be here as well (4). 

This work is recommended as a brief but helpful introduction 
for newcomers to the problem of alcoholism. It offers little new 
material for the expert, but it deals with recent explorations in 
alcoholism about which, alas, psychiatrists and mental health 
prefessionals generally know very little. 
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The Botany and Chemistry of Hallucinogens, by Richard Evans 
Schultes, Ph.D., and Albert Hofmann, Ph.D. Springfield, Ill., 
Charles C Thomas, 1973, 251 pp., $14.95. ° 


Of all man’s strivings, the strangest often seems to be his 
search for a consciousness revealed in dreams, delirium, or 
schizophrenia. Through the use of intoxicants of the most var- 
ied sorts, only recently including products of laboratory syn- 
thesis, the search has been for communication with another 
existence, as it were—an existence of mystical, magical, and 
hal-ucinatory quality. 

For thousands of years man has used in this search the plants 


available to him, and in so doing he has founded medicine and 
promoted theology. We have a rich lore of relevant knowledge 
now assembled in many scholarly works, but The Botany and 
Chemistry of Hallucinogens is unique. Its closest relative, 
Lewin’s Phantastika (1), was published in 1927. Schultes and 
Hofmann have vastly expanded and deepened the lore that 
Lewin laid open. 

Schultes lived for years among tribes that use hallucinogenic 
plants, and he has had personal experience with same of them. 
He has collected many of these plants, identified them, and sub- 
mitted material for chemical and pharmacologic examination. 
In so doing, he has sifted out myths and confusion to provide a 
secure base for future work in the field. 

Hofmann, best known for his synthesis of LSD, is a chemist 
whose work with pharmaceuticals is world renowned. He iden- 
tified and confirmed the structures of psilocybin and psilocin, 
the active principles of teonanacatl, the “sacred mushrooms” of 
Mexico. These two scholars have compressed an astounding 
survey of all known and reported hallucinogenic plants into a 
small volume of 251 pages: 

The background of this work is set in introductory chapters 
dealing with the historical development of the field, its defini- 
tion, and the general botanical and chemical relationships thus 
far known. In subsequent chapters each species of the halluci- 
nogenic plants is carefully described, together with its distribu- 
tion, use, chemistry, and, in some instances, reference to syn- 
thesis of active agents. The book ends with a chapter on “Plants 
of Possible or Suspected Hallucinogenic Use.” There are 78 ex- 
cellent illustrations, including many photographs, of the plants 
mentioned. A bibliography of 453 references current to 1972 is 
selective yet comprehensive. 

Such a description of the book fails to do justice to the care- 
ful, extremely well-informed, and well-balanced judgment of 
the authors. Their scholarship is impressive. Every page bears 
witness to it in quotations, the sifting of evidence, Gescription of 
plant variability and distribution, the naming of minor alka- 
loids, and in the assignment of dose-related effects to variations 
in drug action. 

My major interest has been schizophrenia, and I have been 


unimpressed by the belief that the hallucinogens produce a` 


“model [schizophrenic] psychosis.” Yet of all the hallucino- 
genic plants described by Schultes and Hofmann, one stands 
out as a possible exception: the puffballs, specifically Lycoper- 
don marginatum Vitt. and Lycoperdon mixtecorum Heim, the 
two species of puffballs used as hallucinogens by the Mixtec In- 
dians. “Voices and echoes are heard, and voices are said to re- 
spond to questions posed to them. ... The effects of the puffball 
differ strongly from those of the hallucinogenic mushrooms.” 
These effects may simply be those of delirium, If, on the con- 
trary, they are those of a true schizophreniform psychosis, 
Schultes and Hofmann will have introduced a most exciting 
tool to those who try to extract science out of magic. 
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The Second Sin, by Thomas Szasz. Garden City, N.Y., Double- 
day & Co., 1973, 121 pp., $5.95. 


Szasz takes his theme from the Old Testament: The first sin 
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was man’s acquisition of the knowledge of good and evil; the 
second sin was the knowledge of clear speech, for which God 
punished man with the confusion of Babel. In the introduction 
Szasz states: 


- A dignified and humane understanding of man—-his ex- 
perience and conflicts, his strengths and weaknesses, his 
saintliness and his bestiality—all this requires a rejection 
of the languages of both madness and mad-doctoring, and 
a fresh commitment to the conventional, disciplined, and 
artistic use of the language of the educated layman. 


Thomas Szasz is now sufficiently famous to have disciples as 
well as enemies. This short book will please the former and ag- 
gravate the latter. It is a collection of aphorisms, maxims, and 
definitions that express in clever, succinct form the Szaszian 
wisdom presented at greater length in his many previous books 
and articles. 

As clever and seductively commonsensical as Szasz can be, 
these aphorisms and maxims are actually only slogans, rallying 
the faithful around Szasz’s two familiar precepts: Mental 
patients are liars and fakes; psychiatrists are tyrants and 
quacks. For example, he states: 


Much of what now passes as mental illness is actually 
force anc fraud—-the so-called patient trying to coerce oth- 
ers by pretending to be sick. Similarly, much of what now 
passes as psychiatry is also force and fraud—the so-called 
psychiatric physician trying to coerce others by pretending 
to be a healer combating a pestilential epidemic. 


One can hardly quarrel with Szasz’s plea for clear speech. 
Unfortunately, as The Second Sin amply demonstrates, clarity 
of speech does not guarantee either truth or accuracy. No mat- 
ter how they may be dressed up in the guise of proverbial wis- 
dom, false statements are still false, sciolisms do not become 
profundities, and sophistic slogans can only mislead. 


BERNARD L. DIAMOND, M.D. 
Berkeley, Calif. 


Butyrophenones in Psychiatry, edited by Alberto DiMascio, 
Ph.D., and Richard I. Shader, M.D. New York, Raven Press, 
1972, 119 pp., $9.75. 


In April 1971 a symposium on Butyrophenones in Psychiatry 
was held by Boston State Hospital in order to review the cur- 
rent literature on and clinical applications of the members of 
this group of drugs, primarily haloperidol. This book contains 
the papers presented at this symposium. It begins with a concise 
but comprehensive review by DiMascio of the biochemistry, 
pharmacology, and metabolic properties of the best docu- 
mented butyrophenones of potential value in psychiatry. The 
following chapter discusses the art of psychopharmacotherapy, 
using the author’s experience with haloperidol in outpatients to 
illustrate the components of this art. 

The next three chapters cover the use of butyrophenones in 
the treatment of acutely agitated patients, manic patients, 
chronic schizophrenics, psychogeriatric patients, and |-dopa-in- 
duced and spontaneous dyskinesias. Where possible, com- 
parisons are made with other neuroleptics used to treat these 
clinical conditions. The data verify that some butyrophenones, 
especially haloperidol, are as effective as other neuroleptics in 
treating psychosis and anxiety, with the advantage that they 
cause less sedation.and fewer autonomic, cardiovascular, and 
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other side effects, except for extrapyramidal reactions. 

These clinical papers are followed by Shader’s review of the 
extrapyramidal and cardiovascular side effects of the butyro- 
phenones. His data indicate that the propensity of these drugs 
(particularly haloperidol) to elicit striopallidal reactions is no 
greater than that of other potent neuroleptics. He also con- 
cludes that haloperidol, because of its low incidence of cardio- 
vascular side effects, could be an especially safe neuroleptic for 
psychiatric patients with known cardiovascular disease, an 
opinion that I support. 

In the final chapter Cole tersely summarizes the points made 
by the contributors and speculates about some of the potential 
clinical indications for these compounds. 

Two more years of worldwide clinical experience with the 
butyrophenones has substantiated the efficacy and safety of 
haloperidol as reported in this worthwhile book. It also sup- 
ports the validity of Shader’s reminder that “knowledge about 
drugs and prescribing practices do change.” It is now clear that 
many patients, in order to obtain optimal benefit, do require 
much higher doses of haloperidol than the maximum daily dose 
of 15 mg. that was initially recommended in the package insert. 
Shader aptly counsels physicians to consult the newest package 
insert in order to familiarize themselves with new information 
pertaining to the drug they are about to prescribe. This should 
be done after reading this book, since some of its information 
on dosages is no longer applicable in view of the latest clinical 
data on haloperidol. 


FRANK J. AYD, JR., M.D. 
Baltimore, Md. 


The Emergence of Deviant Minorities: Social Problems and So- 
cial Change, edited by Robert W. Winslow, New Brunswick, 
N.J., Transaction Books, 1972, 378 pp., $9.75. 


This volume is a collection of selections from commissions on 
crime, campus unrest, causes and prevention of violence, mari- 
Juana, homosexuality and prostitution, and obscenity and por- 
nography. It was edited by Dr. Robert Winslow, Professor of 
Sociology at San Diego State College. The selections include 
reports of national commissions such as the President’s Com- 
mission on Law Enforcement and Administration of Justice, 
the National Advisory Commission on Civil Disorders, the 
President’s Commission on Campus Unrest, the Commission 
on Obscenity and Pornography, and several others. There are 
also selections from The Wolfenden Report (1). 

The editor notes the similarity in the patterns of emergence 
of ethnic minorities and deviant minorities, especially in the 
past decade. He notes that the success of ethnic minorities, par- 
ticularly blacks, may be responsible for the adoption of some of 
the same rhetoric and goals by the deviant minorities as they 
seek first-class citizenship. While Winslow is primarily con- 
cerned with minorities that are sometimes termed ‘‘victimless 
offenders,” including sex deviates, drug users, alcoholics, and 
juvenile offenders whose offenses are largely running away, 
truancy, and violation of curfew, he also includes the “convicted 
minority.” ; 

As these minorities have emerged, the government has been 
concerned with investigating their claims. It is selections from 
the reports of these investigations that make up the bulk of this 
book. These studies, while ordered by the establishment, have 
used a methodology that is sober, objective, and scientific. The 
overall thrust is toward greater legal tolerance of deviant mi- 
norities, which is especially persuasive in view of the lack of 
partisanship of the commissions that put forth the conclusions. 
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The book does an excellent job of making a case for in- 
creased social and administrative tolerance, as well as increased 
legal tolerance, of the deviant minorities. It should be read by 
every citizen who is concerned with the many aspects of social 
deviance, but it will be of particular interest to psychiatrists, 
who are often expected to be scientifically knowledgeable about 
the causes and effects of various kinds of deviance. Nearly every 
one of these reports refers to studies or judgments made by psy- 
chiatrists and other mental health professionals. As individuals, 
we may not agree with all of these studies and judgments, but as 
psychiatrists, it behooves us to know about them and about the 
reports in general. 

The selections are well chosen to reflect the major theses and 
recommendations of the reports from which they came. A sin- 
gular advantage of this book is that it brings together key selec- 
ticns from several of these reports, many of which may not be 
readily accessible in their full texts to many psychiatrists out- 
side of university settings. It also makes it possible to avoid 
reading through detailed pages of tables and other data as re- 
ported in the full documents. As an example, the report of the 
President’s Commission on Law Enforcement and Administra- 
tion of Justice runs 300 pages in the original. In this book it is 
represented by 118 pages of key issues. This kind of boiled- 
down compilation makes this book a bargain for the busy psy- 
chiatrist. 
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Changing Frontiers in the Science of Psychotherapy, by Allen E. 
Bergin, Ph.D., and Hans H. Strupp, Ph.D. Chicago, Al- 
dine Atherton, 1972, 453 pp., $15. 


The reader is advised to begin this book with the epilogue, in 
which Drs. Bergin and Strupp, Professors of Psychology at Co- 
lumbia University and Vanderbilt University respectively, re- 
view the substance of the mission with which this book deals. 

That mission, begun in 1967 and completed in 1970, eval- 
uated the feasibility of organizing a major collaborative effort 
in which ten or 20 full-time behavioral scientists, with an equal 
number of doctoral fellows, would be gathered together in a 
specially planned institute to study research methods, therapeu- 
tic approaches, and outcome studies in psychotherapy. To do 
this, the authors interviewed a number of clinicians, research- 
ers, and scientists from a variety of disciplines around the coun- 
try. The book is largely made up of detailed and extensive re- 
constructions of these interviews. These résumés, by the way, 
are superb examples of clear, concise, and accurate reporting by 
the authors. 

The conclusion was that the establishment of a research 
institute was not feasible at that time (1970) or in the future. 
While the authors list a number of reasons for their conclusion, 
one stands out. They write: “With few exceptions, we found in- 
sufficient motivation and commitment on the part of leading re- 
searchers and clinicians to develop and execute such studies.” 
In other words, the researchers and clinicians would not or 
could not work together. Not that they were not working hard 
anc doing important and innovative things in their individual 
settings; they were. But even though the authors ‘‘discreetly ed- 
itec” certain comments, such a heterogeneous group of psycho- 


analysts, behaviorists, client-centered therapists, Gestaltists, 
transcendentalists, biofeedback therapists, humanists, etc., 
might be expected to be—and, indeed, some of them were—a 
bit peevish toward a colleague, a method, a differently held 
view, or another profession or discipline. 

Perhaps this is why the epilogue stands out. It is an excellent 
example of how two men holding different views—Strupp, a 
psychoanalyst, and Bergin, a behaviorist—can successfully col- 
laborate with one another over a period of severa: years, each 
respecting the other in their attempts to produce a much-needed 
and necessary amalgam between these two major theoretical 
and clinical forces in American psychiatry today. 

It is too bad about that institute, though. According to the 
authors, it would have been affiliated with a major university in 
a favorable geographical location, largely autonomous, and 
would have had full access to all university facilities including 
clinical centers, with everything paid for by NIMH. It took a 
certain amount of courage for the authors to acknowledge what 
could not be without losing their optimism. 

In a field that seems to have more detractors now than ever 
before—-even among our own colleagues—that optimism is en- 
couraging. Psychotherapy is still a frontier science as implied in 
the title of the book—a book highly recommended to research- 
ers and clinicians alike for the challenges posed and the answers 
suggested. 


BENJAMIN J. SADOCK, M.D. 
New York, N.Y. 


Psychosocial Aspects of Terminal Care, edited by Bernard 
Schoenberg, Arthur C. Carr, David Peretz, and Austin H. Kut- 
scher. New York, Columbia University Press, 1972, 382 pp., 
$12.50. 


An unknown but witty person has suggested that a book ora 
lecture may be described in the idiom of women’s apparel. 
There is the “girdle” book that pulls things together. Then there 
is the “brassiere” text that simply covers a couple of interesting 
points. And then there is the “kimono,” one that covers the en- 
tire subject. This book falls into the last category, and although 
very ambitious, it is well done. A quick glance at the disciplines 
of the over 40 contributors confirms the broad scope of this en- 
deavor: There are psychiatrists, sociologists, surgeons, nurses, 
psychologists, clergy, a dentist, radiologist, pharmacologist, pe- 
diatrician, internist, etc. Many are well-regarded workers in 
the area of death and dying. 

This book contains the proceedings of a symposium held at 
the Columbia-Presbyterian Medical Center in New York. It 
was sponsored by the Foundation of Thanatology in connection 
with the Columbia University Departments of Psychiatry and 
Nursing. 

In Howard Rome’s words, a symposium attempts a ““market- 
place of ideas.” While this volume proposes, few new ideas, 
it abounds with a wide variety of topics. These encompass 
education; general medical care; pediatric and surgical care; 
other medical specialties; psychosocial, family, and institution- 
al care; and ethical issues (one of which is euthanasia). Thir- 
teen workshops explore the aforementioned themes in detail. 

The impact and style of the articles are uneven. But this 1s in- 
herent in such an all-inclusive collection, and no criticism is in- 
tended. The reader will be drawn to those major sections of the 
book that reflect his particular interest. 

There is little that one can take issue with in this volume. It ts 
a full inventory. Of notable clinical appeal is the chapter by Ci- 
cely Saunders describing her therapeutic community for the 
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dying at St. Christofer’s Hospice in London. The photographs 
supplementing the chapter are enlightening and moving. 

If one is looking for a compendium of death and dying and 
all of its ramifications, this book will serve that purpose quite 
nicely. 

NATHAN SCHNAPER, M.D. 
Baltimore, Md. 


Soviet Psychology: Philosophical, Theoretical, and Experimen- 
tal Issues, by Levy Rahmani. New York, International Univer- 
sities Press, 1973,425 pp., $17.50. 


In the foreword Josef Brozek, himself a distinguished inter- 
preter of Russian psychology, describes this book as “‘a detailed 
portrait and synthesis of selected aspects of Soviet psychology.” 
The detail is there, but the synthesis is not so obvious. 

The volume begins with a historical overview of Soviet psy- 
chology from 1917 to 1950. This is followed by a section on The 
Nature of Psyche, which deals with the philosophical struggles 
attendant upon formulating a content for psychology that is 
consonant with dialectical materialism and Pavlovian prin- 
ciples. It is fascinating to contrast the Russian scene, where the 
political establishment was arbitrarily ruling consciousness into 
psychology, with the American scene, where the scientific estab- 
lishment was equally arbitrarily ruling it out. There then follow 
lengthy sections on sensory cognition and on thought and lan- 
guage and briefer sections on memory, emotions and feelings, 
will and voluntary activity, and personality; the assignment of 
space roughly represents the relative importance of these topics 
on the Russian scene. The final five pages of concluding re- 
marks is regrettably short and offers only the briefest of inter- 
pretive summaries. There is a good bibliography and, of course, 
author and subject indexes. 

Levy Rahmani, a Romanian emigré by way of Israel, comes 
to us well equipped for his task by reason of his early training in 
Marxist psychology and his later experiences in other areas. He 
has given us a good book (despite its occasionally awkward 
style, which is no doubt attributable to language problems), but 
itis by no means a perfect book. In my opinion Rahmani is a 
translator rather than an interpreter, an encyclopedist rather 
than a commentator, and an archivist rather than a historian; 
and the book suffers as a result. He rarely attempts to integrate 
Soviet and American psychology and then only at the most su- 
perficial level. 

Unfortunately, Brozek favorably compares Rahmani’s book 
with Cole and Maltzman’s Handbook of Contemporary Soviet 
Psychology (1), which he calls an “updating” of the Russian 
book The Science of Psychology in the U.S.S.R., which was 
published in 1959 and 1960 and subsequently translated and dis- 
tributed by the Office of Technical Services, U.S. Department 
of Commerce (2). The updating consists of considerable altera- 
tion in the list of Russian contributors and subject areas and 
the addition of extensive editorial comment by Cole and 
Maltzman. which supplies the necessary interpretive back- 
ground that Rahmani omits. 
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Indecent Exposure, by John M. Macdonald, M.D. Springfield, 
Hi., Charles C Thomas, 1973, 164 pp., $7.95. 


Exhibitionism is the illness of the working man. It happens 
less frequently during weekends than on ordinary working days, 
and it occurs most frequently between 4 and 5 p.m., either on 
the way home or between two jobs. This and many other in- 
teresting surveys, statements, and theories make Macdonald’s 
book worth reading. 

The author presents a classical example of exhibitionism un- 
der the heading of “The Psychology of Indecent Exposure.” An 
angry middle-aged Chinese cook walked over to a booth in the 
restaurant where the manager was sitting with two waitresses. 
“Who is the boss? Me? Here’s the boss,” he said, at which time 
he exposed himself. There is hardly a better clinical example of 
frustration, anger, need for reassertion and proof of belonging 
to the male gender (not proof of masculinity), and fear of cas- 
tration. 

Judge Voelker’s definition of a nudist camp is a classic. He 
does not consider such camps to be places of exhibitionism, but 
instead refers to their deliberate de-emphasis of the prevailing 
Western taboo on the body, etc. 

Exhibitionism may be the precursor to child molestation, and 
while most exhibitionists, by nature of their very passivity, do 
not intend to physically harm their “victims,” a hardened homi- 
cidal individual may also be an exhibitionist. 

There remains an urgent need to study the adults, male as 
well as female, to whom exhibitionists had exposed themselves 
when they were young. Macdonald mentions such a study 
among college students, but we also need to know about the vic- 
tims’ marital adjustment and attitude toward their children. 

The author emphasizes that reports to the courts describing 
the dynamics of exhibitionism must not create the impression 
that it should be blamed on the mother of the offender, since 
this may lead judges to censure them. 

This book will be a helpful guide for the beginning forensic 
psychiatrist, for courts, and for officers of the court. It will be 
indispensable for probation and parole officers and will stim- 
ulate the experienced into more research. 


WERNER TUTEUR, M.D. 
Elgin, HI. 


Psychological Medicine: An Introduction to Psychiatry, 7th ed., 
by Desmond Curran, C.B.E., M.B., D.P.M., Maurice Partridge, 
D.M., D.P.M., and Peter Storey, M.D., D.P.M. Baltimore, Wil- 
liams & Wilkins Co. (U.S. agents), 1972, 428 pp., $11.50. 


I started this book with a very positive bias. It seemed, from 
the introduction, that here was a book which might update the 
Meyerian psychobiological approach, because the two senior 
English authors were trained under Adolf Meyer. Meyer’s 
broad-based, integrative psychobiology, which studied man in 
action at all levels of organization from the physiochemical to 
the social, is being found to be as relevant today as it was 60 
years ago. To get this orientation with present-day scientific in- 
formation would have been exciting. Certainly, a text going into 
its seventh edition must have well demonstrated its usefulness. 

Regretfully, | must report that it fell short of my hopes—not 
that it is bad, but it falls short of expectation. It is a textbook of 
psychiatry in the more traditional model, emphasizing the de- 
scriptive. It updates the biological more than the psychosocial. 
The authors use an unusual classification; “‘personality prob- 
lems” encompass the neuroses and include anxiety neurosis, 
neurotic depression, and hysteria but not obsessional neurosis, 
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which they regard as a “‘real illness” and place in a separate cat- 
egory. 

Many parts of the book are succinctly written and clearly 
demonstrate the authors’ extensive experience. I enjoyed their 
excellent description of physicians’ difficulties with hysterical 
patients and their brief statements such as that on transsexuals. 
These I agreed with. But when I came across views that were 
unusual or did not fit my own experience, the lack of any refer- 
ences was most disconcerting. 

The physician in the United States today will find that the au- 
thors’ very limited description of drug-induced psychoses lacks 
the information necessary for diagnosis and treatment. He will 
find the chapter on “Legal Aspects of Mental Illness” largely 
irre.evant because it discusses only the laws in England and 
Scotland, which are so different from what is going on in this 
country in regard to problems of involuntary treatment, con- 
fidentiality, and informed consent. All readers will find the au- 
thors’ misunderstanding about psychoanalytic theory objec- 
tionable, i.e., “oral, anal and genital phases of the auto-erotic 
phase” are passed through after about the first 18 months of life 
(p. 369). 

I cannot recommend this volume as a textbook for medical 
students or nonpsychiatrists. Perhaps a few psychiatrists might 
enjoy reading it for the authors’ easy, chatty style and humor 
thet comes through in various parts. I am sure that they must be 
great people to know. 


J. MARTIN Myers, M.D. 
Philadelphia, Pa. 


The Nonprofessional Revolution in Mental Health, by Francine 
Sobey. New York, Columbia University Press, 1970, 231 pp., 
$10. 


Like succeeding civilizations that keep reinventing the wheel, 
we have in recent years again discovered the role of the para- 
professional. There has been a flow of statements, seminars, pa- 
pers, and the like by many of us in the field describing with en- 
thusiasm, and usually with thinly disguised condescension, this 
new answer to a variety of social, medical, and educational 
prctlems. Dr. Francine Sobey, Professor of Social Work at Co- 
lumbia University, manages in part to avoid this pitfall. Unlike 
many of the rest of us, she is not so naive that she fails to recog- 
nize that nonprofessionals were providing services to the men- 
tally disabled before there were professionals and that even 
after there were systems run by professionals, the nonpro- 
fessionals still provided most of the services. 

Perhaps the major contributions of our generation have been 
in providing a language system to discuss what the non- 
professional is all about (the “I never knew I was speaking 
prosz” phrase) and organized attempts to explore new roles and 
relationships for this group. Of course, Dr. Sobey rightly points 
out that the new role delineations imply new training strategies, 
which immediately modifies the hierarchical system and in 
many cases effectively makes a professional out of a non- 
professional. 

Dr. Sobey’s book may suffer somewhat from the fact that al- 
most one-third of it is devoted to proving that nonprofessionals 
are useful, important, and relevant. This is made less wearing 
by che fact that.this fairly obvious point is described in rather 
colorful terms, such as “‘crisis,” “revolution,” etc. In an almost 
self-righteous way she talks about proving the value of the non- 
professional. In this section she touches briefly on the problems 
and dangers of the new system but keeps drifting into other 


areas, as if somehow she feared that there were not enough to 
say. 

In succeeding sections of the book, however, she packs in a 
variety of facts and hard data that came from an NIMH study 
of 10,000 nonprofessionals working in projects across the coun- 
try. Much of this was new and in some cases surprising to me, 
and it should stimulate further study. She tends to pass over 
rather quickly a question that no one else has yet been able to 
answer to my satisfaction, i.e., what specifically can be de- 
scribed as a mental health role or program? She appears to feel 
that any worthwhile activity or program that is helpful to any- 
one is by nature good for his mental health. Generally, of 
course, I would agree, but this philosophy tends to make objec- 
tive evaluations difficult. I feel that there is insufficient attention 
paid to the role differences between the volunteer worker and 
the nonprofessional, since in most cases they provide rather dif- 
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ferent problems and challenges. 

My overall feeling about this small and somewhat variable 
work is that it is a good beginning. It contains a fine, compre- 
hensive bibliography. It would be a useful reference book for 
any psychiatric library. It would be a valuable text for the train- 
ing of mental health workers. It would provide a useful stimulus 
for anyone involved in the planning and implementation of new 
programs. In addition, much of it is rather pleasant reading. I 
hope that Dr. Sobey will feel inclined to devote her next book to 
a more detailed examination of the integration of various per- 
sonnel as it relates to the career ladder concept, even if it means 
that she will write in terms of studied program evolution rather 
than revolution. 


STUART L. KEILL, M.D. 
New York, N.Y. 


Authors presenting numbered papers or new research papers at the annual meeting in May 1974 
are reminded that the Journal will NOT consider any of these papers until after the annual 
meeting itself. Please bring two copies of your paper to Detroit to hand in to the secretary of 
your session; the secretary will then hand in the papers to the Journal office. If you plan to mod- 
ify your paper on the basis of the discussion at the meeting and submit it later, please notify the 


secretary of that fact. 
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This listing acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be reviewed 
as space permits, and copies of the reviews will be sent to the 
publishers. Books cannot be returned to the publishers. 


The Denial of Death, by Ernest Becker, Ph.D. New York, Free 
Press, Macmillan Co., 1973, 304 pp., $7.95. 


Mental Illness in Perspective: History and Schools of Thought, 
by Robert A. Clark, M.D. Pacific Grove, Calif, Boxwood 
Press, 1973, 102 pp., $2.95 (paper). 


Comparison and Evaluation of Methods of Treatment and Reha- 
bilitation for Drug Dependence and Abuse, by the World Health 
Organization. Copenhagen, WHO Regional Office for Europe, 
1973, 104 pp., not for sale (paper). 


Background to Migraine. Fifth Migraine Symposium, 1972, ed- 
ited by J.N. Cumings, M.D. New York, Springer-Verlag, 1973, 
178 pp., $15.20. 


Intimate Relations, by Murray S. Davis. New York, Free Press, 
Macmillan Co., 1973, 332 pp., $7.95. 


The Singles Game, by Andrew J. DuBrin, Ph.D. Chatsworth, 
Calif., Books for Better Living, 1973, 254 pp., $1.25 (paper). 


Moral Education: A Study in the Theory and Application of the 
Sociology of Education, by Emile Durkheim, edited by Everett 
K. Wilson. New York, Free Press, Macmillan Co., 1973, 281 
pp., $3.45 (paper). 


Existing Patterns of Services for Alcoholism and Drug Depen- 
dence, by the World Health Organization. Copenhagen, WHO 
Regional Office for Europe, 1973, 146 pp., not for sate {paper}. 


Placebo Therapy, by Jeferson M. Fish. San Francisco, Jossey- 
Bass, 1974, 161 pp., 38.75. 


Dimensiones de la Psiquiatria Contemporanea, edired by Dr. 
César Perez de Francisco. Mexico City, Editorial Fournier, 
S.A., 1972, 523 pp., no price listed {paper}. 


The World of the Urban Working Class. by Marc Fried. Cam- 
bridge, Mass., Harvard University Press, 1973, 404 pp., $15. 


You Can Do It From a Wheelchair, by Arlene E. Gilbert. New 
Rochelle, N.Y., Arlington House, 1974, 144 pp., $6.95. 


Mental Health on the Campus: A Field Study, by Raymond M. 
Glasscote, M.A., and Michael E. Fishman, M.D. Washington, 
D.C., Joint Information Service of the American Psychiatric 
Association and the National Association for Mental Health, 
1973, 216 pp., $7. 


Support, Innovation, and Autonomy: Tavistock Clinic Golden 
Jubilee Papers, edited by Robert Gosling. New York, Barnes & 
Noble Books, Harper & Row {U.S. distributor), 1974, 289 pp., 
$16.50. 


Murals of the Mind: Image of a Psychiatric Community, by Jay 
Harris, M.D., and Cliff Joseph. New York, International Uni- 
versities Press, 1974, 274 pp., $15. 


Experience with Abortion: A Case Study of North-East Scot- _ 
land, edited by Gordon Horobin. New York, Cambridge Uni- 
versity Press, 1973, 373 pp., $19.50. 


The Ecology of Mental Disorder, by Leo Levy, Ph.D., 
S.M.Hyg., and Louis Rowitz, Ph.D. New York, Behavioral 
Publications, 1973, 204 pp., $12.95. 


Contemporary Research in Social Psychology: A Book of Read- 
ings, 2nd ed., edited by Henry Clay Lindgren. New York, John 
Wiley & Sons, 1973, 509 pp., $9.95. 


On Writing, Reading, and Dyslexia, by Arthur Linksz, M.D. 
New York, Grune & Stratton, 1973, 256 pp., $9.75. 


A Practical Guide to Long Term Care and Health Services Ad- 
ministration, edited by Monroe Mitchel. Greenvale, N.Y., 
Panel Publishers, 1973, 400 pp., $24.50. 


Examinations and the Training of Psychiatrists. The Association 
of Psychiatrists in Training Second Symposium, edited by Dr. 
Paul O'Farrell. London, Association of Psychiatrists in Train- 
ing (c/o Dr. O'Farrell, Tavistock Clinic}, 1973, 60 pp., 35p {pa- 
per). 


Understanding Understanding, by Humphry Osmond, with 
John A. Osmundsen and Jerome Agel. New York, Harper & 
Row, 1974, 216 pp., $7.95. 


The Abortion Experience: Psychological & Medical Impact, ed- 
ited by Howard J. Osofsky and Joy D. Osofsky. Hagerstown, 
Md.. Medica! Department, Harper & Row, 1973, 639 pp., $25. 


Pastoral Care of the Dying and the. Bereaved: Selected Read- 
ings, edited by Robert B. Reeves, Jr., Robert E. Neale, and 
Austin H. Kutscher. New York, Health Sciences Publishing 
Corp., 1973, 160 pp., $3.95 (paper). 


The Sexual Behaviour of Young Adults, by Michael Schofield. 
Boston, Little, Brown and Co., 1973, 243 pp., $10. 


> Galen on Psychology, Psychopathology, and Function and Dis- 


eases of the Nervous System, by Rudolph E. Siegel, M.D. New 
York, S. Karger, 1973, 288 pp., $42.90. 


The Journal of Judith Beck Stein, by Judith Beck Stein. Wash- 
ington, D.C., Columbia Journal, 1973, 170 pp., $2.45 (paper). 


Your Personal Learning Plan: A Handbook for Physicians, by 
Leonard S. Stein, Ph.D. Chicago, Illinois Council on Contin- 
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BOOK REVIEWS 


uing Medical Education, 1973, 32 pp., $1; no charge to Illinois 
practitioners (paper). 


Psychotherapy: Clinical, Research, and Theoretical Issues, by 
Hans H. Strupp. New York, Jason Aronson, 1973, 805 pp., $25. 


The Death of Ivan Ilych, by L. Tolstoi. New York, Health Sci- 
ences Publishing Corp., 1973, 68 pp., $1.25 (paper). 


Ego Analysis in the Helping Professions, by Frances Upham. 
New York, Family Service Association of America, 1973, 271 
pp., $8.50. 


Psychiatry: Education and Image, edited by Gene Usdin, M.D. 
New York, Brunner/ Mazel, 1973, 180 pp., $7.50. 


Invisible Men: Faces of Alienation, by George Victor. Engle- 
wood Cliffs, N.J., Prentice-Hall, 1973, 142 pp., $6.95. 


Psychotherapy and the Role of the Environment, by Harold M. 
Voth, M.D., and Marjorie H. Orth, M.S.W. New York, Behay- 
ioral Publications, 1973, 354 pp., $9.95. 


Psychology of the Youthful Offender, 2nd ed., by Robert N. 
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Walker, Ph.D. Springfield, Ill., Charles C Thomas, 1973, 142 
pr., $10.50. 


Environmental Pollution and Mental Health, by John S. Wil- 
liams, Jr., Edward Leyman, Stephen A. Karp, and Paul T. Wil- 
son. Washington, D.C., Information Resources Press, 1973, 128 
pp.. $9.50. 


Citizen Advocacy and Protective Services for the Impaired and 
Handicapped, edited by Wolf Wolfensberger and Helen Zauha. 
Toronto, Canada, National Institute on Mental Retardation, 
1973, 270 pp., no price listed { paper). 


Dictionary of Behavioral Science, edited by Benjamin B. Wol- 
man, Ph.D. New York, Van Nostrand Reinhold Co., 1973, 478 
pp., $19.95. 


Basic Concepts of Psychoanalytic Psychiatry, by Elizabeth R. 
Zetzel, M.D., and W.W. Meissher, M.D. New York, Basic 
Books, 1973, 305 pp., $10. 


Contact: The First Four Minutes, by Leonard Zunin, M.D., 
with Natalie Zunin. New York, Ballantine Books, 1973, 271 
pp., $1.50 (paper). 


OFFICIAL ACTIONS 


1974 Annual Meeting: Preliminary Program 


Following is the preliminary program and other information related to the APA annual meeting, which will be held in Detroit, 
Mich., May 6-10, 1974. The information here is what was available as of mid-January 1974; it is subject to additions, deletions, 
and other changes. Included are Registration and Related Information, the Scientific Program, and an Index of Participants. 
An official booklet containing additional information, such as the names of officers of sessions and of discussants, as well as lo- 


cations, will be distributed in Detroit at the time of registration. 
Registration and Related Information 


REGIST RATION 


All registration will take place in Cobo Hall, Main Level, 
Hall C. The registration desk will be open: 

Sunday, May 5—1:00 p.m. to 5:00 p.m. 

Monday through Thursday, May 6-9--8:00 a.m. to 5:00 p.m. 

Friday, May 10—8:00 a.m. to 2:30 p.m. 

A registration fee of $10 per day, or $40 for the five days, is 
required from all nonmembers with the exception off 1) invited 
nonmember program participants who are presenting papers or 
who are session officers, and their immediate families, 2) dis- 
cussants, 3) participants on morning and evening panels and 
their immediate families, and 4) the immediate families of 
members of APA. Associate members, members-in-training, 
and their immediate families are also exempt from paying reg- 
istration fees. The fee covers admission to the sessions and in- 
cludes a badge and a copy of the official program. Badges are 
required for all sessions (including the opening session) and for 
the exhibit area. However, a badge does not cover admission to 
the business session of the Association, which is open only to 
members. 

A $10 registration fee for the five days is required of visitors 
living outside the United States or Canada and of military per- 
sonnel on active duty. 

A $5 registration fee for the five days is required of the 
spouses and dependents of all nonmember registrants (ex- 
cluding invited nonmember program participants). 

A $5 registration fee for the five days is required of medical 
students, interns, residents, chaplains, nursing students, and stu- 
dents in the mental health professions. Students must present a 
letter from their school or training facility instructor certifying 
their status. 

The Scientific Proceedings in Summary Form for the 1974 
annual meeting will be available throughout the week in the reg- 
istration area of Cobo Hall and also in the area of the meeting 
rooms on the Upper Level, Third Floor. 


KEY LOCATIONS 


All APA staff offices will be located in the Upper Level of 
Cobo Hall. 


Arrangements 3176 
Convention Office 3188 
Journal Office 3178 
Press Offices 3184, 3185 


Program Committee 3177 
Registration and 
Information Center Hall C, Main Level 


Spouse Hospitality 


Center Lounge adjacent to cafeteria, Cobo 
Hall 
Staff Office 3186 


INFORMATION AND MESSAGE CENTER 


This center will be located in the registration area (Main 
Level, Hall C) and will be open: 

Saturday, May 4— 1:00 p.m. to 5:00 p.m. 

Sunday, May 5—9:00 a.m. to 5:00 p.m. 

Monday through Thursday, May 6-9—8:00 a.m. to 5:00 p.m. 

Friday, May [0—-8:00 a.m. to 2:30 p.m. . 

Self-service message racks will be available for pickup, de- 
posit, and exchange of messages at all times, even when the 
message center is closed. Extremely urgent messages will re- 
ceive the personal attention of APA staff members. All regis- 
trants are requested to check the message center periodically. 


MEMBERSHIP INFORMATION CENTER 


This desk will be located adjacent to the Information and 
Message Center in the registration area and will be open during 
the same hours. 


JOURNAL OFFICE 


. The office of the American Journal of Psychiatry will be in 
Room 3178, Upper Level, Cobo Hall. The office will be open 
from 9:00 a.m. to 5:30 p.m., Monday through Friday. Members 
of the Journal staff will be available to discuss any questions 
that authors who are presenting papers at the meeting may 
have. They particularly welcome the opportunity to confer with 
authors about tables and figures to be included in the papers. 

It is the policy of the Journal to publish only original mate- 
rial that has not been published elsewhere in any form and that 
is not being considered for publication elsewhere. “Publication” 
includes recording on videotape or audiotape or appearance in 
printed form. Specifically with regard to the annual meeting, 
this policy applies to any material, including new research pa- 
pers and morning and evening panels, that the authors wish to 
have considered for publication in the Journal, 

Authors of numbered papers are reminded that all such pa- 
pers are the property of the Journal. Permission must be se- 
cured from the Editor, Francis J. Braceland, M.D., before a pa- 
per may be considered for publication elsewhere. 
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WORKSHOP ON WRITING 


APA and the American Medical Writers Association will co- 
sponsor a workshop on writing for scientific journals, to be held 
in Cobo Hall on the afternoon of Monday, May 6, and the 
morning of Tuesday, May 7. For further details and registra- 
tion form see page 376. 


PLACEMENT SERVICE 


There will be a register available at the Membership Infor- 
mation Center for prospective employees and those seeking a 
new position. 


PAPER NUMBERS 


Paper numbers are assigned for your convenience in using 
this preliminary program. These numbers are subject to change. 
Final numbers will appear in the official APA Program that will 
be distributed at the annual meeting. 


FORUM ROOM 


A meeting room in Cobo Hall will be available for the dis- 
cussion of special issues during the course of the meeting. All 
groups who wish to schedule programs must apply for its use by 
contacting the Program Committee Chairman, Room 3177. 
Groups who have secured the use of the room and who wish to 
have a placard prepared for display in the registration area 
should contact the Convention Manager, Room 3188. 


HOSPITALITY LOUNGE 


This will be located directly in the center of the exhibit area 
(Main Level, Hall C) and will be available for use by all regis- 
trants. Coffee will be served during exhibit hours. 


SPOUSE HOSPITALITY CENTER 


The Local Arrangements Committee will have a Spouse 
Hospitality Lounge in the area adjacent to the cafeteria in Cobo 
Hall. Information for all leisure-time activities will be available 
Sunday through Wednesday in this area. The area will also 
serve as the assembly point for tours and special events. 


PROFESSIONAL TOURS 


Information on tours to facilities of psychiatric interest in the 
Detroit area may be obtained from members of the Local Ar- 
rangements Committee in the registration area, Cobo Hall. 


SHUTTLE BUS SERVICE 


This will be available between Cobo Hall and downtown ho- 
tels. Route maps, hours of operation, and fare information will 
be available at the information and registration areas. Hotels 
outside the downtown area serviced by Detroit’s public trans- 
portation system will have schedules and route information 
available. 
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FIRST AID 


The first aid station will be located near the exhibit area. A 
registered nurse will be on duty from 9:00 a.m. to 5:00 p.m. 
daily throughout the meeting. At all other times, call your hotel 
physician through the switchboard. 


MORNING AND EVENING PANELS 


Morning panels will be held on Tuesday through Thursday at 
7:30 a.m. in Cobo Hall. Breakfast may be obtained in regular 
hotel facilities. Evening panels will be held on Tuesday and 
Thursday at 8:00 p.m. in Cobo Hall. 


CONTINUING EDUCATION COURSES 


Continuing education courses on wide-screen closed-circuit 
color TV will be shown in Room 2040, Upper Level, Cobo Hall, 
on Tuesday, 9:00 a.m.-12 noon, Wednesday, 2:00 p.m.—5:00 
p.m., Thursday, 9:00 a.m.-12 noon, and Friday, 2:00 p.m.—5:00 
p.m. 


FILMS 


Films will be shown in Room 2040, Upper Level, Cobo Hall, 
on Monday, 2:00 p.m.~5:00 p.m., Wednesday, 9:00 a.m.—12:00 
noon, Thursday, 2:00 p.m.-5:00 p.m., and Friday, 9:00 
a.m.—12:00 noon. 


EXHIBITS 


Technical and scientific exhibits will be on display in Cobo 
Hall, Main Level, Hall C, on Sunday, 1:00 p.m.-5:00 p.m., 
Monday through Wednesday, 8:30 a.m.~5:00 p.m., and Thurs- 
day. 8:30 a.m.—3:00 p.m. 

An APA exhibit, featuring services of the Association to its 
members, will be located in Cobo Hall, Main Level, Hall C, 
Monday through Thursday. 


ANNUAL BANQUET AND DANCE 


The annual banquet and dance will be held on Wednesday, 
Mav 8, at 7:30 p.m. in the Grand Ballroom, Cobo Hail. A dutch 
treat cocktail party will precede the banquet in Hall C at 6:30 
p.m. 

Tickets for the banquet are $15 per person and may be pur- 
chased at the Ticket Sales Desk located in the registration area 
in Cobo Hall. 


SPECIAL LUNCHEON 


A luncheon will be held in honor of Mrs. Marsha Freedman, 
wife of the President of APA, and Mrs. Babette Spiegel, wife of 
the President-Elect, on Tuesday, May 7, at 12:00 noon in the 
Grand Ballroom of the Sheraton Cadillac Hotel. Herma Hill 
Kay, J.D., will speak on “Sex-Based Discrimination in Mar- 
riages By and Between Professionals.” 

Tickets for the luncheon are $8 per person and may be pur- 
chased in the registration area, Cobo Hall, Main Level, Hall C, 
before noon on Monday, May 6. 


PRELIMINARY PROGRAM 


The Scientific Program 


MONDAY, MAY 6 9:00 A.M. 


Official Opening of the 127th Annual Meeting of the American Psychiatric Association 


Call to Order. Alfred M. Freedman, M.D.{F),' President 
Invocation: James W. Bristah, District Superintendent, Detroit East, Michigan Area United Methodist Church 


Official Greetings: The Honorable Gerald Ford, Vice-President of the United States, The Honorable Colman Young, 


Mayor of the City of Detroit 


Introduction of Visiting Dignitaries 


Introduction of Chairpersons of the Program and Arrangements Committees: H. Keith H. Brodie, M.D. (F), Ben- 


jamin Jeffries, M.D. (F) , 
I Presidential Address: Alfred M. Freedman, M.D. {F) 
Response of the President-Elect: John P. Spiegel, M.D. (F) 
Benediction: The Reverend Clement Kern, Most Holy Trinity Church, Detroit, Mich. 
Organist: Joseph H. Stephens, M.D. (F) 
Reception 


MONDAY, MAY 6 2:00 P.M. 


Session I: Dangerousness, Law, and Mental Commitment Practices 
2 Impact of the Massachusetts Mental Health Reform Act 
A, Louis McGarry, M.D.(F) 


3 The Determination of Dangerousness in New York 
Henry J. Steadman, Ph.D. {I} 


4 Implications of California’s Mental Health Law 
Albert H. Urmer, Ph.D. (I) 


5 Dangerousness and Considerations of Social Policy 
. Saleem A. Shah, Ph.D. (I) 


6 Mental Health Commitment: The Legal Perspective 
N.N. Kittrie, S.J.D. {1} 


Session II: Psychotherapy of Narcissistic Character Disorders (Joint Panel with the American Psychoanalytic Association} 


7 Therapy of Narcissistic and Borderline Patients 
Otto Kernberg, M.D.(F} 


8 The Several Dimensions of Narcissism 
Vann Spruiell, M.D. {F} 


9 Vitality and Relevance of Analytic Psychotherapy 
Paul Ornstein, M.D.{M)} 


! The following abbreviations refer to membership in the American Psychiatric Association: 


(A) Associate (F) Fellow (M) Member (LM) Life Member 
(CF) Corresponding Fellow (HF) Honorary Fellow (MT) Member-in-Training (D Invited Participant 
(DF) Distinguished Fellow (LF} Life Fellow (DM) Distinguished Member 
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Session III: Variations of Sexual Behavior and Sexual Dysfunction 
10 Short-Term Treatment of Sexual Problems: Caveats 
Jon K. Meyer, M.D.{M), Chester W. Schmidt, Jr., M.D. (F), Mary Jane Lucas, R.N. (1) 


11 Hormonal Relationships in Male Homosexual Subjects 
Garfield Tourney, M.D. {F}, Anthony J. Petrilli, M.D.{M), Lon M. Hatfield, M.D. {1} 


12 Psychiatric Findings in Transsexuals 
Joseph C. Finney, M.D. (F), Jeffrey M. Brandsma, Ph.D. (1), Murray Tondow, Ed.D. (I), Gress LeMaistre, Ph.D. {1} 


13 Male Transsexuals 10-20 Years After Operations 
Georg K. Stiirup, M.D. {CF} 


14 Factors in Successful Renunciation of Prostitution 
Barbara E. Bess, M.D.{M)}, Samuel S. Janus, Ph.D. {I} 


15 Sexual Dysfunction in College Men and Women 
Arnold Werner, M.D.{M} l 


Session [V: Therapy 
16 New Trends in Analytically Oriented Psychotherapy 
Martin H. Blum, M.D.{M)}, Gerald Roskin, M.D. {F} 


17 The Therapeutic Community Phenomenon 
Peter G. Bourne, M.D. {M}. Ann S. Ramsay (1) 


18 Multiple Behavior Therapies for Obsessive Neurosis 
Leslie Solyom, M.D. (M). James O’ Hara, Carol Solyom, M.A. (1} 
(Mr. O'Hara is deceased} 


19 Microanalysis of Working Through in Psychotherapy 
Mardi J. Horowitz, M.D. (F} 


20 Short Versus Long Hospitalization: Eleven Inpatient Results 
Ira D. Glick, M.D. (F), William A. Hargreaves, Ph.D. (1), Marjorie Raskin, M.D. (I), Jerome Kutner, Ph.D. (1) 


Session V: Alcohol 
21 The Treatment of Depression in Alcoholics 
Jon A. Shaw, M.D.(M), Patrick J. Donley, M.D. (MT), Donald W. Morgan, M.D. {M |, James A. Robinson (I) 


22 Outpatient Alcohol Detoxification: Initial Findings on 564 Subjects 
Daniel J. Feldman, M.D. (1), E. Mansell Pattison, M.D. (F), Linda C. Sobell (1), Theresa Graham, R.N. (1) 


23 Life Change, Its Perception, and Alcohol Addiction 
Janet E. Mules, M.D.{MT), Donald L. Dudley, M.D.(M), William H. Hague, M.D. (M), Robert Howard, M.D. {M} 


24 Evaluation of a Regional Indian Alcohol Program 
L.G. Wilson, M.D. (M), James H. Shore, M.D.{M) 


25 Alcoholism and Forcible Rape 
Richard T. Rada, M.D.{M) 


Session VI: New Research 


The presentations in New Research Sessions consist of brief descriptions of recently collected research data submitted after the 
deadline for printing this program. Program leaflets containing all of the details of the presentations will be available at the 
registration desk. 


Session VII: Special Lecture 


26 (Title to be supplied) 
The Honorable Wallace F. Bennett, United States Senator frem Utah 
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Session VIII: Is Psychiatry To Be Measured by Its Impact on Society? 
27 The Role of Psychiatry in Relationship to Governors, Governance, Governments 
Bertram S. Brown, M.D.{F) 


28 Is There a Broad Street Pump in Psychiatry? 
Leon Eisenberg, M.D.{(F} ` 


29 Social Forces, Social Issues, and the Human Condition 
June Jackson Christmas, M.D. (F) i 


30 Nero and Rome: Psychiatry and Survival 
James P. Comer, M.D. (M) 


31 Ideological and Value Conflicts Limiting the Effectiveness of Psychiatry 
John P. Spiegel, M.D.{F) 


32 Value Pollution and Value Change « 
Lyman C. Wynne, M.D., Ph.D.{F) 


Films i; The City: Assembly Lines 


FI Work 
F2 Blue Collar Trap 
F3 A Gang Ain’t Nothin’ But Friends 


MONDAY, MAY 6 8:00 P.M. 


Convocation of Eligible Fellows* 


Presiding: Alfred M. Freedman, M.D. (F), President 
Grand Marshall: to be announced 
Assistant Grand Marshalls: to be announced 
Organist: Joseph H. Stephens, M.D.{F) 
Processional Marches 
Induction of Fellows: John P. Spiegel, M.D. {F), President-Elect 
Presentation of Awards 
The William C. Menninger Memorial Convocation Lecture 


33 The State of Morality in the United States 
John H. Schaar, Ph.D., Professor of Politics, Merrill College, University of California at Santa Cruz 


* An Eligible Fellow is one who attained such status prior to 1974. 


TUESDAY, MAY 7 7:30 A.M. 


Morning Panels 


Tul Role of Assessment in the Teaching of Psychiatry 
Moderator: Norbert Enzer, M.D.{F} 
Panelists: John M. Schneider, Ph.D. (1}, Teresa Bernardez-Bonesatti, M.D. {M}, Constance Ripstra, M.A. (1), Terry 
Stein, M.D.(MT)}, Arnold Werner, M.D.{M), Sumer Verma, M.D.({M) 


Tu2 Residency Training: A Unified or Block Approach? 
Moderator: John S. Strauss, M.D. {M} 
Panelists: Edgar Draper, M.D. {F}, Edward Jay Hornick, M.D. {F}, Donald G. Langsley, M.D. {F}, Lyman C. Wynne, 
M.D., Ph.D. {F}, Bernard Bandler, M.D. {F} ' 


Tu3 Recovery Helps Patient Cooperate with Psychiatrist 
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Tu4 


Tu5 


Tu6 


Tu7 


Tug 


Tu9 


TulO 


Tull 


Tul2 


Tul3 


Tul4 


Tuls 


Tul6 


Tul? 


Tul 


Moderator: Hanus J. Grosz, M.D. {F) 


Panelists: Douglas Goldman, M.D. { LF), Ronald M. Chen, M.D. {F}, Earl Solon, M.D. (M)}, Phil Crane (1), Mrs. Trea- 
sure Rice {I} 


The Red Death: Indian Suicide Styles in the Southwest 

Moderator: Thomas E. Bittker, M.D. (M) 

Panelists: Robert Bergman, M.D. (M), James H. Shore, M.D. (M), Jack Ellis, M.D. (A), Carl Hammerschlag, M.D. 
(M), Kent Ware, Jr., J.D. (1) 


Structure and Spontaneity in Group Psychotherapy 

Moderator: Donald A. Shaskan, M.D. (LF) 

Panelists: Edward L. Pinney, Jr., M.D. (F), Aaron Stein, M.D. (F), Clifford J. Sager, M.D. (F), Hyman Spotnitz, M.D. 
(LF) 


Private Psychiatric Practice: A Challenge in 1974 

Moderator: Rodrigo A. Munoz, M.D. {M} 

Panelists: Thomas Flanagan, M.D. (M),*Peter D. Birkett, M.D. (M), W. Warren Garitano, M.D. (M), Glen Pittman, 
M.D. {M ]} 


Vocational Rehabilitation Works: Therapy .. .? 

Moderator: Thomas J.H. Craig, M.D. (M } 

Panelists: Barbara Korn, M.S. (I), Deborah Greenblatt, M.S. (I), Michael Ginsburg, M.S. (I), Susan Eichen, M.D. (I), 
Robin Stone, M.S. (1) 


~ 


Headstart Therapeutic Nursery in a Medical School 
Moderator: Marshall D. Schechter, M.D. {F} 
Panelists: Fran Morris, M.A. (I), Eric Dlugokinski, Ph.D. {1}, Sally Johnston, M.Ed. (I), Betty Wagner (E) 


Availability and Utilization of Day Hospitals 

Moderator: Marion Z. Goldstein, M.D.(M) 

Panelists: Frederic K. Kratina, M.D. (A), James Finkelstein, M.D. (M), Teresa Boria, M.D. {M}, Pedro Ruiz, M.D. 
(M), Jack F. Wilder, M.D. (F) 


Use of Bible and Spiritual Concepts in Therapy 
Moderator: Norvell Louis Peterson, M.D. (M )} 
Panelists: George P. Dillard, M.D.{M)}, Alice Dean Kitchen, M.D.{M) 


Multidisciplinary Aspects of Alcoholism Treatment 

Moderator: Donald P. Breneman, M.D. {I} 

Panelists: John F. Delaney, M.D. (M), Marjorie Tavoularis, M.D. (M), Kenneth Ramsey, M.S.W. (I), Stephanie Ren- 
dos, R.N. (I) 


The Problem-Oriented Record: Ombudsman in a CMHC 

Moderator: Richard P. Kluft, M.D.{M} 

Panelists: Herbert Diamond, M.D. (M), Anthony F. Sanicre, A.C.S.W. (I), Lee Yudin, Ph.D. {I}, Linda Abraham, 
M.S.W. (1) 


Teaching of Forensic Psychiatry 

Moderator: Robert L. Sadoff, M.D. {F} 

Panelists: Jonas R. Rappeport, M.D. {F}, Seymour Pollack, M.D. {F}, Ames Robey, M.D. {F}, Dennis Koson, M.D. 
(MT), Cdr. James W. Thrasher, MC, USN (M} 


Community Mental Health Programs for Adolescents 

Moderator: Michael Fishman, M.D. (F} 

Panelists: Thomas R. Argust, M. Div. {1}, Howard Bernstein, Ph.D. {I), Murray Bilmes, Ph.D. (1), Richard E. Maxwell, 
A.C.S.W. {I}, Grace G. Steinberg, M.D.{M} 


Present Psychiatric Roles and Residency Training 

Moderator: Melvin A. Scharfman, M.D. (F} 

Panelists: Herbert Pardes, M.D. (M), Douglas B. Carter, M.D. {M}, Kay H. Blacker, M.D. (F), William A. Frosch, 
M.D. (F) 


Methods for Enhancing Continuity of Care 
Moderator: M.B. Ahmed, M.D.(M) 
Panelists: William Goldman, M.D. (F), William Hart, M.D.{F), Charles Windle, Ph.D. (I), Orlyn Zehr (I) 


Marijuana and Social Behavior: What Can We Expect? 
Moderator: Marc Galanter, M.D.{M)} . l 
Panelists: Albert Carlin, Ph.D. (I), Reese T. Jones, M.D. (F), Jack H. Mendelson, M.D. {F}, Richard Stillman, M.D. (A} 


Federal Mental Health Reorganization Implications 
Moderator: Robert L. DuPont, M.D. (M) 
Panelists: Morris Chafetz, M.D. {F}, Roger Egeberg, M.D. f1) 
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Tul9 West Point: Substance and Process 
Moderator: Francis E. Conrad, M.D. {A} 
Panelists: Richard C. U’Ren, M.D. (M), Capt. John S. Barry, MC, USA {I}, Capt. Frank C. Warman, MC, USA {I} 


Tu20 The Resident Experience: Problems, Pleasures 
Moderator: Elissa P. Benedek, M.D. {F} 
Panelists: Christine Bieniek, M.D. (I), Anne M. Seiden, M.D.(A,, Gail Barton, M.D. {M }, Richard Gode, M.D. (I} 


TUESDAY, MAY 7 9:00 A.M. 


Session l: Third-Party Intervention in Community Crisis 
34 The State of the Art 
Herbert M. Gant {I) 


35 Research Methods and Findings 
John P. Spiegel, M.D. (F) 


36 Training Procedures: Mediation, Conciliation, Arbitration 
Burr S. Eichelman, Jr., M.D.{MT) 


37 The Marketplace for Professional Intervention 
Bryant M. Wedge, M.D. {F} 


38 Ethica! Issues 
Frank M. Ochberg, M.D. (M) 

39 Management: Interdisciplinary Collaboration in Conflict 
Thaddeus Kostrubala, M.D. (M) 


40 Case History: Coping with a Prison Riot 
Donald J. Scherl, M.D{F) 


Session Il: Evaluation 
41 PSROs in Psychiatry: Problems and Opportunities 
Ivan W. Sletten, M.D.(F), George A. Ulett, M.D. {F}, Richard C. Evenson, Ph.D. {I} 


42 Establishing Peer Review Guidelines 
Donald G. Langsley, M.D.{F), George I. LeBaron, Jr., M.D.(F) 


43 The Missouri Problem-Oriented Psychiatric Record 
Derek D. Hughes, M.D. {M }, Ivan W. Sletten, M.D. {F}, Judith P. Jaeger, M.S. (1), James L. Hedlund, Ph.D. {T} 


44 Outpatient Follow-Up After Referra: 
Jack F. Wilder, M.D. (Fj, Robert Plutchik, Ph.D. (I), Hope R. Conte, M.A. (1) 


45 Evaluating Quality of Psychiatric Inpatient Care . 
Henry Pinsker, M.D. {F}, Alex Richman, M.D.{M) 


Session III: Hysteria Revisited (Joint Panel with the American Academy of Fsychoanalysis) 
46 Hysteria Today 
Paul Chodoff, M.D. {F} 


47 The Hysteric and His Analyst 
Miltiades L. Zaphiropoulas, M.D. (F) 


48 The Validity and Significance of the Clinical Diagnosis of Hysteria (Briquet’s Syndrome) 
Samuel B. Guze, M.D. {F} i 


Session IV: Psychopharmacology 


49 Effects of Psychotropic Drugs on Excretion of MHPG by Manic-Depressive Patients 
Frank DeLeon-Jones, M.D. (1}, James W. Maas, M.D. {F}, H. Dekirmenjian, Ph.D. {F}, John M. Davis, M.D. {F}, Da- 
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vid L. Garver, M.D.{M} 


Butaperazine Plasma Levels and Pharmacokinetics 


John M. Davis, M.D. (F), David S. Janowsky, M.D. {M}, H. Joseph Sekerke, M.D. {1}, Hal Manier, M.S. (I), M. 


Khaled El-Yousef, M.D. (M) 


51 Phenothiazines and Brain Cholinergic Receptors 
Solomon H. Snyder, M.D.(F), David Greenberg (I), Henry I. Yamamura, Ph.D. {I} 
52 Anxiety-Depression: A Pharmacological Evaluation 
William W.K. Zung, M.D. {A} 
53 Phenothiazines: Anxiety, Cognition, and Schizophrenia 
Arnold Meadow, Ph.D. {1), Patrick T. Donlon, M.D. (M), Kay H. Blacker, M.D. {F} 
54 Anxiety or Caffeinism: A Diagnostic Dilemma l 
John F. Greden, M.D.{ M} 
Session V: LawI 
55 Civil Liberties Versus Involuntary Hospitalization 
Stephen Rachlin, M.D. {M}, Alvin Pam, Ph.D. (I), Janet Milton, M.S.W. (1) 
56 A Forensic Psychiatry Clinic in Evolution 
Browning Hoffman, M.D. (M), C. Robert Showalter, M.D.(M), Charles H. Whitebread II, J.D. (1) 
57 Dying with Your Rights On 
Darold A. Treffert, M.D. (F) 
58 Psychiatric Reports in County Court Criminal Cases 
Nathan T. Sidley, M.D. {F}, Francis P. Cullen, LL.B. {1}, Cnarles A. Winchester (I) 
59 Asklepieion: Effective Treatment for Felons 
Martin G. Groder, M.D. {M} 
Session VI: Problems That Do and Can Affect the Family 
60 Child Custody Disputes After Divorce 
Richard S. Benedek, J.D. (1), Elissa P. Benedek, M.D. {F) 
6l The Doctors Wife: Mental Illness and Marital Pattern 
James E. Miles, M.D. (I), Robert Krell, M.D. {1}, Tsung-yi Lin, M.D. (CF) 
62 Sex Differences in Epidemiology of Narcotic Addiction 
Alex Richman, M.D. {M ), Elinor P. Levine {1} 
63 Feminist and Nonfeminist Outpatients Compared 
Teresa Bernardez-Bonesatti, M.D.{M } 
64 Family Systems and Physical [llness 
Jerry M. Lewis, M.D. (F), Virginia Austin Phillips (I), John T. Gossett, Ph.D. (1), W. Robert Beavers, M.D. {F} 
Session VII: Special Lecture 
65 (Title to be supplied) 
The Honorable David L. Bazelon, Chief Judge, United States Court of Appeals for the District of Columbia 
Session VIII: Continuing Education ( Videotape Special Session} 
9:00 The Leader as Facilitator in a Therapeutic Community 
Presented by: Maxwell Jones, M.D. {CF}; Paul R. Polak, M.D. {A} (Discussant) 
9:45 Dramatized Storytelling in Child Psychotherapy 
Presented by: Richard A. Gardner, M.D. (M) 
10:30 The Actor and Actress as Mental Health Teachers 


11:15 
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Presented by: Hugh James Lurie, M.D.(M) 


Severe Emotional Disturbances in Children 
Presented by: Helen L. Swain, M.D. (I); Phyllis Duke, M.S. (I) ( Discussant) 
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TUESDAY, MAY 7 12:00 NOON 


Luncheon in honor of the wives of the President and President-Elect 


Guest Speaker: Herma Hill Kay, J.D., on ““Sex-Based Discrimination in Marriages By and Between Professionals” 
TUESDAY, MAY 7 12:15 P.M. 


Films IT: Noon Feature—The City: Is Yesterday Today?* 
F4 Modern Times 


*This session continues until 1:45 p.m. 
TUESDAY, MAY 7 1:00 P.M. 


Adolf Meyer Lecture 


66 Critics of Psychiatry 
Pierre Pichot, Professor of Psychiatry, University of Paris, Professor, Centre Psychiatrique, Saint-Anne, Paris 


TUESDAY, MAY 7 2:30 P.M. 


Business Session* 


President: Alfred M. Freedman, M.D. (F) 
Secretary: Robert W. Gibson, M.D. iF) 
Call to Order: Alfred M. Freedman, M.D. (F) 
Memorial to Deceased Members and Fellows 
Memorial to a Past President: by Henry W. Brosin, M.D. (LF) 
Announcement of Election of Officers and Trustees: Morris Kleinerman, M.D. (LF), Chairperson, Committee of Tellers 
Reports to the Membership 
Secretary: Robert W. Gibson, M.D. (F) 
Treasurer: Jack Weinberg, M.D. (LF) 
Speaker, Assembly of District Branches: Warren S. Williams, M.D.(F) 
Speaker-Elect, Assembly of District Branches: Robert B. Neu, M.D. {F} 
Medical Director: Walter E. Barton, M.D.(LF) 
Chairperson, Committee on Constitution and By-Laws: Winfred Overholser, Jr., M.D. (F) 
Forum 
Adjournment 


*For voting members only, i.e., Members-in-Training, General Members, Life Members, Fellows, and Life Fellows. 


TUESDAY, MAY 7 8:00 P.M. 


Evening Panels 


A Dialogue on Alcoholism 
Moderator: John A. Ewing, M.D. {F} 
Panelists: Jack H. Mendelson, M.D. {F}, Robert A. Moore, M.D.{F), E. Mansell Pattison, M.D. (F), Lionel P. Solursh, 
M.D. (I), Keith S$. Ditman, M.D. {F} 


B What Is Obscene? Prurient Appeal and Social Value 
Moderator: Richard Green, M.D. {F) 
Panelists: Stanley Fleishman, LL.B. (I), Diane Settlage, M.D. (1), Robert Athanasiou, Ph.D. (I), Stanley Fitch, Ph.D. (1) 


C Citizens and Professionals: Current Intercourse 
Moderator: Miguel A. Leibovich, M.D. (M) 
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Panelists: Irving H. Chase (I), Fred Frankel, M.B., D.P.M.(F), William Goodson, M.D.(M), Roosevelt F. Langford (I) 


Human Services Approach to Child Menta] Health 
Moderator: Abraham Heller, M.D. (F) 
Panelists: Raquel Cohen, M.D. {F}, Judge Justine Wise Polier (I}, Prof. William C. Morse (I) 


Research on Electroconvulsive Therapy 

Moderator: Paul H. Blachly, M.D. (F) f 

Panelists: Max Fink, M.D. (F), John Exner, M.D. (I), Duare Denney, M.D. (M), David Impastato, M.D. (LF), James J. 
Strain, M.D.(M} 


Interface Between Government and Community 

Moderator: Milton Greenblatt, M.D. (F) 

Panelists: Joseph J. Baker, M.D. (F), Senator Alan Cranston (1), Donald A. Schwartz, M.D. (F), Lawrence Allman, 
Ph.D. {I), Howard Wallach, M.D. {M} 


Psychiatry, Race, and the South 
Moderator: Kim A. Keeley, M.D.(M) 
Panelists: Harold W. Jordan, M.D. {M}, Robert S. McCuily, Ph.D. (I), DeWitt C. Alfred, Jr., M.D. (M} 


Women’s Studies in Psychiatric Education 

Moderator: Anne M. Seiden, M.D. (A) 

Panelists: Peter Barglow, M.D. (F), Pauline Bart, Ph.D. {I), Malkah T. Notman, M.D.(M), Martha Kirkpatrick, M.D. 
(F) 


Mental Health Services for Asian Americans 

Moderator: Kwo-Hwa Tseng, M.D. (M) 

Panelists: Aristotle Alexander, Ph.D. (I), Albert Gaw, M.D. (M). Milton H. Miller, M.D. (F), K. Patrick Okura, M.A. 
(I), Lindbergh S. Sata, M.D.{M) 


Effects of Mass Entertainment on Adults 
Moderator: Roderic Gorney, M.D. {F) 
Panelists: Jules Masserman, M.D.(LF), Roy Menninger, M.D. {F}, Aaron Stern, M.D. (F) 


Blacks, Cities, and Psychiatry, 1974: Survival in 1984 
Moderator: James P. Comer, M.D. (M) 
Panelists: Alvin F. Poussaint, M.D. (F), Alfred Cannon, M.D. (F), Hiawatha Harris, M.D. {F) 


Community Healers and Community Psychiatry 

Moderator: Joseph Westermeyer, M.D., Ph.D. (M) 

Panelists: Enrique Araneta, Jr., M.D. (A), John Langrod. M.A. (I), George M. Phillips, M.D. (F), Pedro Ruiz, M.D. 
(M), Richard A. Ruzumna, M.D. (M), Philip Singer, Ph.D. {I} 


Impersonality and Intimacy in Sexuality 

Moderator: Robert E. Becker, M.D.(M) 

Panelists: Edward T. Auer, M.D. (F), John S. Kafka, M.D. (F), Rebecca Z. Solomon, M.D. (F), Harold I. Lief, M.D. 
(F), Robert Ryder (I) 


The Psychosocial Treatment of Schizophrenia 

Moderator: Louis B. Fierman, M.D. (F) 

Panelists: Robert Cancro, M.D. (F), Leo Berman, M_D.(F). Lane Ameen, M.D. {F}, Betram P. Karon, Ph.D. (I), Loren 
R. Mosher, M.D.({M} 


Metapsychiatry: The Interface Between Psychiatry and Mysticism 

Moderator: Stanley R. Dean, M.D. (F) 

Panelists: Bernard Glueck, Jr., M.D. (LF), Thelma Moss, Ph.D. (I), Lawrence L. LeShan, Ph.D. (I), E. Fuller Torrey, 
M.D.(M), James Beal (I), Shafica Karagulla, M.D. (I) 


Ego Formation in Absence of Body Parts 

Moderator: Robert Long, M.D.{M} 

Panelists: Pietro Castelnuovo-Tedesco, M.D. (F), David Freedman, M.D. (F), Cecil Mushatt, M.D. {F}, Robert Stoller, 
M.D. {F}, John Rainer, M.D. {F) 


Rehabilitation: Community Psychiatry’s Challenge for the Seventies 
Moderators: Nathan S. Kline, M.D. {F}, June Jackson Christmas, M.D. (F) 
Panelists: Jose Llinas, M.D. (F), Alan McLean, M.D.(F), Dr. James Garrett (I), Bertram Black, M.S.W. (1) 


Workshop on Consequences of Unwantedness 
Moderator: Stephen Fleck, M.D. (F) 
Panelists: Ethel Ginsberg (I), Dorothy Lewis, M.D. (M), Mary Mercer, M.D. (F) 


PSRO: Guidelines for Norms Criteria and Standards 
Moderator: Lucy D. Ozarin, M.D. (F) 
Panelists: Michael J. Goran, M.D. (1), Morris Kleinerman, M.D. (LF), Donald G. Langsley, M.D. (F), Charles E. Mere- 
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dith, M.D. (F), Rudolph G. Novick, M.D. {LF)} 


Psychiatry and Religion: New Task for the Seventies 

Moderator: Abraham N. Franzblau, M.D., Ph.D. (F) 

Panelists: Angelo D’ Agostino, S.J., M.D. (F), Edgar Draper, M.D. (F), Merritt H. Egan, M.D. (M ), Emanuel M. Honig, 
M.D. {F), Ana Maria Rizzuto, M.D.{M) 


Models in Psychiatry 
Moderator: Michael A. Sperber, M.D.({(MT) 
Panelists: Miriam Siegler, M.D. {I), John Clancy, M.D. (F), Paul Huston, M.D. (LF), Thomas Englehardt, Jr., M.D. (I) 


Clinical Records: New Roles, Goals, and Methods 

Moderator: W.P. Mazur, M.D.{M) 

Panelists: Joseph R. Novello, M.D.{MT), Ralph S. Ryback, M.D. (M), Ivan W. Sletten, M.D. (F), J.L. Stinnett, M.D. 
(M), Howard Williams, M.D. (F) 


Strategy.for Mental Health Planning in Developing Countries 

Moderator: Tsung-yi Lin, M.D. (CF) 

Panelists: Tolani Asuni, M.D. (I), Fikre Workneh, M.D. (I), Eng-seong Tan, M.D. (I). Carlos Leon, M.D. (CF), 
Michael Beaubrun, M.D.({DF} 


Homosexuality: Where Do We Go from Here? 

Moderator: Kent E. Robinson, M.D. (F) 

Panelists: Robert L. Spitzer, M.D. (F), Ronald Gold (I), Richard Pillard, M.D.(M), Frank Kameny, Ph.D. {I}, Barbara 
Gittings (I) 


Evening Feature* 


Heavy Traffic 


*This session continues until 10:00 p.m. 


WEDNESDAY, MAY 8 7:30 A.M. 


Morning Panels 


Wi 


W2 


W3 


W4 


W5 


W6 


W7 


Psychohistory in Near-Eastern Studies 

Moderator: Jerome D. Frank, M.D. (F) 

Panelists: John E. Mack, M.D.(F), John C. Racy, M.D. (M), Rita R. Rogers, M.D. (F), Vamik D. Volkan, M.D. (F), 
Norman Hzkowitz, Ph.D. (I) 


Seven Dead Infants: A Forensic Case Study 

Moderator: Jonas R. Rappeport, M.D. (F) 

Panelists: Ronald Kelley, M.D. (M), Dietrich Blumer, M.D. {M), Charles G. Bernstein, J.D. (I), W. Emmet Wilkinson, 
Jr..M.D.(M)} 


Unified Mental Health Services in New York 

Moderator: John A. Talbott, M.D. (F) 

Panelists: A. Anthony Arce, M.D. (F), Natalie E. Chassler, M.S.W. (I), June Jackson Christmas, M.D. {F}, Eugene B. 
Feigelson, M.D. (M), Stuart L. Keiil, M.D. (F) 


Comprehensive Aftercare: A County-Wide Model 
Moderator: Jack A. Morgenstern, M:D. (M) 
Panelists: Allen Sherrow, M.D.{M), Harold Bussell, M.S.W. (I), Daneen Irving, M.S.W. (I), Betsy Kelly, M.N. (I) 


Emerging Alcohol Treatment Programs 
Moderator: Donald W. Morgan, M.D.{M} 
Panelists: Kenneth E. Nelson, M.D. (M), John Flynn (I), John F. Greden, M.D. (M), James A. Robinson (1) 


A Treatment Plan for ‘‘Autistics”: Long Island, ’74 

Moderator: Bertram Pepper, M.D. {F} 

Panelists: Betty VanWitsen, Ed.D. (I), Kenneth Kaufman, Ph.D. (I), Mary B. Hagamen, M.D. (F), Lewis Kurke, M.D. 
(F) 


“Decentralized” Services and the General Hospital 
Moderator: S. Dale Loomis, M.D. {F) 
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W8 


W9 


W10 


W12 


W13 


Wi4 


W15 


W 16 


W17 


W18 


W19 


W20 


Panelists: Alex Spadoni, M.D. (F), Robert Arnot, M.D. ‘F), Thaddeus Kostrubala, M.D. {M}, Dixon F. Spivy, M.D. 
(M) 


Role of the Psychiatrist in the Mental Health Area 

Moderator: Leon Salzman, M.D. {F} 

Panelists: Yasuhiko Taketomo, M.D. {M}. C. Christian Beels, M.D. {M}, Robert M. Daly, M.D. {M}. David Weiser, 
M.D. {1} 


Training Health Professionals in Death and Dying 
Moderator: John E. Fryer, M.D. {M) 
Panelists: E. Mansell Pattison, M.D.(F), Doris Howell, M.D. (1), Kenneth Spilman (I) 


Techniques in Building Community Programs 

Moderator: James H. Rumbaugh, M.D. {A} 

Panelists: Paul D. Ellsworth, O.T.R., M.P.H. {1}, Thomas T. Bellino, Ph.D. {1}, Edward Robinson, M.D. (1), John Grif- 
fith, Ph.D {I} 


Ethics in Public Mental Health Services 

Moderator: Roger Peele, M.D. (F} 

Panelists: Eugene A. Hargrove, M.D. (F), Jefferson McAlpine, M.D. (M), John H.L. Marshall, M.D. (M), Horace F. 
Greene, M.D. (M), Irving Schneider, M.D. (F) 


The Spanish-American Client: Problems and Perspectives 

Moderator: Pedro Ruiz, M.D.{M} 

Panelists: James Finkelstein, M.D. {M ), Luis R. Marcos, M.D.(M)}, Manuel Trujillo, M.D. (1), William Meets M.S. 
(I), Milton Wilner, Ph.D. {1} 


The Team: Acceptance and Resistance 

Moderator: L. Douglas Lenkoski, M.D. {F} 

Panelists: Troy Smith (I), Dr. John Dulin (1), Norm Granam (1), Daniel S.P. Schubert, M.D. (M), Sheldon I. Miller, 
M.D.(M) 


Emergency Room Psychiatry in the Inner City 

Moderator: David W. Kennard, M.D., Ph.D.{M) 

Panelists: Mark A. Amdur, M.D. (1I), Carol A. Creamer, M.A. (I), John J. Schetz, M.D.{I), Edward N. Tuder, M.D. {I), 
Clarence B. Geary, M.D. (M) 


Recent Clinical Developments in Schizophrenia 

Moderator: Robert Cancro, M.D. {F) 

Panelists: Leonard L. Heston, M.D. {M}, Steven Matthysse, Ph.D. {I }, Loren R. Mosher, M.D.{M }, Garfield Tourney, 
M.D. {F} 


Effects of Drug Efforts in a Non-Health Agency 
Moderator: David P. Kraft, M.D. (I) 
Panelists: Scott H. Nelson, M.D.({M), Morton Shaevitz, Ph.D. (I), Cruz Acevedo (1) 


The Pregnant Therapist 
Moderator: Carol C. Nadelson, M.D. {F} 
Panelists: Malkah T. Notman, M.D. {M}, Elissa P. Benedek, M.D. {F}, Ellen Berman, M.D. {I}, Eugene Paum, M.D. 


(F) 


Interdisciplinary Team in Problem-Oriented Practice 

Moderator: W.P. Mazur, M.D.{M) 

Panelists: Norma Stephens, A.R.T. (1), Jean Brown, R.N. (I), Ruth Price, M.S.W. (I), Mary Lou Chappelle, R.D. (1), 
Abdul Basit, Ph.D. (I) 


Family Involvement in Adolescent Hospital Therapy 

Moderator: Jackson R. Day, M.D.{M} 

Panelists: Derek H. Miller, M.D. {F), Gene M. Abroms, M.D. {F}, Marshall S. Cherkas, M.D. {F), Robert E. Gould, 
M.D. (F) 


Psychiatric Residency: The Chief Residents’ View 
Moderators: Adolf Pfefferbaum, M.D.(MT), John Howard Valentine, M.D. (MT) 
Panelists: Five chief residents in psychiatry 


WEDNESDAY, MAY 8 9:00 A.M. 


Session I: 
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67 


Black People, Inner Cities, and Psychiatry— 1974: Survival in 1984 


(Title to be supplied) 


Ead 
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68 


69 


70 


71 


72 


Session III: 


73 


74 


75 


76 


Tt 


78 


Session IV: 


19 


80 


81 


82 


Session V: 


a“ 


83 


84 


85 


86 


The Honorable Coleman Young, Mayor, City of Detroit 


The Relationships of Borderlines to Schizophrenia 


Diagnostic Criteria for Borderlines 
John G. Gunderson, M.D. (M) 


Differential Diagnosis of Borderline Conditions and Schizophrenia 


Otto Kernberg, M.D. {F} 


Borderlines and Schizophrenia: A Comparative Study 


PRELIMINARY PROGRAM 


William T. Carpenter, M.D.(M), John G. Gunderson, M.D. (M), John S. Strauss, M.D. (M) 


Psychological Test Features of Borderline Persons and Parents 


Margaret Singer, Ph.D. (1) 


Evidence for a Spectrum of Schizophrenic Disorders 


David Rosenthal, M.D., Ph.D. {E} 


Treatment 


Group Training of Parents as Behavior Therapists 


Barbara L. Herjanic, M.D. {M}, Reed E. Simpson (I), Courtney R. Johnson (I), Jacqueline S. Schaefer, M.S.W. (I), 


Helen S. Palkes, M.A. (I) 


Do Psychiatric Outpatients Need Professionals? 


Paul Lowinger, M.D. {F) 


Token Programs in an Acute Psychiatric Hospital 


Thomas J. Crowley, M.D. {A} 


Group Aftercare: Impact on a Statewide Program 


Robert M. Prince, Jr., M.D.(M), Raymond E. Ackerman, M.D. (M), Nancy C. Carter, M.S.W. (I), Andrew Harrison, 


M.S.W.{I) 


Peer Confrontation Groups: Evaluation of a Program 


William W. Van Stone, M.D. (F), Robert Gilbert, M.S.W. (I), Richard N. Bale, Ph.D. (I) 


Repeaters in an Urban Psychiatric Emergency Room 


Alvin M. Mesnikoff, M.D. (M), Paula Cohen, M.A. (I), Paul Goodnick, M.A. {I} 


Psychiatric Professionalism 


Psychopolitics 
Milton Greenblatt, M.D. (F) 


The Preventive Road to Psychiatric Fascism 


E. Fuller Torrey, M.D.{M} 


Pennsylvania State Hospital Physicians Form Union 


F. Lewis Bartlett, M.D. {M} 


New Perspectives in VA Psychiatry 
Joseph J. Baker, M.D.{F} 


~ 


Hypnosis: The State of the Art, 1974 


--Hypnotizability and Therapy 


Fred H. Frankel, M.B., D.P.M.(F} 
Hypnotizability as a Diagnostic Aid 
Herbert Spiegel, M.D. (F) 


An Attributional Analysis of Hypnosis 
Kenneth S. Bowers, Ph.D. {1} 


The Concept of Hypnosis 
Martin T. Orne, M.D.(F) 
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Session VI: New Research 


The presentations in New Research sessions consist of brief descriptions of recently collected research data submitted after the 
deadline for printing this program. Program leaflets containing all of the details of the presentations will be available at the reg- 
istration desk. 


Session VII: Special Lecture 


87 


(Title to be supplied) 
R. Buckminster Fuller, World Fellow in Residence at the University City Science Center, Philadelphia, Pa. 


Session VIII: Psychosocial and Cultural Determinants of Fertility-Choice Behavior 


88 


89 


90 


91 


92 


Films IV: 


F6 


Female Role Orientation and Reproductive Behavior 
Warren B. Miller, M.D. {M} 


Unwanted Pregnancy: Some Cultural Considerations 
Lucile F. Newman, Ph.D. (I) 


Observations on Fertility Control in Oceania 
John Cawte, M.D. (DF) 


The Decision-Making Process and the Outcome of Therapeutic Abortion 
Cornelia M. Friedman, M.D. {M}, Rhoda Greenspan, M.S. W. (I), Faye Mittelman, M.S. W. (I} 


Unconscious Determinants of Fertility Behavior: An Empirical Study of 752 White Women 
Sarah J. Slagle, Ph.D. (I), Charles B. Arnold, M.D. (I) 


The City: Police and Troubled Citizens 


901/904 


WEDNESDAY, MAY 8 12:15 P.M. 


Films V: 


F7 


Noon Feature—The City: Is Yesterday Today?* 


The Crowd 


*This session continues until 1:45 p.m. 


WEDNESDAY, MAY 8 2:00 P.M. 


Session I: 
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a7 


98 


358 


Addiction 
Dynamics of Death in the Treatment of Drug Addiction 
Edward C. Senay, M.D.(M), John N. Chappel, M.D. (M), Vickie M. Mays (I) 


Contingent Naloxone Treatment of Addiction Š 
Albert A. Kurland, M.D. {F}, O. Lee McCabe, Ph.D. {I}, Thomas E. Hanlon, Ph. D. {TI} 


Changing Patterns of Drug Abuse in New York City - 
Eugene B. Feigelson, M.D. (M), James J. Cadden, M.D. (M) 


Complications of Withdrawal from Methadone Maintenance 
John N. Chappel, M.D.(M), Vivian B. Skolnick, M.S. (I), Edward C. Senay, M.D. {M} 


Methadone Withdrawal Treatment with Electrosleep 
Evaristo Gomez, M.D. (F), Adib Mikhail, M.D. (MT), Bernard Rappaport, M.D.{M) 


Methadone Abuse in New York City 
Michael Piercy, M.D. (MT), Eugene B. Feigelson, M.D. (i) 
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Session If: The Future of Psychiatric Diagnosis 
99 Establishment of Diagnostic Validity in Psychiatric Hlness 
Eli Robins, M.D. (F) 


100 Diagnosis for What? 
Donald Klein, M.D. (F) 


101 Psychiatric Diagnoses Do Not Work 
Robert Stoller, M.D. (F) 


102 Dimensional, Not Categorical, Diagnoses 
John S. Strauss, M.D.{M} 


103 Suggestions for Improving the Present Psychiatric Nomenclature 
George Saslow, M.D.{F) 


104 Psychiatric Diagnosis and the Social Functions of Psychiatry 
Ronald Liefer, M.D.{M} 


Session HI: Psychobiology 
105 Urinary MHPG and Response to Antidepressant Drugs 
Helmut Beckmann, M.D. (I), Coralyn C. Jones (I), Frederick K. Goodwin, M.D. (M } 


106 Catecholamines in Mania: Effect of a DBH Inhibitor 
Robert L. Sack, M.D. (I), Frederick K. Goodwin, M.D. {M} 


107 A Dopamine Schizophreniform Behavioral Psychosis 
David L. Garver, M.D.(M)}, R. Francis Schlemmer, Jr., R.Ph. (1), James W. Maas, M.D. {F}, John M. Davis, M.D. {F}, 
Haroutune Dekirmenjian, Ph.D. {I}, Frank D. Jones, M.D.{M)} 


108 Cerebrospinal Fluid MHPG in Affective Illness 
Frederick K. Goodwin, M.D.{M)}, Robert M. Post, M.D. (MT), Robert L. Sack, M.D. {E} 


109 Mood Change and the Physiology of Sleep 
Milton Kramer, M.D. (F), Timothy Roehrs, M.S. (I), Thomas Roth, Ph.D. (1) 


110 The Ontogeny of Nocturnal Penile Tumescence 
Ismet Karacan, M.D. {F}, Robert L. Williams, M.D. (F), John I. Thernby, Ph.D. (I), Patricia J. Salis, M.A. (1T) 


Session IV: Adolescence and the Educational Process 
li! Young Adolescents: The Psychiatric Challenge 
Sidney L. Werkman, M.D. {F) 


1i2 Consulting to School Personnel; Benefit to Adolescents in Secondary Schools 
Irving H. Berkovitz, M.D. {F} 


113 Use of Group Process in a High School in Crisis 
Max Sugar, M.D. (F) 


114 Juvenile Delinquents and the Learning Process 
Daniel Offer, M.D. (F), Richard C. Marohn, M.D. (M), E. Ostrov (I) 


115 Treatment Perspectives on Runaways 
Helm Stierlin, M.D. {F} 


Session V: The Evaluation of Psychiatric Residents 
116 Residency Training: The Need for Accountability 
Robert Cancro, M.D. {F} 


117 Evaluation Techniques: Limitations and Values 
S. Mouchly Small, M.D. {F} 


118 Organized Psychiatry’s Role in Evaluation 
Robert L. Stubblefield, M.D. {F} 


119 A Consumer’s View of Mandatory Evaluation: Plumbers and Psychiatrists 
E. Fuller Torrey, M.D. (M) 
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120 A Resident’s View of Mandatory Evaluation 
Howard Stone, M.D. {1}, William Nelson, M.D. {I} 


Session VI: New Research 


The presentations in New Research Sessions consist of brief descriptions of recently collected research data submitted after the 
deadline for printing this program. Program leaflets containing all of the details of the presentations will be available at the reg- 
istration desk. 


Session VII: Special Lecture 


121 Population Policy and the Theory of Reproductive Motivation 
Kingsley Davis, Ph.D., Ford Professor of Sociology and Comparative Studies and Director, International Population 
and Urban Research, Institute of International Studies, University of California at Berkeley 


Session VIII: Changing Styles in Mental Health Care and the Educational Needs of Psychiatrists 
{22 Future Educational Needs of Psychiatrists 
Roy Grinker, Jr., M.D. {F} 


123 Training in Psychopharmacology and the Medical Model. 
Gerald L. Klerman, M.D.{F) 


124 The Future: When the Past Catches Up with Us 
Barbara Lerner, Ph.D. (1) 


125 The Phasing Out of Psychiatry and the Development of Prophylactic Psychobiosociology in Our Future Society 
Stanley Lesse, M.D. (F) 


126 What Is To Be Done? The Role of Psychoanalysis and Psychodynamic Psychiatry in the Education of Future Psychia- 
trists 
George H. Pollock, M.D. {F} 


127 An Overview 
Melvin Sabshin, M.D.(F) 
Session IX: Continuing Education ( Videotape Special Section)” 


2:00 The Television Image: Reality and Fantasy Confused 
Presented by: Mardi J. Horowitz, M.D. {F}, Paul Kaufman {1} 


3:30 Psychiatry at Work in the Inner City 
Presented by: Ernest Kovacs, M.D. {1}; J. Alfred Cannon, M.D. {F}, Irene Labourdetie, M.D. {I}, Judy Fleischer, M.A. 
{I}, Edward Jay Hornick, M.D.{F), Al Rivera (1), Art Bieganowski, M.D. {1} { Discussants} 


*This session continues until 5:30 p.m. 
WEDNESDAY, MAY 8 7:30 P.M. 
Annual Banquet and Dance 


Presiding Officer: Alfred M. Freedman, M.D. {F} 
Presentation of Awards 


THURSDAY, MAY 9 7:30 A.M. 


Morning Panels 


Thi Drug-Altered Awareness: Marijuana and Alcohol 
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Moderator: Richard Stillman, M.D. {A} 
Panelists: Robert Petersen. Ph.D. (I), William Rickles, Jr., M.D. (4A), Walton Roth, M.D. (M), Herbert Weingartner, 
Ph.D. (I), Roger E. Meyer, M.D. {M} 


Use of Consumer Feedback in Mental Health Settings 
Moderator: M.B. Ahmed, M.D. {M} 
Panelists: William Goldman, M.D. {F), Sharland Trotter (1), Myron Koltuv, Ph.D. {1), Jack F. Wilder, M.D. {F)} 


Urban 24-Hour Mental Health Emergency Services 
Moderator: Jack A. Morgenstern, M.D. {M ) 
Panelists: Allen Sherrow, M.D.(M), Hans Stroo, M.D. (M), Richard Burhenne, M.A. (I), Jack Moore (I} 


Recent Research in Schizophrenia: Special Report 1973 
Moderator: Loren R. Mosher, M.D. {M} 


Panelists: Roy Grinker, Jr.. M.D. {F}, Eric Schopler, Ph.D. (1), John G. Gunderson, M.D. {M}, David Rosenthal, M.D., 
Ph.D. (1), Jack Durell, M.D. (F} 


Penile Prothesis Implant: Psycho-Social Issues 
Moderator: Milton Greenblatt, M.D. (F) 
Panelists: Harold I. Lief, M.D. {F}, Alice S. Rossi, Ph.D. (I), Jamie Corvalan, M.D. (1), Mary Ann P. Sviland, Ph.D. (I) 


Psyche and Soul: Working with the Parish Clergy 

Moderator: Dana L. Farnsworth, M.D. {F} 

Panelists: Norman A. Clemens, M.D. (F), Edgar Draper, M.D. (F), James J. Gill, SJ., M.D. {A), Richard E. Hicks, 
M.D.{M), Randall Mason, S.T.M., Ph.D. {1T) 


A Design for Change in a State Mental Hospital 

Moderator: Ernest Kovacs. M.D. (I) 

Panelists: C. Christian Beels, M.D. {M ), Judy Fleischer, M.A. {1}, Larry Brown, Ph.D. {1}, Alice Bacon, R.N. (I), Bill 
Anderson {I} 


Skyriver Community Development Project 
Moderator: Joseph D. Bloom, M.D. (M } 
Panelist: Tim Kennedy (I) 


The Politics of Methadone 

Moderator: Jacob Schut, M.D. (M) 

Panelists: Peter G. Bourne, M.D. (M), Robert Newman, M.D. (1), Vernon D. Patch, M.D. {F}, Mrs. Billie Joe Thur- 
mond {1} 


Early Child Care Alternatives 

Moderator; Malkah T. Notman, M.D.(M) 

Panelists: Jo Ann Fineman, M.D. (M), Michelle Seltzer (I), Carol C. Nadelson, M.D.(F), Mary C. Howell, M.D., Ph.D. 
(1) 

Drug Abuse Consultation in the General Hospital 

Moderator: Marc Galanter, M.D.{M) 


Panelists: Joyce Lowinson, M.D. (M), Edward C. Senay, M.D. (M), Harold L. Trigg, M.D. (F), William F. Wieland, 
M.D.({M) 


Progress Report on Minority Group Mental Health Programs 

Moderator: K. Patrick Okura, M.A. {E} 

Panelists: Lemuel Ignacio {1}, Juan Acevedo {1}, Charles Geboe (I), James Ralph, M.D. {M}, Bertram S. Brown, M.D. 
(F} 


Weed System in Psychiatry: Modification Versus Orthodoxy 

Moderator: W.P. Mazur, M.D.{M) 

Panelists: R.L. Grant, M.D. {F}, B.M. Burdick, M.D.{M), M. Johnson, M.D. (F), R. Longabaugh, Ph.D. (I), R. Fowler, 
M.D.(M) 


Psychiatrists and Future Shock 
Moderator: Robert L. Williams, M.D. {F} 
Panelists: James R. Harris, M.D.(F), Marvin E. Perkins, M.D. (F), George F. Wilson, M.D. {MT) 


The Psychiatrist as Internist 

Moderator; Zigmond M. Lebensohn, M.D.(LF) 

Panelists: Jess V. Cohn, M.D. (LF), M. Ralph Kaufman, M.D. (LF), Bernard C. Holland, M.D. (F), Robert S. Daniels, 
M.D.{F), John Romane, M.D.{LF) 


Psychiatric Continuing Education: Specific Aspects 
Moderator: James Naiman, M.D. {F) 
Panelists: Robert E. Froelich, M.D. (M), Donald H. Naftulin, M,D. (F), Chester M. Pierce, M.D. (F) 


Thl? The Impact of Decentralization Three Years Later 
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Moderator: Jack Greenspan, M.D.{M) 
Panelists: Stephen Schwartz, M.D. (M), Lindley Winston, M.D.(M) 


Th18 Sexual Dysfunctions in Women: Organic Aspects 
Moderator: Ephraim T. Lisansky, M.D. {F} 
Panelists: John Grover, M.D. {I}, Johanna S. Perimuiter, M.D. (E) 


Thi9 Organizational Approaches to Mental Health Services 
Moderator: Allan Beigel, M.D. (M) 
Panelists: Donald J. Scherl, M.D. {F}, Herzl R. Spiro, M.D. {F}, Edward S. Fleming, M.D. (F), Jonas V. Morris {1} 


Th20 Innovations in Psychiatric Education 
Moderator: Philip Woollcott, Jr., M.D. {F} 
Panelists: Otto Kernberg, M.D. {F}, Dov Aleksandrowicz, M.D. {I), Ann Appelbaum, M.D. {F}, Hans Falck, Ph.D. (I) 


THURSDAY, MAY 9 9:00 A.M. 


Session I: Issues in Mental Health of Minority Groups 
128 Spanish-Speaking Research and Development Program 
Rodolfo Alvarez, Ph.D. {1) 


129 Graduate Training in Urban Mental Health 
Robert L. Williams, Ph.D. {1} 


130 A Study of Asian-American Communities in Chicago 
Bok-Lim Kim, M.S.W. (1) 


131 American Indian Socialization to Urban Life 
Dorothy Miller, D.S.W. (1) 


132 Ethnic Survey Program 
Armando Morales, D.S.W. (I) 


Session H: Schizophrenia 
133 Hysterical Psychosis and latrogenic Schizophrenia 
Paul V. Luisada, M.D. (MT), Roger Peele, M.D. (F) 


134 Psychotherapy and Genetic Studies in Schizophrenia 
Robert Cancro, M.D. (F) 


135 Looseness of Associations in Acute Schizophrenia 
Frank E. Reilly, M.D.{M)}. Martin Harrow, Ph.D. {I,, Andrew Siegel, M.D.{M)}, Donaid Quinlan, Ph.D. (T} 


136 Language Patterns of Schizophrenics and Normals 
John T. Tokar, M.D.{A}, Anthony J. Brunse, M.D. (M), Volney J. Steffire (1), John A. Sodergren (I), David A. Napior 
(T) 


137 Major and Minor Criteria in Nonschizophrenics 
Kazuo Nihira, Ph.D. (1), Alvin S. Yusin, M.D. {M }, Linda McCabe, Ph.D. (1), Clement Mortashed, M.D. {M | 


Session III: Psychopathology I 
138 Drugs and Psychodynamic Shifts in Affective Illness 
Laurence J. Greenwood, M.D. {1}, Frederick K. Goodwin, M.D. {M} 


139 Childhood Problems and Adult Behavior 
Harold Altman, M.D. {M })}, Ivan W. Sletten, M.D. {F}, Richard C. Evenson, Ph.D. {fF} 


140 Schizophrenic Syndrome: A Factor-Analytic Approach 
Alvin S. Yusin, M.D.{M), Kazuo Nihira, Ph.D. {1), Clement Mortashed, M.D.{M), Linda McCabe, Ph.D. (1) 


141 Sociopaths: Diagnosis and Psychophysiology 
Eugene Ziskind, M.D. {LF}, David A. Parker, Ph.D. {I}, Kael Syndulko, Ph.D. (1), Irving Maltzman, Ph.D. (1) 


142 Human Crises and the Physical Environment 
John Howard Valentine, M.D. (MT), John Ebert, M.S.W. (1), Richard Oakey (I), Karl Ernst (1) 
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Session IV: Adolescence 
143 Deritualization of Menarche in American Culture 
Lynn Whisnant, M.D. {MT}, Leonard S. Zegans, M.D.{M) 


144 Faculty Conflict and Mastery in Adolescent Groups 
Stuart T. Hauser, M.D. (M), Roger L. Shapiro, M.D. (F) 


145 Predisposition of Homicidal Adolescents 
Ismail B. Sendi, M.D. (A), Jacob Zvirbulis, M.D.{M) 


146 The Adolescent Kidney Donor: The Right To Give 
Dorothy M. Bernstein, M.D. (M), Roberta G. Simmons, Ph.D. (I) 


147 Family System Rating Scales 
W. Robert Beavers, M.D. (F), John T. Gossett, Ph.D. {1}, Jerry M. Lewis, M.D. (F), F. David Barnhart, M.S. {1} 


Session V; Future Hospital Psychiatry: California Perspectives 
148 A County Program Alternative to State Hospital Treatment 
John R. Elpers, M.D.{F) 


‘149° A New Definition of an Acute Hospital Program 
Roland K. Atkinson, M.D. {M} 


150 The Influence of Community Care on Patterns of Hospitalization 
James T. Barter, M.D. (F) 


151 If Not the State Hospital, Where Is Chronic Care? 
Leon J. Epstein, M.D.(F) 


152 Where Shall We Train Psychiatrists for What Tasks? 
E. Mansell Pattison, M.D. (F) i 


Session VI: Special Lecture 


153 From Rationalization to Reason 
Seymour S. Kety, M.D. {DF}, Professor of Psychiatry, and Director, Psychiatric Research Laboratories, Massachusetts 
General Hospital, Boston, Mass. 


Session VII: Special Lecture 


154 Physiology and Social Rhythms: A Study of Human Cyclicity 
Alice S. Rossi, Ph.D., Professor of Sociology, Goucher College, Towson, Md. 


Session VIII: Continuing Education (Videotape Special Session) 
9:00 Child Development: The Early Years 
Presented by: Clarice Kestenbaum, M.D.{F): Leonard M. Sussman (1}{ Discussant) 


9:45 Mental Status Examination in Child Psychiatry 
Presented by: Judith H. Forgotson, M.D. {M); Irving Humphrey, M.D. (MT), Robert Knipstein, M.D. {MT} { Dis- 
cussants } 


10:30 Dream Television Monologues 
Presented by; Harry A. Wilmer, M.D., Ph.D. {F} 


11:15 Videotape: An Educational and Research Tool 
Presented by: Peter E. Sifneos, M.D. (F); Harvey H. Barten, M.D. {F} (Discussant) 


THURSDAY, MAY 9 10:00 A.M. 


Benjamin Rush Lecture 


155 (Title to be supplied) 
C. Vann Woodward, Ph.D., Sterling Professor of History, Yale University, New Haven, Conn. 
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THURSDAY, MAY 9 12:15 P.M. 


Films VI: Noon Feature—The City: Is Yesterday Today?* 
F8 Heroes for Sale 


*This session continues until 1:45 p.m. 


THURSDAY, MAY 9 2:00 P.M. 


Session I; Ethical Issues in Contemporary Psychiatry 
156 Isthe U.S.A. an Overmedicated Society? 
Gerald L. Klerman, M.D. {F} 


157 The {mposition of Values 
June Singer, Ph.D. (I) 


158 Psychiatric Controversial Attitudes Toward Man’s Ethical Dimension 
Silvano Arieti, M.D.({LF) 


159 Values, Symbols, and Myths 
Rollo May, Ph.D. (I) 


Session Il: Headache: Four New Looks at Everybody’s Problem (Symposium by the Liaison Committee Between the American 
College of Physicians and the American Psychiatric Association) 


160 Mechanism, Management of Migraine Headache: Use to Psychiatrists 
Arnold P. Friedman, M.D. {F} 


161 Mechanism, Management of Tension Headache 
Shervert Frazier, M.D. {F} 


162 Mechanism, Management of Cluster Headache 
John R. Graham, M.D. {1) 


163 Mechanism, Management of Organic Headache 
Robert Joynt, M.D. (1) 


Session HI: Training | 
164 Evaluation of Therapist Candidates 
Edward J. Lynn, M.D.{M)}, Jacquelyn A. Nordhoff, R.N. {I} 


165 A Teaching Drill in Child Psychiatry 
Rita R. Rogers, M.D.(F) 


166 Does Medical School Discourage Psychiatrists? 
Donald W. Light, Jr., Ph.D. {1} 


167 Psychiatry Residents View Training Controversies 
Jorge I. Casariego, M.D. {MT}, John F. Greden, M.D.{M)} 


168 An Ex-FMG Views the FMG Problem 
Vijoy K. Varma, M.B. (CF) 


169 Joint Venture with Navy Intercultural Training 
Victor Bernal y del Rio, M.D.{F), Lt. Cdr. Gary J. Zucca, USN (1), Jaime Fuster, M.D. (f), Lt. JG Joseph P. Magruder, 
USN {I} 


Session IV: Depression 


170 INH Overdosage Among Southwestern American Indians 
Thomas E. Bittker, M.D. (M)}, Maurice L. Sievers, M.D. (I), Michael H. Cynamon, M.D. (1) 


171 Affective Hiness in 15,909 Veteran Twin Pairs 
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Martin G. Allen, M.D. {M}, Stephen Cohen, M.D. {M}, William Pollin, M.D. {F}, Stanley Greenspan, M.D.(M) 


172 Affective Disorders: Studies with Amine Precursors 
David L. Dunner, M.D. {A}, Ronald R. Fieve, M.D.(F) 


173 Depression: A Historical Overview 
William F. Knoff, M.D. {F} 


174 Changing Patterns of Eskimo Homicide 
Joseph D. Bloom, M.D. (M) 


Session V: Delivery of Mental Health Services 
175 Institutional or Community Care: Cos:s and Benefits 
J. Calvin Nafziger, M.D. (1), Steven S. Sharfstein, M.D. {M} 


176 A Study of Brief Hospitalization: Initial Results 
Marvin I. Herz, M.D. {F}, Jean Endicott, Ph.D. (I), Robert L. Spitzer, M.D. (F) 


177 Alternative to the Hospital: A Controlled Study 
Leonard I. Stein, M.D. {F}, Mary Ann Test, Ph.D. {I}, Arnold J. Marx, M.D.{M} 


178 Psychiatric Overnight Beds: Service and Training 
John Chapman Urbaitis, M.D. {M)} 


179 Psychiatric Technicians in the Emergency Room 
Barbara Penningroth (1), Daniel A. Grabski, M.D. {F} 


Session VI: Focus on Women in Psychiatry 
180 Survey of Women’s Roles in Training Programs 
Elissa P. Benedek, M.D. {F}, Anne M. Seiden, M.D. (A), Carol Wolman, M.D.{M), Carol C. Nadelson. M.D. {F} 


181 Another Dimension in Psychotherapy Supervision 
Carol C. Nadelson, M.D. {F} 


182 Consciousness Raising for Women Psychiatrists 
Martha Kirkpatrick, M.D. {F} 


183 Women as Leaders 
Alice S. Rossi, Ph.D. (1} 


Session VII: Special Lecture 


184 (Title to be supplied) 
Alvin Toffler, author of Future Shock 


Films VII: Studies of Interracial and Interethnic Communication 


F9 The Image of the Black in American Film Before 1915 


FIO Film Analysis of Ethnic Differences in Face-to-Face Interaction 
THURSDAY, MAY 9 8:00 P.M. 


Evening Panels 


AA Behavioral Factors in Aviation Safety 
Moderator: Daniel A. Grabski, M.D. {F) 
Panelists: Nolen L. Armstrong, M.D. {M ), Willard D. Boaz, M.D.{F), George I. LeBaron, Jr., M.D. (F), Lynwood Merl 
Hopple, M.D.(F) 


BB Behavioral Approaches to Alcoholism 
Moderator: John A. Ewing, M.D.(F} 
Panelists: John Clancy, M.D. {F}, Edward Gottheil, M.D., Ph.D. {F}, J.D. Keehn, Ph.D. (I), Kenneth C. Mills, Ph.D. (7), 
Alfonso Paredes, M.D. {F} 
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Jungian Psychology: Symbolism and Creativity 

Moderator: Harry A. Wilmer, M.D., Ph.D. (F) 

Panelists: John Perry, M.D. {I), Werner Engel, M.D. (M), Mary Ann Mattoon, Ph.D. (1), James A. Hall, M.D. iM ), 
Robert S. McCully, Ph.D. {1} 


Is the “Systematic Psychiatric Evaluation” Passé? 
Moderator: Peter E. Sifneos, M.D. {F} 
Panelists: Fred H. Frankel, M.B., D.P.M. (F), Miguel A. Leibovich, M.D. (M ), Robert Misch, Ph.D. (1) 


School Intervention Program 
Moderator: G.A. Rogeness, M.D. (MT) 
Panelists: R.A. Bednar {1), J.P. Stokes, Ph.D. (1), E.L. Gorman, M.A. {1) 


Art Therapy 

Moderator: Paul Jay Fink, M.D. {F} 

Panelists: Felice Cohen, A.T.R. (I), Don Jones, A.T.R. (1). Myra Levick, M.Ed., A.T.R. {1}, V. Michael Vaccaro, M.D. 
(A) 


ECT Today 

Moderator: Louis Linn, M.D. (LF) 

Panelists: Zigmond M. Lebensohn, M.D. {LF}, Lothar B. Kalinowsky, M.D. {LF}, Edward J. King, M.D. {1), Arthur N. 
Gabriel, M.D. {M}, Richard Abrams, M.D.(M) 


Reorganization and Mental Health: Community Reaction 

Moderator: Peter T. Choras, M.D. (1) 

Panelists: Charlotte Aladjem {1), Eric Olson, M.A. (I), Bellenden R. Hutcheson, M.D. (F), Elizabeth Mary Remar, 
M.A. {I} 


Training in Community Mental Health 
Moderator: Richard T. Rada, M.D. {M} 
Panelists: Allan Beigel, M.D. (M), George G. Meyer, M.D. (F), E. Mansell Pattison, M.D. (F) 


The Range of Normal in Human Behavior 

Moderator: Jules H. Masserman, M.D. {LF} 

Panelists: Robert Cancro, M.D. {F)}), John L. Carleton, M.D. {F)}), Robert S. Daniels, M.D. {F}, John Rainer, M.D. {F), 
F. Theodore Reid, Jr., M.D. (F), John J. Schwab, M.D. (F) 


Human Rights After Detroit’s Psychosurgery Trial 
Moderator: Paul Lowinger, M.D. {F} 
Panelists: Robert Baker, Ph.D. (1), Alvin F. Poussaint, M.D. (F), Steve Cain (1), John Doe (1), Gabe Kaimowitz (1) 


Schizophrenia: Non-Hospital Treatment Alternatives 

Moderator: Samuel J. Keith, M.D. (I) 

Panelists: Loren R. Mosher, M.D.{M). Gerard E. Hogarty, M.S.W. {1}, Jerry Dincin, M.S.W. (1), Frank M. Ochberg, 
M.D.{M) 


APA Task Force on Women: Discussion Session 

Moderator: Nancy A. Roeske, M.D. {F} 

Panelists: Richard Green, M.D. (F), Mary Ann Bartusis. M.D. (F), Carol Wolman, M.D. (M), Martha Kirkpatrick, 
M.D.(F), Anne M. Seiden, M.D.{A} 


Death Courses in Medical Schools 
Moderator: Sidney L. Werkman, M.D. {F} 
Panelists: Leon J. Epstein, M.D.(F), Robert E. Becker, M.D. {M}, Hyman Muslin, M.D. (F), Hans Mauksch, Ph.D. (1) 


Physical Environment and Mental HIness 
Moderator: Aristide H. Esser, M.D. (M } 
Panelists: Richard Allen Chase, M.D. {1}, Stanislav V. Kasl, M.D. {I), William Hausman, M.D. {F}, Don Conway (I) 


Demonstration of Encounter Techniques 
Moderator: William Earl Moore, M.D.{LM) 
Panelist: Nicholas Fish, M.D. {F} 


American Psychiatry Abroad: Assets and Liabilities 

Moderator: Zebulon C. Taintor, M.D. {F} 

Panelists: Jimmie Holland, M.D. (F), Milton H. Miller, M.D. (F), Edward Margetts, M.D. (F), Nathan S. Kline, M.D. 
(F) 


On the Emotional Well-Being of Psychiatrists 

Moderator: Elaine J. Knutsen, M.D. {F) 

Panelists: Gordon E. Bermak, M.D. (M), Howard M. Kern, M.D. {F}, Herbert L. Klemme, M.D. {M}, David H. Rosen, 
M.D. {MT}, Mathew Ross, M.D.{F} 


Neighborhood Psychiatry—The Next Step? 
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Moderator: Jonathan F. Borus, M.D. {M} 
Panelists: Maria Anastasi, M.A. {I}, C. Martel Bryant, M.D. {F}, Frances Kieffer, M.A. {I}, Lee B. Macht, M.D. {M}, 
Richard G. Morrill, M.D. (F) 


The Urban Struggle: Alienation, Poverty, and Work 

Moderators: Elliot Liebow, Ph.D. {I}, Roy Bryce-Laporte, Ph.D. {1} 

Panelists: Thomas Green, Ph.D. (I), Ted Hershberg, Ph.D. (1), Thomas Vietorisz, Ph.D. (1), Marion Dix (I}, Virginia 
Olesen, Ph.D. {1) 


Exploring the Unconscious Through Poetry 

Moderator: Anthony Pietropinto, M.D.{M)} 

Panelists: Johanna Lessner, Ph.D. (1), Albert Rothenberg, M.D. (M), Silvano Arieti, M.D. (LF) Morris Morrison, 
M.A., A.B.D. {I}, Stanley R. Dean, M.D. {F} 


Oppression in Therapy: A Transactional Analysis 

Moderator: John M. Dusay, M.D. (F) 

Panelists: Graham Barnes, M.A. {1}, Joseph Daniels, M.D. {M}, William H. Holloway, M.D. { F), Barbara Miller, R.N. 
(1), Stanley J. Wollams, M.D. (1) 


The Diagnosis of Organic Disorder in the Elderly 

Moderator: Joseph Zubin, Ph.D. {1} 

Panelists: Alvin Goldfarb, M.D. {F}, Heinz Lehmann, M.D. {F}, Lawrence Sharpe, M.D. {I}, Judith Kuriansky, Ed.M. 
(1), Barry J. Gurland, M.D. (1) 


FRIDAY, MAY 10 9:00 A.M. 


Session I: 


185 
186 
187 
188 
189 
190 


19] 


Session II: 


192 
193 


194 


Session III: 


196 


Analysis and Modification of Opiate Reinforcement 
Rationale and Overview 
Roger E. Meyer, M.D. (M) 


Behavioral Aspects 
Jack Altman, Ph.D. {I} 


Social Psychological Aspects 
Thomas Babor, Ph.D. {1) 


Psychiatric Aspects 
Steven Mirin, M.D.{MT} 


Outcome Data 
Maxine Rawlins (I) 


Biochemical Aspects: Catecholamines 
Joseph Schildkraut, M.D.{F) 


Biochemical Aspects: Blood Morphine Levels and Endocrine Function 
Jack H. Mendelson, M.D.(F) 


Do You Really Know How To Treat Suicidal Persons? 


Professional Limitations of Suicide Cure 
Donald W. Light, Jr., Ph.D. {1} 


Treating Suicidal Persons Beyond Crisis 
Robert E. Litman, M.D. (F) 


Suicide Care: Obstacles in the Education of Psychiatric Residents 
Harvey M. Shein, M.D. {M} 


Becoming an Effective Suicidologist 
Bruce L. Danto, M.D. {M} 


Training II 


Emotional Problems of Residents in Psychiatry 
Andrew T. Russell, M.D. {MT}, Robert O. Pasnau, M.D. {F}, Zebulon C. Taintor, M.D. (F) 
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197 Milieu Process at the Residency Turnover 
Kent Ravenscroft, Jr., M.D.(M} 


198 Resident Perception of Psychotherapy Supervision ' 
Melvin S. Gale, M.D. {M} 


199 Psychiatric Residents Without Internship: A Survey 
Edward T. Auer, M.D. (F), George H. Zimny, Ph.D. (I), Audrey G. Senturia (1} 


200 Career Decisions in the Early Postresidency Years 
James L. Cavanaugh, Jr., M.D.{M} 


Session IV: Law Il 
201 Truth and/or Hope for the Dying Patient 
Edward Gottheil, M.D., Ph.D. (F), Wealtha C. McGurn, R.N. {1}, Otto Pollak, Ph.D. (1) 


202 Legal Dimensions of the Psychiatric Halfway House 
Richard D. Budson, M.D. {M} 


203 Psychiatry and Crime Control 
Richard A. Schwartz, M.D. (M) 


204 Screening of Police Applicants: An Overview 
Floyd O. Due, M.D. {F} 


205 A Joint Effort of the Court, the Jail, and a Drug Program 
William E. Abramson, M.D. {M }), Carl 1. Thistel, M.S.W. {1} 


Session V: Child 
206 Prognostic Indicators in Psychotic Children 
John B. McAndrew, M.D.{M) 


207 Genetic Factors in the Hyperactive Child Syndrome 
Dennis P. Cantwell, M.D. (M) 


208 Psychological Sequelae of Child Abuse and Neglect 
Arthur H. Green, M.D. {M)}, Alice Sandgrund, Ph.D. (1), Richard W. Gaines {1}, Henry Haberfeld, M.D.(M} 


209 Conjoint Mother-Child Psychotherapy: A Follow-Up 
William J, Di Scipio, Ph.D. (I), Marilyn Wood, M.A. (I), Carolyn Goodman, Ed.D. {1} 


210 Miniboards: Objectification in Child Psychiatry 
Marshall D. Schechter, M.D. {F} 
Session VI: New Research 
The presentations in New Research Sessions consist of brief descripzions of recently collected research data submitted after the 


deadline for printing this program. Program leaflets containing all of the details of the presentations will be available at the reg- 
istration desk. 


Films VIII: Healing Rituals 


Fil  Thaipusam—A Hindu Festival 
F12 Childhood I] 


FRIDAY, MAY 10 2:00 P.M. 


Session I: Minority Groups 


211 Indian Youth and Tribal Group Homes: A Whipper Man 
James H. Shore, M.D.{M), William W. Nicholls, M.S.W. (1) 


212 Culture Change and Adaptation of Indian Youth 
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215 


Session HH: 


216 
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218 
219 


220 


Session III: 


221 
222 
223 
224 


225 


Session IV: 


226 
227 
228 
229 


230 


Session V: 


231 


232 


PRELIMINARY PROGRAM 


f 


Ronald M. Wintrob, M.D. (M), Sharon Diamen (1) 


Neglected Minority-Urban Indians and Mental Health 
Patrick Borunda (1), James H. Shore, M.D. {M} 


The Black Patient in the Private General Hospital 
Maurice D. Steinberg, M.D. (M), Herbert Pardes, M.D. (M), Darla Bjork, M.D. {M}, Lawrence Sporty, M.D. {M} 


Black Prisoners in Group Psychotherapy 
Luke I. Kim, M.D. {A}, T.L. Clanon, M.D. {F}, Arthur L. Mattocks, Ph.D. {1}, Charles C. Jew, M.A. {1} 


Consultation in Psychiatry 
Personality Patterns in Ischemic Stroke 
Marianne S. Breslin, M.D.{F), Albert Heyman, M.D.{1}, Daniel T. Gianturco, M.D. {F}, William D. Gentry, Ph.D. (1) 


Adaptational Patterns in Asthmatics 
Adila S. Goldman, M.D. (M), Silvia Olarte, M.D. (I), Ann-Marie N. Paley, M.D. {I}, Barbara Rabinowitz, M.S. (1), 
Marvin Ackerman, M.D. {I} 


Factors in the Management of Congenital Anomalies 
J. Warren Brown, M.D. iM } 


The UCLA Post-Divorce Clinic 
David J. Sheffner, M.D. {M}, John M. Suarez, M.D. {F} 


Mental Health Consultation: New Ethical Issues 
Nancy B. Kaltreider, M.D. (M), R.K. Janmeja Singh, Ph.D. (1I) 


Psychopathology H 
Multiple Psychiatric Syndromes with a Single Drug 
Robert M. Post, M.D.{MT) 


Psychopathology in Contrasting Job Corps Centers 
Alan L. Morgenstern, M.D.{M} 


The Great Comedians: Personality and Other Factors 
Samuel S. Janus, Ph.D. (I) 


Dynamics of Male Chauvinism 
Sherwyn M. Woods, M.D.{F) 


Prevention in Mental Health: A Controlled Study 
Paul R. Polak, M.D.{A), Donald Egan, M.D. (A), Richard Van Den Bergh, M.D. (A), W. Vail Williams, Ph.D. (I) 


Suicide 
Patients Who Threaten and Attempt Suicide 
Richard C. Evenson, Ph.D. (I), Ivan W. Sletten, M.D.(F}), Harold Altman, M.D. (I) 


Cluster-Analysis Profiles of Suicide Attempters 
Ari Kiev, M.D.{F) 


Psychiatric Resident Suicide: Analysis of Five Cases 
Robert O. Pasnau, M.D. {F}, Andrew T. Russell, M.D. {MT) 


Suicide Attempted by Self-I[mmolation 
Nancy C. Andreasen, M.D. (MT), Russell Noyes, Jr., M.D.{F) 


Dostoevski and Suicide 
James L. Foy, M.D. {F}, Stephen J. Rojcewicz, Jr., M.D. {M} 


Aging 
The Mentally Ill Aged and Neighborhood Health Centers 
Steven S. Sharfstein, M.D.{M) 


The Elderly in the Community: A Survey of 1,000 
Eric Pfeiffer, M.D. (F), Cornelia Service (I) 
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233 We Help Each Other: Primary Prevention for the Widowed 
William F. McCourt, M.D. (1), Ruth D. Barnett (I), Jean A. Brennen (I), Alvin Becker, M.D.{M) 


234 Effects of Mental Health on Physical Health 
George E. Vaillant, M.D. (F), Caroline O. Vaillant, M.S.W. {1} 


Films IX: Women’s Films on Women (Joint Session of Task Force on Women and Film Task Force) 


F13  Jamie’s Janie 
Fl4 Joyce at 34 
F15 Betty Tells Her Story 
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Listed below are the names of those individuals presenting scientific pa- 
pers and participating in panel discussions and videotape sessions. 


Numbers. Numbers following the names refer to paper numbers rather 
than to pages. 


Morning Panels. Morning panels are designated by the following abbre- 
viations: either the letters “Tu” (Tuesday), “W” (Wednesday), or “Th” 
(Thursday), followed by the number of the morning panel. Thus the ab- 
breviation “Th4” refers to panel number 4 on Thursday morning. 


Evening Panels. Evening panels are designated by the following abbre- 
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viations: either a single letter for panels on Tuesday evening or double 
letters for panels on Thursday evening. Thus the abbreviation “B” re- 
fers to the second panel listed on Tuesday evening, and the abbreviation 
“BB” refers to the second panel listed on Thursday evening. 


Video Sessions. The program contains three video sessions, one each on 
Tuesday morning, Wednesday afternoon, and Thursday morning. 
These are designated by the following abbreviations: either the letters 
“Tu” (Tuesday), “We” (Wednesday), or “Th” (Thursday), followed by 
the word “Video” and the session number. Thus “TuVideoVIII” refers 
to Session VIII on Tuesday morning, which is a videotape session. 
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Mercer, Mary: R 
Meredith, Charles E: $ 
Mesnikoff, Alvin M: 78 
Meyer, George G: II 
Meyer, Jon K: 10 

Meyer, Roger E: Thl, 185 
Mikhail, Adib: 97 

Miles, James E: 61 

Miller, Barbara: VV 
Miller, Derek H: W19 
Miller, Dorothy: 131 
Miller, Milton H: I, QQ 
Miller, Sheldon I: W13 
Miller, Warren B; 88 
Mills, Kenneth C: BB 
Milton, Janet: 55 

Mirin, Steven: 188 

Misch, Robert: DD 
Mittelman, Faye: 91 
Moore, Jack: Th3 

Moore, Robert A: A 
Moore, William Earl: PP 
Morales, Armando: 133 
Morgan, Donald W: 21, W5 
Morgenstern, Alan L: 222 
Morgenstern, Jack A: W4, Th3 
Morrill, Richard G: SS 
Morris, Fran: Tug 
Morris, Jonas V: Th19 
Morrison, Morris: UU 
Morse, William C: D 
Mortashed, Clement: 137, 140 


Mosher, Loren R; N, W15, Th4, LL 


« 
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Moss, Thelma: O 
Mules, Janet E: 23 
Munoz, Rodrigo A: Tu6 
Mushatt, Cecil: P 
Muslin, Hyman: NN 


Nadelson, Carol C: W17, Th10, 180, 181 
Naftulin, Donald H: Thi6 
Naiman, James: Thl6 

Naptor, David A: 136 

Nelson, Kenneth E: W5 

Nelson, Scott H: W16 

Nelson, William: 120 

Newman, Lucile F: 89 

Newman, Robert: Th9 

Nicholls, William W: 211 

Nihira, Kazuo: 137, 140 

Nofziger, J Calvin: 175 

Nordhoff, Jacquelyn A: 164 
Notman, Malkah T: H, W17, Thid 
Novelio, Joseph R: V 

Novick, Rudolph G: S 

Noyes, Russell Jr: 229 


Oakey, Richard: 142 
Ochberg, Frank M: 38, LL 
Offer, Daniel: 114 
O’Hara, James: 18 
Okura, K Patrick: I, Thi2 
Olarte, Silvia: 217 

Olesen, Virginia: TT 
Olson, Eric: HH 

Orne, Martin T: 86 
Ornstein, Paul: 9 

Ostrov, E: 114 

Ozarin, Lucy D: S 


Paley, Ann-Marie N: 217 
Palkes, Helen S: 73 

Pam, Alvin: 55 

Pardes, Herbert: Tul5, 214 
Paredes, Alfonso: BB 
Parker, David A: 141 
Pasnau, Robert O: 196, 228 
Patch, Vernon D: Th9 
Pattison, E Mansell: 22, A, W9, 152, I] 
Paum, Eugene: W17 

Peele, Roger: W11, 133 
Penningroth, Barbara: 179 
Pepper, Bertram: W5 
Perkins, Marvin E: Th14 
Perlmutter, Johanna S: Th18 
Perry, John: CC 

Petersen, Robert: Th! 
Peterson, Norvell Louis: Tul 
Petrilli, Anthony J: 11 
Pfefferbaum, Adolf: W20 
Pfeiffer, Eric: 232 

Phillips, George M: L 
Phillips, Virginia Austen: 64 
Pichot, Pierre: 66 

Pierce, Chester M: Th16 
Piercy, Michael: 98 
Pietropinto, Anthony: UU 
Pillard, Richard: X 

Pinney, Edward L Jr: Tu5 
Pinsker, Henry: 45 

Pittman, Glen: Tu6é 

Plutchik, Robert: 44 

Polak, Paul R: TuVideoVIII, 225 
Polier, Justine Wise: D 
Pollak, Otto: 201 

Pollin, William: 171 

Pollock, George H: 126 
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Pollock, Seymour: Tul3 
Post, Robert M: 108, 221 
Poussaint, Alvin F: K, KK 
Price, Ruth: WI8 

Prince, Robert M Jr: 76 


Quinlan, Donald: 135 


Rabinowitz, Barbara: 217 
Rachlin, Stephen: 55 
Racy, John C: W1 

Rada, Richard T; 25, I] 
Rainer, John: P, JJ 
Ralph, James: Th12 
Ramsay, Ann S: 17 
Ramsey, Kenneth: Tull 
Rappaport, Bernard: 97 


Rappeport, Jonas R: Tul3, W2 


Raskin, Marjorie: 20 
Ravenscroft, Kent Jr 197 
Rawlins, Maxine: 189 

Reid, F Theodore Jr: JJ 
Reilly, Frank E: 135 
Remar, Elizabeth Mary: HH 
Rendos, Stephanie: Tul ] 
Rice, Treasure: Tu3 
Richman, Alex: 45, 62 
Rickles, William Jr: Th! 
Ripstra, Constance: Tul 
Rivera, Al: WeVideolX 
Rizzuto, Ana Maria: T 
Robey, Ames: Tul3 
Robins, Eli: 99 

Robinson, Edward: W10 
Robinson, James A: 21, W5 
Robinson, Kent E: X 
Roehrs, Timothy: 109 
Roeske, Nancy A: MM 
Rogeness, GA: EE 

Rogers, Rita R: W1, 165 
Rojcewicz, Stephen J Jr: 230 
Romano, John: Th!5 
Rosen, David H: RR 
Rosenthal, David: 72, Th4 
Roskin, Gerald: 16 

Ross, Mathew: RR 

Rossi, Alice S: Th5, 154, 183 
Roth, Thomas: 109 

Roth, Walton: Thl 
Rothenberg, Albert: UU 
Ruiz, Pedro: Tu9, L, W12 
Rumbaugh, James H: W10 
Russell, Andrew T: 196, 228 
Ruzumna, Richard A: L 
Ryback, Ralph S: V 

Ryder, Robert: M 


Sabshin, Melvin: 127 
Sack, Robert L: 106, 108 
Sadoff, Robert L: Tul3 
Sager, Clifford J: Tu5 
Salis, Patricia J: 110 
Salzman, Leon: W8 
Sandgrund, Alice: 208 
Santore, Anthony F: Tul2 
Saslow, George: 103 
Sata, Lindbergh S: I 
Schaar, John H: 33 
Schaefer, Jacqueline S: 73 
Scharfman, Melvin A: Tul5 


Schechter, Marshall D: Tu8, 210 


Scherl, Donald J: 40, Th!9 
Schetz, John J: W14 
Schildkraut, Joseph: 190 
Schlemmer, R Francis Jr: 107 


Schmidt, Chester W Jr: 10 
Schneider, Irving. WII 
Schneider, John M: Tul 
Schopler, Eric: Th4 
Schubert, Daniel SP: W13 
Schut, Jacob: Th9 
Schwab, John J: JJ 
Schwartz, Donald A: F 
Schwartz, Richard A: 203 
Schwartz, Stephen: Th17 
Seiden, Anne M: Tu20, H, 180, MM 
Sekerke, H Joseph: 50 
Seltzer, Michelle: Th10 
Senay, Edward C: 93, 96, Thi} 
Sendi, Ismail B: 145 
Senturia, Audrey G: 199 
Service, Cornelia: 232 
Settlage, Diane: B 
Shaevitz, Morton: W16 
Shah, Saleem A: 5 
Shapiro, Roger L: 144 
Sharfstein, Steven S: 175, 231 
Sharpe, Lawrence: WW 
Shaskan, Donald A; Tu5 
Shaw, Jon A: 21 

Sheffner, David J: 219 
Shein, Harvey M: 194 
Sherrow, Allen: W4, Tn3 
Shore, James H: 24, Tu4, 211, 213 
Showalter, C Robert: 56 
Sidley, Nathan T: 58 
Siegel, Andrew: 135 
Siegler, Miriam: U 
Sievers, Maurice L: 170 
Sifneos, Peter E: ThVideoVIII, DD 
Simmons, Roberta G: 146 
Simpson, Reed E: 73 
Singer, June: 157 

Singer, Margaret: 7! 
Singer, Philip: L 

Singh, RK Janmeja: 220 
Skolnick, Vivian B: 96 
Slagle, Sarah J: 92 
Sletten, Ivan W: 41, 43, V, 139, 226 
Small, S Mouchly: 117 
Smith, Troy: W13 
Snyder, Solomon H: 51 
Sobell, Linda C: 22 
Sodergren, John A: 136 
Solomon, Rebecca Z: M 
Solon, Earl: Tu3 

Solursh, Lionel P: A 
Solyom, Carol: 18 
Solyom, Leslie: 18 
Spadoni, Alex: W7 
Sperber, Michael A; U 
Spiegel, Herbert: 84 
Spiegel, John P: 31, 35 
Spilman, Kenneth: W9 
Spiro, Herzl R: Thł9 
Spitzer, Robert L: X, 176 
Spivy, Dixon F: W7 
Sporty, Lawrence: 214 
Spotnitz, Hyman: Tus 
Spruiell, Vann: 8 
Steadman, Henry J: 3 
Stefflre, Volney J: 136 
Stein, Aaron: TuS 

Stein, Leonard I: 177 
Stein, Terry: Tul 
Steinberg, Grace G: Tul4 
Steinberg, Maurice D: 214 
Stephens, Norma: W18 
Stern, Aaron: J 
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Stierlin, Helm: 115 

Stillman, Richard: Tul7, Thi 7 
Stinnett, JL: V 

Stokes, JP: EE 

Stoller, Robert: P, 10} 

Stone, Howard: 120 

Stone, Robin: Tu7 

Strain, James J: E 

Strauss, John $; Tu2, 70, 102 
Stroo, Hans: Th3 

Stubblefield, Robert L: 118 
Sturup, Georg K: 13 

Suarez, John M: 219 

Sugar, Max: 113 

Sussman, Leonard M: ThVideoVIII 
Sviland, Mary Ann P: ThS 

Swain, Helen L: TuVideoVIII 
Syndulko, Karl: 141 


Taintor, Zebulon C: QQ, 196 
Taketomo, Yasuhiko: W8 
Talbott, John A: W3 

Tan, Eng-seong: W 
Tavoularis, Marjorie: Tul] 
Test, Mary Ann: 177 
Thistel, Carl I: 205 
Thornby, John L: 110 
Thrasher, James W: Tul3 
Thurmond, Billie Joe: Th9 
Toffler, Alvin: 184 

Tokar, John T: 136 
Tondow, Murray: 12 
Torrey, E Fuller; 0, 80, 119 
Tourney, Garfield: 11, W15 
Treffert, Darold A: 57 
Trigg, Harold L: Thl1 
Trotter, Sharland: Th2 
Trujillo, Manuel: W12 
Tseng, Kwo-Hwa: | 
Tuder, Edward N: W14 


Ulett, George A: 41 

Urbaitis, John Chapman: 178 
U’Ren, Richard C: Tul9 
Urmer, Albert H: 4 


Vaccaro, V Michael: FF 
Vaillant, Caroline O: 234 
Vaillant, George E: 234 
Valentine, John Howard: W20, 142 
Van Den Bergh, Richard: 225 
Van Stone, William W: 77 
VanWitsen, Betty: W6 
Varma, Vijoy K: 168 
Vasquez, William: W12 
Verma, Sumer: Tul 
Vietorisz, Thomas: TT 
Volkan, Vamik D: W1 


Waener, Betty: Tu8 

Wallach, Howard: F 

Ware, Kent Jr; Tu4 
Warman, Frank C: Tul9 
Wedge, Bryant M: 37 
Weingartner, Herbert: Th] 
Weiser, David: W8 
Werkman, Sidney L: 111, NN 
Werner, Arnold: 15, Tu! 
Westermeyer, Joseph: L 
Whisnant, Lynn: 143 
Whitebread, Charles H HE 56 
Wieland, William F: Thi! 
Wilder, Jack F: Tu9, 44, Th2 
Wilkinson, W Emmet Jr; W2 


Williams, Howard: V 

Williams, Robert L, M.D.: 110, Thl4 
Williams, Robert L, Ph.D.: 129 
Williams, W Vail: 225 

Wilmer, Harry A: ThVideoVIII, CC 
Wilner, Milton: W12 

Wilson, George F: Thi4 

Wilson, LG: 24 

Winchester, Charles A: 58 

Windle, Charles: Tul6 

Winston, Lindley: Th17 

Wintrob, Ronald M; 212 


Index to Exhibitors 


Wollams, Stanley J: VV 
Wolman, Carol: 180, MM 
Wood, Marilyn: 209 
Woods, Sherwyn M: 224 
Woodward, C Vann: 155 
Woollcott, Philip: Th20 
Workneh, Fikre W 
Wynne, Lyman C: 32, Tu2 


Yamamura, Henry I: 51 
Young, Coleman: 67 
Yudin, Lee: Tul2 


Listed below are the names of those presenting exhibits at the meeting, 


Abbott Laboratories 

Alcohol, Drug Abuse, and Mental Health 
Administration, U.S. Department of 
Health, Education, and Welfare 

American University Press Services 

Americana Corp. 3 

Jason Aronson, Inc. 

Autogenic Systems 


Basic Books, Inc. 

Behavioral Publications 
Bio-Feedback Technology, Inc. 
Boehringer Ingelheim, Ltd. 
Brooks Research 

The Brown Schools 

Brunner/ Mazel, Inc. 


California State Department of Health 
CIBA Pharmaceutical Co. 


Devereux Career House 
The Devereux Foundation 


Eagle Enterprises 
The Edgemeade Centers 
Encyclopaedia Britannica, Inc. 


Farrall Instruments 
Fleming & Co, 


Gay Apparels Co., Inc. 
Geigy Pharmaceutical 
Grove School, Inc. 


Humana 
Hyland Hospital 


International Universities Press, Inc. 
Ives Laboratories, Inc. 


Lakeside Laboratories, Inc. 
Lederle Laboratories 

J.B. Lippincott Co. 

Little, Brown and Co. 


McNeil Laboratories 


M.D. Video Systems, Inc. 
Medcraft 


Medical Examination Publishing Co., Inc. 
Merck Sharp & Dohme 


Neuro Systems, Inc. 
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Yusin, Alvin S: 137, 140 


Zaphiropoulos, Miltiades L: 47 
' Zegans, Leonard S: 143 

Zehr, Orlyn: Tul6 

Zimny, George H: 199 

Ziskind, Eugene: 141 

Zubin, Joseph: WW 

Zucca, Gary J: 169 

Zung, William WK: 52 

Zvirbulis, Jacob: 145 


Oxford University Press 


Parke, Davis & Co. 

The Pathway School 

Pennwalt Prescription Products 
Pfizer Laboratories Division 
Plenum Publishing Corp. 


Postgraduate Center for Mental Health 


Psychiatric Institutes of America 


Raven Press 

Reuben Reiter, Sc.D., Inc. 

Roche Laboratories 

Roche Psychiatric Service Institute 
Roerig Division of Pfizer, Inc. 


Saint Elizabeths Hospital 

Sandoz Pharmaceuticals 

Schering Laboratories 
Select-A-Size, Ltd. 

Smith Kline & French Laboratories 
E.R. Squibb & Sons 


Charles C Thomas Publisher 


The Williams & Wilkins Co. 
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Workshop on Writing for Scientific Journals 


APA and the American Medical Writers Association 
(AMWA) will cosponsor a workshop on writing for sci- 
entific journals, to be held in Cobo Hall on the afternoon 
of Monday, May 6, and the morning of Tuesday, May 7. 
The workshop will offer practical information and in- 
struction on four subjects: common writing faults, orga- 
nizing medical reports, preparing an abstract, and sub- 
mitting a manuscript. | 

The AMWA faculty members will be Robert E. Dun- 
bar and John O. Godden, M.D. (co-chairmen of the 
AMWA Education Committee), Barbara Cox, and 
Charles G. Roland, M.D. Mr. Dunbar is Director of Pub- 
lic Information, American Fund for Dental Education, 
and Contributing Editor of Dental Economics Magazine. 
Dr. Godden is President of Medi-Edit Ltd., Editorial 
Consultant to the Faculty of Medicine, University of To- 
ronto, and former Editor of the Canadian Journal of Sur- 
gery. Ms. Cox is Editor, Section of Publications, the 
Mayo Foundation. Dr. Roland is Chairman of the De- 
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partment of Biomedical Communications, the Mayo 
Foundation, and a former Senior Editor of the Journal of 
the American Medical Association. 

Work assignments, which will be sent to registrants in 
advance of the annual meeting, will form the basis for ini- 
tial discussions during the workshop sessions. The course 
will begin with brief introductory lectures by the AMWA 
faculty, followed by small-group discussions in separate 
rooms on the four basic subjects. The workshop will con- 
clude with a panel discussion in which participants will 
have the opportunity to question the editors of several 
psychiatric journals. 

Registration is limited to 50 participants; all appli- 
cazions for participation must be received by April 1. The 
registration fee of $50 should be made payable to 
AIM WA. No refunds for cancellation will be made after 
April 8. For further information about the workshop, 
write to the American Journal of Psychiatry, 1700 Eigh- 
teenth St., N.W., Washington, D.C. 20009. 


Am e a e y e ap pan pp n a a n n y G D arer ee et e dh A A ee OI P O A S p p pa a a a m a m E A y m r ee E AA A A S A A E E a p n p pa 


Workshop on Writing for Scientific Journals 
REGISTRATION FORM 


Cobo Hall, Detroit, Mich. 
May 6 and 7, 1974 


Print name and mailing address below and send this form, along with your check for $50.00 made payable to the American Medical Writers Associa- 
tion, to the American Journal of Psychiatry, 17100 Eighteenth Si., N.W., Washington, D.C. 20009. NOTE: No refunds for cancellation will be made 


after April 8. 
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Address 
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Advance Registration 


APA MEMBERS—Advance registration is available to all APA members and their spouses free of charge. 


NON-APA MEMBERS—-For the first time nonmembers may register in advance for the APA annual meeting. A registra- 
tion fee of $40 for each registrant and $5 for his or her spouse must accompany the registration form. 


STUDENTS AND RESIDENTS—Students and residents in the mental health field and their spouses may register in advance. 
A registration fee of $5 for each person must accompany the advance registration form. Please have the program direc- 
tor sign this application form, certifying the registrant’s status as a student. 


PLEASE COMPLETE the form below, cut it out, and return it to the address shown (a check must be enclosed where appli- 
cable) no later than April 1, 1974. Submit one form for each applicant. Request additional copies from the APA Con- 


vention Office. NOTE: Admission to all sessions, including the opening session, will be limited to those with badges. 
(This is APA policy.) 


ere en are cee a a i ee GE ee NR GY Ge cee Ge RO Ge eR Se Ge Gree? Ge EE EE TE Gee Gene ee P ae en | 


ADVANCE REGISTRATION FORM (Please Print) 


RETURN IMMEDIATELY TO: 


Convention Office APA Member/Spouse N/C 
American Psychiatric Association Student/Resident $ 5 
1700 Eighteenth Street, N.W. Nonmember $40 
Washington. D.C. 20009 Nonmember Spouse $ 5 
NAME 
(Last) (First) (Initial) 
ADDRESS 
TY a ee a a a 


In order to receive your Advance Registration in the mail, this form must be received not later than Monday, April 
1, 1974. 


If your spouse wishes to register in advance please print name as it should appear on badge. 


NAME 


I hereby certify that the above named is a student/resident in my training program. 
(Signature) 


(Institution) 
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Hotel Reservations 


INSTRUCTIONS (Please see the reverse side of this page for a list of hotels and motels available): 

l. All reservations must be sent directly to the APA Housing Bureau (see reservation form below). The central omge 
does not make hotel reservations. 

2. For your protection in obtaining desired accommodations, indicate three choices. Should the requested haiei be 
booked, comparable accommodations will be assigned by the Housing Bureau. Reservation requests will be processed 
on a date-received basis. 

3. Reservations will be confirmed to you directly by the hotel to which you have been assigned. 

4. Reservations will not be held beyond 6:00 p.m. unless a late arrival is specified. 

5. Reservations cannot be made by phone; the enclosed form must be used. 

6. Cancellations and/or changes in arrival should be made with the APA Housing Bureau, 1400 Book Building, De- 
troit, Mich. 48226. 


re cre a ee te ree ete tee eres tes GON UADD CAINO BENE DANUNE SENN SNE, SE GURNEE SHEN GUN ENS HEN a aa a aR 


HOTEL RESERVATION FORM (Please Print) 


RETURN TO: 


APA Housing Bureau 
1400 Book Building 
Detroit, Michigan 48226 


Twin or Parlor Suite 
Hotel Single Double | bedroom 2 bedrooms 
| $ e Pn $ $ 
| oe a E A NEN Ne, Pee ee ee |e, e 
Jisai a a i a ee Ns eee aaaea 
ARRIVAL DATE ete een eat ieee DEPARTURE DATE 


ARRIVAL TIME (approximate) 
NAMES OF OCCUPANTS (If sharing please indicate name of additional eccupant) 


Name 
Mailing Address 
a a a LALO a Seema atcha toate eI 


For Office Use Only Date & 
Initial 


Reservation Follow-Through 


Received at Housing Bureau mamm Deposit not required—DO NOT SEND 
MONEY. Reservation confirmation wilt 
be mailed ky the Housing Bureau. 


Processed to Hotel/Motel 
Received at Hotel/Motel 
Confirmed to Guest 
Returned to Housing Bureau 
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ACCOMMODATIONS 
; One- and Two-Bedroom 
Hotel/Motel ‘Single Twin Double Parlor Suites 
Balmar Motel $12.00-15.00 — $12,00-18.00 $ 
Bon Lynn Motel 16.00 18.00 16.00 
Cadillac House Motel 14.56 23.92 19.76 71.76 
Cadillac Motel 9.00-11.00 12.00-18.00 10.00-12.00 
Cavalier Motel 14.00 16.00-18.00 14.00 
Civic Center Motel 18.00-24.00 18.00--24.00 
Crown Motel 14.00 16.00-18.00 14.00 , 
Detroit Hilton 16.00-30.00 23.00-32.00 23.00-32.00 ' -67.00-159.00 
Detroit Downtown ; 
Travelodge 15.50-25.00 19,50-25,00 18.50-25.00 
Fairlane Inn Motel 16.50 25.00 22.00 
Holiday Inn— Downtown 16.50 20.50 16.50 
Holiday Inn— East 16.00 20.50 20.50 
Holiday Inn— Hazel Park 16.00-17.00 20.00-21.00 
Holiday Inn—Highland Park 16.50 20.50 _ 41,00-61.50 
Holiday Inn—Northland 16.50 20.50 20.50 me 
- Howard Johnson’s— l i 
Downtown 22.00-24.00 28.00-30.00 28.00-30.00 
Madison-Lenox Hotel . 20.00 20.00 
Motorama Motel 10.40 16.64 14.56 
North Palmer Hotel 9.00-12.00 15.00-19.00 12.00-14.00 
Pick-Fort Shelby 12.00-19.00 18.00-25.00 16.00-24.00 40.00-90.00 
Hotel Pontchartrain 23.00-38.00 33.00-40.00 23.00-38.00 60.00--120.00 
Hotel St. Regis 27.00 31.00 31.00 45.00 
Seaway Inn 16.50-22.50 22.50-24.50 16.50-22.50 
Sheraton-Cadillac 19.00-32.00 26.00-39.00 26.00-39.00 40.00-70.00 
Sheraton Pontiac Motor 
Inn 16.00-20.00 . 21.00-23.00 19.00-25.00 37.00-47.00 
Sheraton-VYiscount 10.00-15.00 18.00-21.00 _ 13.00-21.00 E 
Shiawassee Hotel 20.00-28.00 26.00-34.00 ` 25.00-34.00 
Shorecrest 14.00-16.00 18.00-24.00 16.00-20.00 
Stouffer’s Northland Inn 26.00 


Sid oes, i 
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Once-a-day maintenance therapy. 
Introducing New Navane 20 ne. 





Once-a-day maintenance... 

Once you've controlled acute 
psychosis or psychotic depression 
with a t.i.d. regimen, some patients 
can be maintained on one new 
Navane 20 mg. capsule a day. And 
for patients requiring higher dosages, 
two or three capsules, once a day, 
may be sufficient. This once-a-day 
regimen can reduce the risk of missed 
doses, with no loss of efficacy. 

Once-a-day efficacy... 

A recent double-blind, crossover 
study compared Navane capsules, 
t.1.d., with an equivalent-dose 
once-a-day regimen. Both groups had 
statistically equivalent, significant 
clinical improvement over baseline 


1. Data on file, Roerig. 


(thiothixene) capsules 


at the end of the study period. 

And although the difference in 
extrapyramidal side effects was not 
statistically significant, the 
once-a-day group had a lower score. 

Once-a-day economy... 

For inpatient therapy, once-a-day 
Navane capsules can provide a saving 
of valuable nursing time. And for 
both institutions and outpatients, the 
20-mg. capsule has another economy 
advantage: it’s less costly than two 
10-mg. or four 5-mg. capsules. 

Navane 20-mg. It’s a new dosage 
strength to maintain control of 
psychotic behavior. Effectively. Con- 


veniently. And ROQRIG Pfizer) 


economically. A division of Pfizer Pharmaceuticals 


New York, New York 10017 


For prescribing information, including adverse reactions and contraindications, please see following page of this advertisement. 


Navane’ (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg., 2 mg., Concentrate: 5 mg./cc. 
5 mg., 10 mg., 20 mg. Intramuscular: 2 mg./cc. 


PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg. 
(thiothixene hydrochloride) 

Concentrate 5 mg./cc., Intramuscular 2 mg./cc. 
Actions. Navane is a psychotropic agent of the 
thioxanthene series. Navane possesses certain 
chemical and pharmacological similarities to the 
piperazine phenothiazines and differences from the 
aliphatic group of phenothiazines. Navane’s mode 
of action has not been clearly established. 
Indications. Navane is effective in the manage- 
ment of manifestations of psychotic disorders. 
Contraindications. Navane is contraindicated in 
patients with circulatory collapse, comatose states, 
central nervous system depression due to any 
cause, and blood dyscrasias. Navane is contra- 
indicated in individuals who have shown hyper- 
sensitivity to the drug. It is not known whether 
there is a cross-Sensitivity between the thioxan- 
thenes and the phenothiazine derivatives, but this 
possibility should be considered. 

Warnings. Usage in Pregnancy — Safe use of 
Navane during pregnancy has not been estab- 
lished. Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the treat- 
ment exceed the possible risks to mother and 
fetus. Animal reproduction studies and clinical 
experience to date have not demonstrated any 
teratogenic effects. 

In the animal reproduction studies with Navane 
(thiothixene), there was some decrease in concep- 
tion rate and litter size, and an increase in resorp- 
tion rate in rats and rabbits, changes which have 
been similarly reported with other psychotropic 
agents. After repeated oral administration to rats 
(5 to 15 mg./kg./day), rabbits (3 to 50 mg./kg./ 
day), and monkeys (1 to 3 mg./kg./day) before 
and during gestation, no teratogenic effects were 
seen. (See Precautions.) 

Usage in children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially haz- 
ardous tasks such as driving a car or Operating 
machinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tioned accordingly. 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol. 
Precautions. An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
(thiothixene) may mask signs of overdosage of 
toxic drugs and may obscure conditions such as 
intestinal obstruction and brain tumor, 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should be 
used in patients with a history of convulsive dis- 
orders or those in a state of alcohol withdrawal 
Since it may lower the convulsive threshold. Al- 
though Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
Should not be reduced when Navane is adminis- 
tered concurrently. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other than 
anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution in 
patients who are known or suspected to have glau- 
coma, Or who might be exposed to extreme heat, 
or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular 
disease. 

Also, careful observation should be made for 
pigmentary retinopathy and lenticular pigmenta- 
tion (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
[thiothixene] for prolonged periods). Blood dys- 
crasias (agranulocytosis, pancytopenia, thrombo- 
cytopenic purpura), and liver damage (jaundice, 
ay Stasis), have been reported with related 

rugs. 

Undue exposure to sunlight should be avoided. 
Photosensitive reactions have been reported in 
patients on Navane. 

Intramuscular Administration—As with all in- 
tramuscular preparations, Navane (thiothixene hy- 
drochloride) Intramuscular should be injected well 
within the body of a relatively large muscle. The 
preferred sites are the upper outer quadrant of 
the buttock (i.e., gluteus maximus) and the mid- 
lateral thigh. 

The deltoid area should be used only if well 
developed such as in certain adults and older chil- 
dren, and then only with caution to avoid radial 
nerve injury. Intramuscular injections should not 
be made into the lower- and mid-thirds of the 
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upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent 
injection into a blood vessel. 

Adverse Reactions. Note: Not all of the follow- 
ing reactions have been reported with Navane. 
However, since Navane has certain chemical and 
pharmacologic similarities to the phenothiazines, 
all of the known side effects and toxicity associ- 
ated with phenothiazine therapy should be borne 
in mind when Navane (thiothixene) is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness and syncope. In the event 
hypotension occurs, epinephrine should not be 
used aS a pressor agent since a paradoxical fur- 
ther lowering of blood pressure may result. Non- 
specific EKG changes have been observed in some 
patients receiving Navane. These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The clinical significance 
of these changes is not known. 

CNS effects: Drowsiness, usually mild, may 
occur, although it usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears to be similar to that of the piperazine 
group of phenothiazines, but less than that of 
certain aliphatic phenothiazines, Restlessness, agi- 
tation and insomnia have been noted with Navane. 
Seizures and paradoxical exacerbation of psy- 
chotic symptoms have occurred with Navane in- 
frequently. 

Hyperrefiexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

In addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dystonia have been 
reported. Management of these extrapyramidal 
symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent. More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: Although not re- 
ported with Navane, certain antipsychotic agents 
have been associated with persistent dyskinesias, 
Tardive dyskinesia may appear in some patients 
on long term therapy or may occur after drug 
therapy has been discontinued. The risk seems to be 
greater in elderly patients on high dose therapy, 
especially females. The symptoms are persistent 
and in some patients appear to be irreversible. 
The syndrome is characterized by rhythmical in- 
voluntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involun- 
tary movements of extremities. 

There is no known effective treatment for tar- 
dive dyskinesia; antiparkinsonism agents usually 
do not alleviate the symptoms of this syndrome. 
It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, 
or increase the dosage of the agent, or switch to 
a different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transami- 
nase and alkaline phosphatase, usually transient, 
have been infrequently observed in some patients. 
No clinically confirmed cases of jaundice attrib- 
utable to Navane (thiothixene) have been reported. 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, 
photosensitivity and rare cases of anaphylaxis 
have been reported with Navane. Although not 
experienced with Navane, exfoliative dermatitis 
and contact dermatitis (in nursing personnel) have 
been reported with certain phenothiazines. 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
small percentage of females receiving Navane, If 
persistent, this may necessitate a reduction in dos- 
age or the discontinuation of therapy. Phenothia- 
zines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweat- 
ing, increased salivation, and impotence have 
occurred infrequently with Navane therapy. Phe- 
nothiazines have been associated with miosis, my- 
driasis, and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, 
nausea, vomiting, diarrhea, increase in appetite 
and weight, weakness or fatigue, polydipsia and 


peripheral edema. 

NOTE: Sudden deaths have occasionally been 

reported in patients who have received certain 
phenothiazine derivatives. In some cases the cause 
of death was apparently cardiac arrest or asphyxia 
due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be 
established that death was due to phenothiazine 
administration because safe conditions for its use 
have not been established. 
Dosage and Administration. Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, 
based on patient response. 

Usage in children under 12 years of age is not 
recommended. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of behavior is desirable, the intramus- 
cular form of Navane (thiothixene hydrochloride) 
may be indicated. It is also of benefit where the 
very nature of the patient’s symptomatology, 
whether acute or chronic, renders oral administra- 
tion impractical or even impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medi- 
cation, the usual dose is 4 mg. of Navane Intra- 
muscular administered 2 to 4 times daily. Dosage 
may be increased or decreased depending on re- 
sponse. Most patients are controlled on a total 
daily dosage of 16 to 20 mg, The maximum rec- 
ommended dosage is 30 mg./day. An oral form 
should supplant the injectable form as soon as 
possible. It may be necessary to adjust the dosage 
when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for 
Navane Capsules and Concentrate appear in the 
following paragraphs. 

Navane Capsules: Navane Concentrate—In 
milder conditions, an initial dose of 2 mg. three 
times daily. If indicated, a subsequent increase to 
15 mg./day total daily dose is often effective. 

In more severe conditions, an initial dose of 
5 mg. twice daily. 

The usual optimal dose is 20 to 30 mg. daily. 
If indicated, an increase to 60 mg./day total daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg. rarely increases the beneficial re- 
sponse. 

Some patients have been successfully maintained 
on once-a-day Navane (thiothixene) therapy. 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross Overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and sup- 
portive, For Navane oral, early gastric lavage 
is helpful. For Navane oral and intramuscular, 
keep patient under careful observation and main- 
tain an open airway, since involvement of the 
extrapyramidal system may produce dysphagia 
and respiratory difficulty in severe overdosage. 
If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I.V. 
fluids and/or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor action of these agents 
and cause further lowering of blood pressure. 

If CNS depression is present, recommended 
stimulants include amphetamine, dextroampheta- 
mine, Or caffeine and sodium benzoate. Picrotoxin 
or pentylenetetrazol should be avoided. Extrapy- 
ramidal symptoms may be treated with antipar- 
kinson drugs. 

There are no data on the use of peritoneal or 

hemodialysis, but they are known to be of little 
value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg., 2 mg., 5 mg., and 
10 mg. in bottles of 100 and 1,000. Navane is also 
available as capsules containing 20 mg. of thio- 
thixene, in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concen- 
trate is available in 120 cc. (4 oz.) bottles with 
an accompanying dropper calibrated at 2 mg., 4 
mg., 5 mg., 6 mg., 8 mg. and 10 mg. Each cc. 
contains thiothixene hydrochloride equivalent to 
5 mg. of thiothixene. Contains alcohol, U.S.P. 
7.0% v/v. (small loss unavoidable). 

Navane (thiothixene hydrochloride) Intramus- 
cular Solution is available in a 2 cc. amber glass 
vial in packages of 10. Each cc. contains thiothix- 
ene hydrochloride equivalent to 2 mg. of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v. 
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A division of Pfizer Pharmaceuticals 
New York, New York 10017 


Navane (thiothixene) helps reduce 
the intensity and frequency of 
depression as manifested in psy- 
chotic disorders. Mental and motor 
retardation may be replaced by 


Psychotic depression...controlled. = 


an increasing interest in self and 
environment and a return to pro- 
ductive activity. Severe mood 
disorders may be relieved to en- 
courage cooperation with therapy 


Navane’ 








and daily routine. Navane...an 
effective anti-psychotic. 
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A division of Pfizer Pharmaceuticals 
New York, New York 10017 


(thiothixene) (thiothixene hydrochloride) 


Capsules 1 mg., 2 mg., 5 mg., 10 mg. Concentrate 5 mg./cc., Intramuscular 2 mg./cc. 


to help control 
psychotic depression 


For prescribing information, including adverse reactions and contraindications, please see facing page of this advertisement. 
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A new publication from 
THE JOINT INFORMATION SERVICE 


of the American Psychiatric Association 
and the National Association for Mental Health 


MENTAL HEALTH 
ON THE CAMPUS 





By Raymond M. Glasscote Floyd D. Turner 
Michael E. Fishman Bernard L. Bloom 
Clifford B. Reifler Samuel Pearlman 
James Raybin E. Robert Sinnett 


“. ++ A most significant, objective explication of campus mental health. | endorse it wholeheartedly.” 


—Dana Farnsworth 


In the hope of stimulating interest in creating support services for students experiencing any form of 
emotional or behavioral crisis, the Joint Information Service undertook to survey the numerous helping re- 
sources being provided at a selected group of colleges of widely varying characteristics. To do so it enlisted 
the talents of several of the most distinguished and accomplished practitioners in university mental health 
services. After extensive investigation, six schools outstanding for their mental health networks, plus a unique 
facility that contracts psychiatric treatment and consultation to more than a score of schools, were chosen for in- 
tensive study. Each program was visited by the authors, who interviewed not only the staff of the formal mental 
health services but representatives of the administration, housing, religious and many other kinds of activities 
and programs, faculty members, student leaders, and students who had utilized the mental health services. 
Consistently the interviews revealed some startling changes in campus interests and values during the year or 
two preceding the visits. In response to student demands, most of the schools had added seminars and lectures 
on marriage preparation and sexuality, with the result, at one school, of an almost ninety percent reduction in 
unplanned pregnancies. There was various tentative evidence that on the one hand drug usage, overall, had 
passed its peak, but on the other that marijuana use had been considerably incorporated into the social fabric 
of most of the schools. 

The volume describes many specific services which support and enhance the emotional well-being of students. 
There are also detailed descriptions of the formal mental health services, including various aoproaches to in- 
dividual and group treatment, medication, and provisions for hospitalization. 

These and many other aspects of the emotional life of the campus are discussed in this volume, both in an 
overview of the contemporary college scene in America, and in detailed individual descriptions of the schools 
with their impressive range of supporting services. 
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Mental Illness 
in 
Later Life 


by Ewald W. Busse, M.D. 
Eric Pfeiffer, M.D. 


A comprehensive, practical guide for the practicing physician about the emotional problems of the 
aged patient. Included are pragmatic suggestions for interviewing, diagnosis, treatment, and sup- 
portive care, with consideration of social, cultural, and psychological factors. A special 
Question-and-Answer section is a valuable supplement. 





“The 12 well written chapters of this book, all by knowledgeable investigators in the field of geriatric 
mental illness, offer both an overall review of the current status of the field and more detailed infor- 
mation on such specialized topics as the demography of aging, the epidemiology of geriatric 
mental disorder, diagnostic procedures of the evaluation of brain impairment, social and psycho- 
logical aspects of mental illness in the aged, insurance coverage for mental illness in later life, 
organic and functional geriatric mental disorders, physical changes with aging and their relation- 
ship to mental functioning, and institutional and ambulatory treatment of the aged mentally ill. 
The content and approach make the volume appropriate and useful reading both for psychiatrists, 
who have paid too little attention to the psychiatric problems of the aged, and for social workers, 
psychologists, nurses, and other personnel who deal with the elderly mentally ill. Pragmatic sug- 
gestions are made for interviewing, diagnosis, treatment, and supportive care, and there is ade- 
quate emphasis on social, psychologic, and cultural factors. The Question and Answer section of 
the book is an especially valuable supplement, especially to readers whose interest Is primarily 








ragmatic.” 

si ALEXANDER SIMON, M.D. 
Professor and Chairman 
Department of Psychiatry, 
University of California, School 
of Medicine, San Francisco 

308 pages $7.00 for paperback/$9.00 for case-bound 
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treat what may be 
her real problem with 
PREMARIN... 


CONJUGATED ESTROGENS 
TABLETS, U.S. P 


she's come to you in a highly 
emotional state, with complaints 
of anxiety, nervousness, insom- 
nia, and depression. And treat- 
ment with a psychotherapeutic 
agent may be appropriate for 
immediate relief of symptoms. 
But considering her age, and 
her irregular menses, such 
symptoms may indicate an 
underlying estrogen deficiency... 
and the need for additional, more 
comprehensive therapy. 
PREMARIN, by offering sound 
specific natural estrogen replace- 
ment, can provide such therapy 
...relieve estrogen-related emo- 
tional symptoms of the meno- 
pause by treating their cause. 
Anxiety anddepression related to 
estrogen deficiency usually re- 
spond to replacement therapy in 
a relatively short time'? Other 
“psychogenic” symptoms such 
as headaches, crying spells, in- 
somnia, feelings of weakness and 
fatigue may also be relieved!*° 


“Conjugated Estrogens Tablets have been evaluated 
as “probably” effective for postmenopausal 
Osteoporosis. 


Andinalarge majority of patients. 
PREMARIN imparts a renewed 
sense of well-being® Atthe same 
time, PREMARIN helps control 
hot flushes, sweats, genital tissue 
atrophy, and, in selected cases, 
helps retard postmenopausal 
osteoporotic bone degenera- 
tion* 

When there is uncertainty as to 
the origin ofemotionalsymptoms 
in the menopausal woman, a 
therapeutic trial with PREMARIN 
helps relieve those complaints 
that are estrogen-related...while 
helping to identify those that 
arent.’ 





for 
estrogen- 
related 
anon 
symptoms 
of the 
menopause 


See last page 

of advertisement 
for prescribing 
information. 


when her real problem is estrogen deficiency 


PREMARIN 


TABLETS,U.SP) 





for estrogen-related 
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BRIEF SUMMARY 

(For full prescribing information, 

see package circular.) 

PREMARIN” 

(Conjugated Estrogens Tablets, U.S.P.) 





Indications: Based on a review of PREMARIN 
Tablets by the National Academy of Sci- 
ences— National Research Council and/or 
other information, FDA has classified the indi- 
cations for use as follows: 

Effective: As replacement therapy for 
naturally occurring or surgically induced es- 
trogen deficiency states associated with: the 
climacteric, including the menopausal syn- 
drome and postmenopause; senile vaginitis 
and kraurosis vulvae, with or without pruritus 
“Probably” effective: For estrogen deficien- 
cy-induced osteoporosis, and only when used 
in conjunction with other important therapeu- 
tic measures such as diet, calcium, physio- 
therapy, and good general health-promoting 
measures. Finalclassification ofthis indication 
requires further investigation. 


Contraindications: Short acting estrogens are 
contraindicated in patients with (1) markedly im- 
paired liver function; (2) known or suspected 
carcinoma of the breast, except those cases of 
progressing disease not amenable to surgery or 
irradiation occurring in women who are at least 5 
years postmenopausal; (3) Known or suspected 
estrogen-dependent neoplasia, such as carci- 
noma of the endometrium, (4) thromboembolic 
disorders, thrombophlebitis, cerebral embolism, 
or in patients with a past history of these condi- 
tions; (5) undiagnosed abnormal genital 
bleeding. 

Warnings: Estrogen therapy should not be given 
to women with recurrent'chronic mastitis or ab- 
normal mammograms except, if in the opinion of 
the physician, it is warranted despite the possi- 
bility of aggravation of the mastitis or stimulation 
of undiagnosed estrogen-dependent neoplasia. 

The physician should be alert to the earliest 
manifestations of thrombotic disorders (throm- 
bophlebitis, retinal thrombosis, cerebral embo- 
lism and pulmonary embolism). If these occur or 
are suspected, estrogen therapy should be dis- 
continued immediately. 

Estrogens may be excreted in the mother's milk 
and an estrogenic effect upon the infant has been 
described. The long range effect on the nursing 
infant cannot be determined at this time 

Hypercalcemia may occur in as many as 15 
percent of breast cancer patients with metastases, 
and this usually indicates progression of bone 
metastases. This occurrence depends neither on 
dose nor on immobilization. In the presence of 
progression of the cancer or hypercalcemia, es- 
trogen administration should be stopped 

A statistically significant association has been 
reported between maternal ingestion of diethyl- 
stilbestrol during pregnancy and the occurrence 
of vaginal carcinoma in the offspring. This occur- 
red with the use of diethylstilbestrol for the treat- 
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ment of threatened abortion or high risk 
pregnancies. Whether or notsuch an association 
is applicable to all estrogens is not Known at this 
time. In view of this finding, however, the use of 
any estrogen in pregnancy is not recommended. 

Failure to control abnormal uterine bleeding or 
unexpected recurrence is an indication for 
curettage. 

Precautions: As with all short acting estrogens, 
the following precautions should be observed: 

A complete pretreatment physical examination 
should be performed with special reference to 
pelvic and breast examinations. 

To avoid prolonged stimulation of the endome- 
trium and breasts in climacteric or hypogonadal 
women, estrogens should be administered cycli- 
cally (3 week regimen with 1 week rest period— 
withdrawal bleeding may occur during rest 
period) 

Because of individual variation in endogenous 
estrogen production, relative overdosage may 
occur whichcould cause undesirable effects such 
as abnormal or excessive uterine bleeding, mas- 
todynia and edema. 

Because of salt and water retention associated 
with estrogenic anabolic activity, estrogens 
should be used with caution in patients with epi- 
lepsy, migraine, asthma, cardiac, or renal disease. 

If unexplained or excessive vaginal bleeding 
should occur, reexamination should be made for 
organic pathology 

Pre-existing uterine fibromyomata may 
increase in size while using estrogens; therefore, 
patients should be examined at regular intervals 
while receiving estrogenic therapy. 

The pathologist should be advised of estrogen 
therapy when relevant specimens are submitted. 

Because of their effects on epiphyseal closure, 
estrogens should be used judiciously in young 
patients in whom bone growth is incomplete. 

Prolonged high dosages of estrogens will in- 
hibit anterior pituitary functions. This should be 
borne in mind when treating patients in whom 
fertility is desired. 

The age of the patient constitutes no absolute 
limiting factor, although treatment with estrogens 
may mask the onset of the climacteric. 

Certain liver and endocrine function tests may 
be affected by exogenous estrogen administra- 
tion. If test results are abnormal in a patient taking 
estrogen, they should be repeated after estrogen 
has been withdrawn for one cycle. 

Adverse Reactions: The following adverse reac- 

tons have been reported associated with short 

acting estrogen administration: 

nausea, vomiting, anorexia 

gastrointestinal symptoms such as abdominal 
cramps and bloating 

breakthrough bleeding, spotting, unusually heavy 
withdrawal bleeding 

(See DOSAGE AND ADMINISTRATION) 

breast tenderness and enlargement 

reactivation of endometriosis 

possible diminution of lactation when given im- 
mediately postpartum 

loss of libido and gynecomastia in males 


(CONJUGATED ESTROGENS 


contains only natural estrogens 


edema 

aggravation of migraine headaches 

change in body weight (increase, decrease) 
headache 

allergic rash 

hepatic cutaneous porphyria becoming manifest 
Dosage and Administration: PREMARIN should 
be administered cyclically (3 weeks of daily estro- 
gen and 1 week off) for all indications ex- 
cept selected cases of carcinoma and prevention 
of postpartum breast engorgement. 

Menopausal Syndrome—1.25 mg. daily, cycli- 
cally. Adjust dosage upward or downward 
according to severity of symptoms and response 
of the patient. For maintenance, adjust dosage to 
lowest level that will provide effective control. 

If the patient has not menstruated within the 
last two months or more, cyclic administration is 
started arbitrarily. If the patient is menstruating, 
cyclic administration is started on day 5 of bleed- 
ing. If breakthrough bleeding (bleeding or spot- 
ting during estrogen therapy) occurs, increase 
estrogen dosage as needed to stop bleeding. In 
the following cycle, employ the dosage level used 
to stop breakthrough bleeding in the previous 
cycle. In subsequent cycles, the estrogen dosage 
is gradually reduced to the lowest level which will 
maintain the patient symptom-free. 

Postmenopause—as a protective measure 
against estrogen deficiency-induced degenera- 
tive changes (e.g. Osteoporosis, atrophic vagi- 
nitis, kraurosis vulvae)— 0.3 mg. to 1.25 mg. daily 
and cyclically. Adjust dosage to lowest effective 
level 

Osteoporosis (to retard progression) — usual 
dosage 1.25 mg. daily and cyclically. 

Senile Vaginitis, Kraurosis Vulvae with or with- 
out Pruritus —0.3 mg. to 1.25 mg. or more daily, 
depending upon the tissue response of the indi- 
vidual patient. Administer cyclically. 

How Supplied: PREMARIN (Conjugated Estro- 
gens Tablets, U.S.P.) No. 865— Each purple tablet 
contains 2.5 mg., in bottles of 100 and 1,000. 
No. 866— Each yellow tablet contains 1.25 mg., 
in botties of 100 and 1,000. Also in unit dose pack- 
age of 100. No. 867—Each red tablet contains 
0.625 mg., in bottles of 100 and 1,000. No. 868— 
Each green tablet contains 0.3 mg., in bottles of 
100 and 1,000. 

References: 1. Kerr, M.D.: Mod. Treatm. 5:587 
(May) 1968. 2. Penningroth, R.P., and Tourney, 
G.: Postgrad. Med. 46:118 (July) 1969. 3. 
Rhoades, F.P.: J. Amer. Geriat. Soc. 15:346 (Apr) 
1967. 4. Astwood, E.B., in Goodman, L.S., and 
Gilman, A. (Eds.): The Pharmacological Basis of 
Therapeutics, ed. 4, New York, The Macmillan 
Company, 1970, chap: 69, p. 1538 ff. 5. Kupper- 
man, HS. Med. Aspects of Hum. Sexuality 1:64 
(Sept.) 1967. 6. Tramont, C.B.: Geriatrics 21:212 
(Nov.) 1966. 7. Kaufman, S.A., in Sturgis, 
S.H., and Taymore, M. (Eds.): Progress in Gyne- 
cology, New York, Grune & Stratton, Inc., 1970. 
vol. 5, p. 179 


| AYERST LABORATORIES 
°| NewYork, N.Y. 10017 


7340 


MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 













The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar “Collar” type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


l The Reiter Compact MOL-AC Il—The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician’s bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 





For more detailed information, and bibliography of over 200 references, write to: 
REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 


Visit Booth C-7 at the Annual Meeting 
A35 


= ntidepressant effect 
»ften apparent 
»Nithin 3 to 5 days 





= /i|d accompanying anxiety—as well as 
»sychosomatic complaints and other 
Jepressive symptoms—usually 
Jisappear as the depression lifts. 
ptimal response in most patients 

vith 50 mg. t.i.d. Adolescents and 
elderly patients often do well 

DN lower dosage. 


Yertofrane 








desipramine hydrochloride NEJ 
àn antidepressant that brings cs 4 
hings into focus—promptly 


PHARMACEUTICALS 








Pertofrane“ 
(desipramine hydrochloride) 


Indication: For relief of mental depression. 
Contraindications: Do not use MAO inhibitors concomitantly 
or within 2 weeks of the use of this drug. Hyperpyretic crises or 
severe convulsive seizures may occur with such combinations; 
potentiation of adverse reactions can be serious or even fatal. 
When substituting Pertofrane in patients receiving an MAO 
inhibitor, allow an interval of at least 14 days. Initial dosage in 
such patients should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 
following recent myocardial infarction and in patients with a 
known hypersensitivity to tricyclic antidepressants. Warnings: 
Activation of psychosis may occasionally be observed in 
schizophrenic patients. Due to atropine-like effects and 
sympathomimetic potentiation, use only with the greatest care 
in patients with narrow-angle glaucoma or urethral or ureteral 
spasm. Do not use in patients with the following conditions 
unless the need outweighs the risk: severe coronary heart 
disease with EKG abnormalities, progressive heart failure, 
angina pectoris, paroxysmal tachycardia and active seizure 
disorder (may lower seizure threshold). This drug may block 
the action of the antihypertensive, guanethidine, and related 
adrenergic neuron-blocking agents. Hypertensive episodes 
have been observed during surgery. The concurrent use of 
other central nervous system drugs or alcohol may potentiate 
adverse effects. Since many such drugs may be used during 
surgery, desipramine should be discontinued prior to elective 
procedures. Caution patients on the possibility of impaired 
ability to operate a motor vehicle or dangerous machinery. Do 
not use in women who are or may become pregnant, or in 
children under 12 years of age, unless the clinical situation 
warrants the potential risk. Because of increased sensitivity to 
the drug, use lower than normal dosage in adolescent and 
geriatric patients. Precautions: Potentially suicidal patients 
require careful supervision and protective measures during 
therapy. Prescriptions should be limited to small quantities. 
Discontinuation of the drug may be necessary in the presence 
of increased agitation and anxiety shifting to hypomanic or 
manic excitement. Atropine-like effects may be more 
pronounced (e.g. paralytic ileus) in susceptible patients and in 
those receiving anticholinergic drugs (including 
antiparkinsonism agents). Prescribe cautiously in hyperthyroid 
patients and in those receiving thyroid medications; transient 
cardiac arrhythmias have occurred in rare instances. Periodic 
blood and liver studies should supplement careful clinical 
observations in all patients undergoing extended courses of 
therapy. Adverse Reactions: The following have been 
reported: Nervous System: dizziness, drowsiness, insomnia, 
headache, disturbed visual accommodation, tremor, 
unsteadiness, tinnitus, paresthesias, changes in EEG patterns, 
epileptiform seizures, mild extrapyramidal activity, falling and 
neuromuscular incoordination. A confusional state (with such 
symptoms as hallucinations and disorientation), particularly in 
older patients and at higher dosage, may require 
discontinuation of the drug. Gastrointestinal Tract: anorexia, 
dryness of the mouth, nausea, epigastric distress, constipation 
and diarrhea. Skin: skin rashes (including photosensitization), 
perspiration and flushing sensations. Liver: rare cases of 
transient jaundice (apparently of an obstructive nature) and 
liver damage. If jaundice or abnormalities in liver function tests 
occur, discontinue the drug and investigate. Blood Elements: 
bone-marrow depression, agranulocytosis, thrombocytopenia 
and purpura. If these occur, discontinue the drug. Transient 
eosinophilia has been observed. Cardiovascular System: 
orthostatic hypotension and tachycardia. Carefully supervise 
patients requiring concomitant vasodilating therapy, 
particularly during initial phases. Genitourinary System: urinary 
frequency or retention and impotence. Endocrine System: 
occasional hormonal effects, including gynecomastia, 
galactorrhea and breast enlargement, and decreased libido 
and estrogenic effect. Sensitivity: urticaria and rare instances 
of drug fever and cross-sensitivity with imipramine. 

Dosage: All patients except geriatric and adolescent: 50 mg. 
t.i.d. (150 mg. daily). Dosage may be increased up to 200 mg. 
daily. Geriatric and adolescent patients should usually be 
started with lower dosage (25 to 50 mg. daily) and may not 
tolerate higher doses. Dosage may be increased up to 100 mg. 
daily. Lower maintenance dosages should be continued for at 
least 2 months after obtaining a satisfactory response. Mild 
anxiety and agitation which may accompany depression 
usually remit as the depression responds. Occasionally, 
however, a sedative or tranquilizer may be indicated. How 
Supplied: 25 mg. capsules (pink) and 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000; single-dose 
blister packs, boxes of 500. 


USV Pharmaceutical Corp., Tuckahoe, N.Y. 10707 
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ELAVIL 


(AMITRIPTYLINE HCl/MSD) 
useful i in many 
therapeutic settings 








In the psychiatrist’s office. Whatever other ther- 
apeutic facilities have been developed, the psychi- 
atrist’s office still represents the setting in which the 
psychoanalytic process recognizes its fullest poten- 
tial. Frequently, however, an antidepressant must be 
employed to foster a working therapeutic relation- 
ship. With effective symptomatic relief often pro- 
vided by ELAVIL (Amitriptyline HCI, MSD), 
depressed patients may be able to concentrate on 
underlying factors instead of somatic manifestations. 
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In the general hospital. The general hospital 
today usually provides a psychiatric unit where 
depressed patients may be treated. Here, too, the 
symptomatic relief ELAVIL often provides can be 
a valuable part of total treatment. As depressive 
symptoms are relieved, for example, patients may 
take advantage of the therapeutic activities offered 
and, even more important, may be discharged 
sooner and treated on an outpatient basis. 





In the outpatient clinic. With follow-up treatment 
often necessary for three months or longer, ELAVIL is 
highly effective in maintaining relief, especially in pa- 
tients who responded well to higher doses while hos- 
pitalized. As a result, these patients may continue to 
function in their daily activities. 


In the mental hospital. Here where severely depressed patients present 
challenges for psychiatrist and staff alike, the usefulness of ELAVIL is in- 
creased by the 50-mg tablet that provides the higher doses often required 

and by the injectable form for more rapid effect. 


In the community mental health center. 
Aremarkable innovation in the field of modern 
psychiatry, this center offers a unique setting 
for treating patients with clinically significant 
depression. Here, too, ELAVIL often proves 
to be a true asset to the psychiatrist by pro- 
viding highly effective symptomatic relief that 
can encourage communication, support the 
psychotherapeutic relationship, and acceler- 
ate the achievement of desired therapeutic 
goals. 





ELAVIL should not be used during the acute recovery phase following myo- 
cardial infarction, in patients hypersensitive to it orin those who have 
received an MAOI within two weeks. Since suicide is a possibility in any 
depressive illness, patients should not have access to large quantities of the 
drug. Concurrent electroshock therapy may increase hazards associated with 
such therapy. Patients with cardiovascular disorders should be watched 
closely. The drug may impair mental or physical abilities required in hazard- 
ous tasks and may potentiate the effects of alcohol. 


In many therapeutic settings—one proven antidepressant 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 
(AMITRIPTYLINE HCliMSD) 


For a brief summary of prescribing information, please see following page. 








ELAVIL 


[AMITRIPTYLINE HCI | MSO! 


dosage forms for differing 
patient needs 


25 mg (yellow) 
bs) This tablet may prove useful for most 
outpatients, who generally do well on 
25 mg three times a day. This dosage may 
be increased to a total of 150 mg a day. Dosage in- 
creases are made preferably in the late afternoon or 
at bedtime. The sedative effect may be apparent be- 
fore the antidepressant effect is noted. An adequate 
therapeutic effect may take as long as 30 days to 
develop. 


50 mg (beige) 
The 50-mg tablet may be indicated when- 
ever higher dosages are required, as for 
example when increases are necessary in 
the late afternoon or bedtime doses. It may also be 
convenient for many hospitalized patients who may 
need 100 mg a day initially. In these patients, dosage 
may be increased gradually to 200 mg a day if nec- 
essary. A small number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 
fas) Because lower doses are generally recom- 
mended for adolescents and elderly pa- 
tients, the 10-mg tablets may be most 
serviceable. Ten mg three times a day with 20 mg 
at bedtime may be satisfactory in adolescent and 
elderly patients who do not tolerate higher dosages. 


INJECTION 
10 mg per ml 


For patients unable or unwilling to take 
tablets, the injectable form may be suit- 
able initially. The tablets should replace the 
injection as soon as possible. Initial intra- 
muscular dosage is 20 to 30 mg (2 to 3ml) 
four times a day. When Injection ELAVIL 
is administered intramuscularly, the effects may ap- 
pear more rapidly than with oral administration. 





Usage in Children: In view of the lack of experience in 
children, this drug is not recommended at the pres- 
ent time for patients under 12 years of age. 


Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure. 
Patients with cardiovascular disorders should be watched closely; arrhythmias, 
sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms: manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 


When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 


Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CNS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A//ergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Treatment is symptomatic and supportive. However, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of amitriptyline poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., Inc., West Point, Pa. 19486 


in the treatment of clinically significant depression 


ELAVIL 


(AMITRIPTYLINE HCl MSD) 





Psychiatric Diagnosis 

ROBERT A. WOODRUFF, M.D., DONALD W. 
GOODWIN, M.D., and SAMUEL B. GUZE, M.D., 
all at Washington University School of Medicine. 
The hallmark of this concise, clearly written book 
is its reliance upon follow-up studies in defining 
diagnostic criteria for psychiatric disorders. Free 
from speculation about causes, the text focuses 
on the natural history of mental disorders but 
does not omit discussion of the principles of 
treatment. 


April 1974 240 pp. cloth $7.95 paper $4.95 


Synopsis of Neuroanatomy 
Second Edition 


HOWARD A. MATZKE and FLOYD M. FOLTZ, 
both at the University of Kansas Medical Center. 
Useful as an introduction to and review of 
neuroanatomy, this compact text stresses con- 
cepts and principles of neuroanatomy. A chapter 
on clinical applications and seven new il- 
lustrations have been added to this edition, and 
wherever possible, the evolutionary development 
of each system is discussed. “Clearly, concisely 
written; simply and adequately illustrated; well- 
designed for survey course in introductory 
neuroanatomy.” —Richard H. Rech, Michigan 
State University 


1972 172 pp. 36 illus. paper $3.95 


Behavorial Neurology 


JONATHAN PINCUS, M.D., Yale University 
School of Medicine. and GARY TUCKER, M.D., 
Dartmouth University School of Medicine. Ex- 
ploring the border zone between psychiatry and 
neurology, the authors discuss: seizure dis- 
orders; the limbic system; schizophrenia, organic 
brain syndromes; catecholamines, movement 
disorders, depression, psychosis, and sleep; and 
manifestations of anxiety (headache, hysteria, 
hyperventilation syndrome). Evidence for the 
organic basis of psychiatric disorders is reviewed 
and guidance in diagnosing conditions of unclear 
Origin is offered. 


Spring 1974 200 pp. 11 illus. cloth $7.95 
paper $4.95 


Brain’s Clinical Neurology 
Fourth Edition 


Revised by ROGER BANNISTER, St. Mary's 
Hospital, London. In this revision, particular 
attention has been paid to two areas: virus dis- 
eases of the nervous system and “geographical” 
neurology. New material has been added to the 
section on genetic mechanisms, optic atrophy, 
physiology of the cerebral circulation, 
syringomyelia, Parkinsonism, and the histo- 
chemistry of muscle disease. New techniques for 
measuring cerebral blood flow myelographic 
techniques using air and the supine position are 
described. 


1973 456 pp. 136 illus. cloth $18.50 
paper $11.50 
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Neurological Pathophysiology 


Edited by SVEN G. ELIASSON, M.D., ARTHUR L. 
PRENSKY, M.D., and WILLIAM B. HARDIN, JR., 
M.D. This well-illustrated text offers a detailed 
view of the mechanisms of major neurological 
diseases as well as such conditions as audition, 
vestibular disorders, and the apraxias, bringing 
together in a single volume much widespread 
clinical and research data. The contributors are 
all from Washington University. 


Spring 1974 300 pp. 63 illus. cloth $8.95 
paper $5.95 


The Biochemical Basis of 
Neuropharmacology 
Second Edition 


JACK R. COOPER, Yale University School of 
Medicine; FLOYD E. BLOOM, National Institute of 
Mental Health; and ROBERT H. ROTH, Yale 
University School of Medicine. Focusing on 
neurotransmitters, this well-known text examines 
neuropharmacology by way of the physiology 
and biochemistry of nervous tissue. For the sec- 
ond edition, the authors have incorporated re- 
cent findings on dopamine, the prostaglandins, 
cyclic AMP, and the cholinergic reactor, and have 
included more detail on individual drugs and dis- 
eases. 


February 1974 304 pp. 35 illus. 
cloth $7.95 paper $4.95 


Memory and Nerve Cell 


Connections 
Criticisms and Contributions from 
Development Neurophysiology 


RICHARD F. MARK, Monash University. This 
volume provides a useful framework for memory 
research which is compatible with our under- 
standing of the brain sciences. It gives a fresh 
view of the problems of memory and brain func- 
tion by reducing to the essentials our current 
knowledge of the mechanisms of electrical 
signalling in the nervous system, the develop- 
ment and maintenance of brain structure, and the 
behavioral expression of memory. 


Spring 1974 160 pp. 18 illus. $10.95 


Interviewing and Patient Care 


ALLEN J. ENELOW, M.D., Pacific Medical Center, 
University of the Pacific, and SCOTT N. 
SWISHER, M.D., Michigan State University, 
College of Human Medicine. “/nterviewing and 
Patient Care may well become the standard text 
on interviewing. It can be recommended to all 
workers in the health-care field for study and dis- 
cussion.’—A. Dean Cook, Jr., M.D., Hospital and 
Community Psychiatry. “An excellent primer to 
introduce medical students to proper inter- 
viewing techniques.’ —William L. Stewart, M.D., 
Southern Illinois School of Medicine. 


1972 240 pp. cloth $7.50 paper $3.95 
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EXCESSIVE 


NEUROTIC 
ANXIETY 


*'Stelazine’ has been evaluated as possibly effective for this indication. See Brief Summary. 


as 





Anxiety*is a constant factor in her life 
She repeatedly requests refills 


or different medication 


No organic basis can be foun 
for her somatic complaints 


‘Stelazine’ may be the appropriate medication for this patient. It acts to control her 


anxiety without excessive sedation and with no problem of dependence. Although 


adverse reactions, particularly extrapyramidal symptoms, do occur at high doses, 


in the low doses recommended for this indication (2-4 mg. a day) a low incidence of 


side effects has been reported. 


Before prescribing, see complete prescribing information, 
including dosage and symptoms and treatment of over- 
dosage, in SK&F literature or PDR 


Indications 

Based on a review of this drug by the National Academy 
of Sciences — National Research Council and/or other 
information, FDA has classified the indications as follows 


Effective: For the management of the manifestations of 


psychotic disorders 


Possibly effective: To control excessive anxiety, tension 
and agitation as seen in neuroses or associated with 
somatic conditions 

Final classification of the less-than-effective indications 


r +] 3 R I 
requires further invesiiganon 
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Contraindications: Comatose or greatly depressed states 
due to C.N.S. depressants; blood dyscrasias; bone marrow 
depression; liver damage 
Warnings: Caution patients about activities requiring 
alertness (e.g., operating vehicles or machinery), especially 
during the first few days’ thera 

J y py 
Use in pregnancy only when necessary for patient's welfare 
Precautions: Use cautiously in angina. Avoid high doses 
and parenteral administration when cardiovascular system 
is impaired. Antiemetic effect may mask signs of toxic drug 


overdosage or physical disorders. Additive effect is possible 
with other C.N.S. depressants. Prolonged administration of 
high doses may result in cumulative effects with severe 

C.N.S. or vasomotor symptoms. If retinal changes occur, 
discontinue drug. Agranulocytosis, thrombocytopenia, 
pancytopenia, anemia, cholestatic jaundice, liver damage 
have been reported 

Adverse Reactions: Drowsiness, dizziness, skin reactions, 
rash, dry mouth, insomnia, amenorrhea, fatigue, muscular 
weakness, anorexia, lactation, blurred vision. Neuromuscular 





(extrapyramidal) reactions: motor restlessness, dystonias, 
pseudo-parkinsonism, persistent tardive dyskinesia 


Other adverse reactions reported with. Stelazine (trifluopera- 
zine HCl SK&F) or other phenothiazines: Some adverse 
effects are more frequent or intense in specific disorders 

(e.g., mitral insufficiency or pheochromocytoma) 

Grand mal convulsions; altered cerebrospinal fluid proteins; 
cerebral edema; prolongation and intensification of the action 
of C.N.S. depressants, atropine, heat, and organophosphorus 
insecticides; nasal congestion, headache, nausea, constipa- 
tion, obstipation, adynamic ileus, inhibition of ejaculation; 
reactivation of psychotic processes, catatonic-like states; 
hypotension (sometimes fatal); cardiac arrest; leukopenia, 
eosinophilia, pancytopenia, agranulocytosis, thrombocyto- 
penic purpura, jaundice, biliary stasis; menstrual irregularities, 
galactorrhea, gynecomastia, false positive pregnancy tests; 
photosensitivity, itching, erythema, urticaria, eczema up to 
exfoliative dermatitis; asthma, laryngeal edema, angioneurotic 
edema, anaphylactoid reactions; peripheral edema; reversed 
epinephrine effect; hyperpyrexia; a systemic lupus ery- 
thematosus-like syndrome; pigmentary retinopathy; with 


mentation, epithelial keratopathy, and lenticular and cornea! 
deposits. EKG changes have been reported, but relation- 
ship to myocardial damage is not confirmed. Discontinue 
long-term, high-dose therapy gradually. NOTE: Sudden 
death in patients taking phenothiazines (apparently due to 
cardiac arrest or asphyxia due to failure of cough reflex) has 
been reported, but no causal relationship has been established 


Supplied: Tablets, 1 mg., 2 mg., 5 mg. and 10 mg., in 
bottles and Single Unit Packages of 100; Injection, 
2 mg./ml.; and Concentrate, 10 mg./ml. 


Manufactured and distributed by SK&F Co., 
Carolina, PR. 00630, under Stelazine® trademark 
license from SmithKline Corporation, Philadelphia, Pa 


STELAZINE 


brand of 





TRIFLUOPERAZINE HCL ii: 


*'Stelazine’ has been evaluated as possibly effective for this indication. See Brief Summary. 
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She just doesn’t respond to 
things. No interest. No energy. 
Discouraged. 

It may be mild depression. 
She needs help...and she needs it 


now. 
Counsel and reassurance 


may suffice. But if you decide 
supportive medication is indi- 
cated, Ritalin can offer prompt 
benefit. 





Ritalin usually begins to act 
with the very first dose...boosts 


spirits and brightens mood...helps 
the patient get moving again. And 


Ritalin is generally well tolerated, 
even by older and convalescent 
patients. However, Ritalin should 
not be used for severe depression. 
When Ritalin works, one 
prescription may be enough... 
to help provide an answer to mild 
depression. 


(methylphenidate) 
helps the patient 





Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 

Based on a review of this drug by the 
National Academy of Sciences-National 
Research Council and/or other information, 


FDA has classified the indication as follows: 
“Possibly” effective: Mild depression 

Final classification of the less-than-effective 
indications requires further investigation. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also 
contraindicated in patients known to be 
hypersensitive to the drug and in patients with 
glaucoma. 


WARNINGS 

Ritalin should not be used in children under 
six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. 
Although a causal relationship has not been 
established, suppression of growth (je, weight 
gain and/or height) has been reported with 
long-term use of stimulants in children. 
Therefore, children requiring long-term 
therapy should be carefully monitored. 
Ritalin should not be used for severe depres- 
sion of either exogenous or endogenous origin 
or for the prevention of normal fatigue states. 
Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of 
anticonvulsants and Ritalin has not been 
established. If seizures occur, Ritalin should 
be discontinued. 

Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of 


*This drug has been evaluated as possibly effective for this indication. See brief prescribing information. 





respond in mild depression’ 


guanethidine. Use cautiously with pressor 
agents and MAO inhibitors. Ritalin may inhibit 
the metabolism of coumarin anticoagulants, 
anticonvulsants (phenobarbital, diphenylhy- 
dantoin, primidone), phenylbutazone, and 
tricyclic antidepressants (imipramine, des- 
ipramine). Downward dosage adjustments of 
these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to 
establish safe use of Ritalin during pregnancy 
have not been conducted. Therefore, until 
more information is available, Ritalin should 
not be prescribed for women of childbearing 
age unless, in the opinion of the physician, the 
potential benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or 
alcoholism, because such patients may 
increase dosage on their own initiative. 


Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be 
unmasked. Long-term follow-up may be 
required because of the patient’s basic 
personality disturbances. 





PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS 

Nervousness and insomnia are the most 
common adverse reactions but are usually 
controlled by reducing dosage and omitting 

the drug in the afternoon or evening. Other 
reactions include: hypersensitivity (including 
skin rash, urticaria, fever, arthralgia, exfoliative 


dermatitis, erythema multiforme with 
histopathological findings of necrotizing 
vasculitis, and thrombocytopenic purpura); 
anorexia; nausea; dizziness; palpitations; 
headache; dyskinesia; drowsiness; blood pres- 
sure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; 
abdominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not 
been established, the following have been 
reported in patients taking this drug: leuko- 
penia and/or anemia; a few instances of scalp 
hair loss. 

In children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 


DOSAGE AND ADMINISTRATION 

Adults 

Administer orally in divided doses 2 or 3 times 
daily, preferably 30 to 45 minutes before 
meals. Dosage will depend upon indication 
and individual response. 

Average dosage is 20 to 30 mg daily. Some 
patients may require 40 to 60 mg daily. In 
others, 10 to 15 mg daily will be adequate. The 
few patients who are unable to sleep if medica- 
tion is taken late in the day should take the 
last dose before 6 p.m. 


HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 

500 and 1000. 

Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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VALIUM 
diazepam) 


IN THE CONTEXT OF 
SUPPORTIVE —_ 
PSYCHOTHERAPY |i 


To help reduce psychic tension and anxiety 





ra S of 
anxiety and tension often 
appear when the psychiatric 
patient’s self-esteem, individual 
integrity and security are 
threatened. The patient may feel 
out of control, incompetent 
and insecure when the ego is 


unable to manage stressful stimuli. 


If a state of tension prevents the 
patient from handling problems 
with calm and logic, the adaptive 
functioning of the ego may be 
further impaired. When symp- 
toms of anxiety and tension 
become excessive, the patient’s 
distress may be incapacitating. 


iF supportive 
psychotherapy where the goal iS 
to brace the ego and restore its 





adaptive functioning, acute 
anxiety and tension must be 
modified. Your sympathetic ie 
recognition of the patient’s | N 
difficulty in relating disturbing ga TRI 
experiences or symptoms fosters al a 
a sense of understanding and © \ WW | 
emotional closeness. Your reas- 7 ae a 
surance, empathy and hope ga | wP Ae aey 
help dissipate feelings of k 


isolation and attenuate \ 4 
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anxiety. If these supportive | 
measures are not enough 
to reduce anxiety and 
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psychic tension to manageable 
levels, consider Valium 


(diazepam). Valium, used adjunc- 


tively with your supportive 


measures, can help stabilize your 


patient by minimizing these 
excessive symptoms. 
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~ supportive therapy alone or in 


a conjunction with other forms of 
therapy, you provide the patient 


with an auxiliary ego which 
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Whether you use 


shares the responsibility of 
coping. Your genuine reassurance 
and encouragement give the 
patient confidence and reduce 
undue stress from external 
pressures by fortifying ego 
defenses. If symptoms of exces- 
sive anxiety and tension are 
reduced, the patient can develop 
a more independent attitude 

and assume control of the situa- 
tion. In your treatment of the 
patient whose symptoms must be 
modified immediately, the 
antianxiety and tension-reducing 
qualities of Valium (diazepam) 
can be helpful. 


The adjunctive 
role of Valium may be significant 
in aiding the individual in sup- 
portive psychotherapy. Valium 


10 mg can provide prompt effec- 
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tive action in minimizing or elim- 
inating excessive psychic tension 
and anxiety. Once the symptoms 
are reduced to a manageable level, 
Valium (diazepam) may be con- 
tinued as needed with 2 mg or 

5 mg t.i.d. or q.i.d. or discontin- 
ued entirely. 


Vilium is gener- 
ally well tolerated in the usual 
dosage range. The most fre- 
quently reported side effects have 
been drowsiness, fatigue and 
ataxia. Your patients should be 
cautioned against engaging in 
hazardous occupations or driving 


during Valium therapy. 


Wren impaired 


ego function is accompanied by 
excessive anxiety and psychic 
tension, the patient needs your 
supportive help. If the symptoms 
are Incapacitating and must 
immediately be reduced, con- 
sider Valium as an adjunctive 
psychotherapeutic aid. 


SA. eat 


[2 -Mg, $ -mg, 10-mg tablets 


, play a small role. But it can be an important one. 


Please see following page for a summary of product information. 


VALIUM 


diazepam) 


2-mg, 5-mg, 10-mg tablets 





In the context of 
supportive psychotherapy, 
helps reduce psychic tension 

and anxiety. 


Before prescribing, please consult complete 


product information, a summary of which follows: 


Indications: Tension and anxiety states, somatic 
complaints which are concomitants of 
emotional factors; psychoneurotic states 
manifested by tension, anxiety, apprehension, 
fatigue, depressive symptoms or agitation; 
symptomatic relief of acute agitation, tremor, 
delirium tremens and hallucinosis due to acute 
alcohol withdrawal; adjunctively in skeletal 
muscle spasm due to reflex spasm to local 
pathology, spasticity caused by upper motor 
neuron disorders, athetosis, stiff-man 
syndrome, convulsive disorders (not for sole 
therapy). 

Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute 
narrow angle glaucoma; may be used in 
patients with open angle glaucoma who are 
receiving appropriate therapy. 

Warnings: Not of value in psychotic patients. 
Caution against hazardous occupations 
requiring complete mental alertness. When 
used adjunctively in convulsive disorders, 
possibility of increase in frequency and/or 
severity of grand mal seizures may require 
increased dosage of standard anticonvulsant 
medication; abrupt withdrawal may be 
associated with temporary increase in 
frequency and/or severity of seizures. Advise 
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against simultaneous ingestion of alcohol and 
other CNS depressants. Withdrawal symptoms 
(similar to those with barbiturates and alcohol) 
have occurred following abrupt discontinuance 
(convulsions, tremor, abdominal and muscle 
cramps, vomiting and sweating). Keep 
addiction-prone individuals under careful 
surveillance because of their predisposition to 
habituation and dependence. In pregnancy, 
lactation or women of childbearing age, weigh 
potential benefit against possible hazard. 


Precautions: |f combined with other 
psychotropics or anticonvulsants, consider 
carefully pharmacology of agents employed; 
drugs such as phenothiazines, narcotics, 
barbiturates, MAO inhibitors and other 
antidepressants may potentiate its action. 
Usual precautions indicated in patients severely 
depressed, or with latent depression, or with 
Suicidal tendencies. Observe usual precautions 
in impaired renal or hepatic function. Limit 
dosage to smallest effective amount in elderly 
and debilitated to preclude ataxia or 
oversedation. 


Side Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue, 
depression, dysarthria, jaundice, skin rash, 
ataxia, constipation, headache, incontinence, 
changes in salivation, slurred speech, tremor, 
vertigo, urinary retention, blurred vision. 


Paradoxical reactions such as acute 
hyperexcited states, anxiety, hallucinations, 
increased muscle spasticity, insomnia, rage, 
sleep disturbances, stimulation have been 
reported; should these occur, discontinue drug 
Isolated reports of neutropenia, jaundice; 
periodic blood counts and liver function tests 
advisable during long-term therapy. 

Dosage: Individualize for maximum beneficial 
effect. Adu/ts: Tension, anxiety and 
psychoneurotic states, 2 to 10 mg b.i.d. toq.i.d.; 
alcoholism, 10 mg t.i.d. or q.i.d. in first 24 
hours, then 5 mg t.i.d. or q.i.d. as needed; 
adjunctively in skeletal muscle spasm, 2 to 

10 mg t.i.d. or q.i.d.; adjunctively in convulsive 
disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or 
debilitated patients: 2 to 2⁄2 mg, 1 or 2 times 
daily initially, increasing as needed and 
tolerated. (See Precautions.) Children: 1 to 

2⁄2 mg t.i.d. or q.i.d. initially, increasing as 
needed and tolerated (not for use under 6 
months). 

Supplied: Valium® (diazepam) Tablets, 2 mg, 

5 mg and 10 mg; bottles of 100 and 500. All 
strengths also available in Tel-E-Dose® 
packages of 1000. 


<< 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, N.J. 07110 


New APA Task Force Reports 
Behavior Therapy in Psychiatry 


This comprehensive report reviews the historical development of behavior therapy, its efficacy for the treat- 
ment of psychiatric problems, its current forms and uses as well as potential abuses, and its relationship to 
dynamic psychiatry. Approved for publication by the APA Council on Research and Development, the Report 
was prepared by a Task Force comprising Lee Birk, M.D., John Paul Brady, M.D., Alan J. Rosenthal, M.D., 
W. Douglas Skelton, M.D., Joseph B. Stevens, M.D., and Consultants Stephanie B. Stolz, Ph.D., Joseph V. 
Brady, Ph.D., Arnold A. Lazarus, Ph.D., James J. Lynch, Ph.D., and Edwin J. Thomas, Ph.D. 


Report No. 5 75 pages, June 1973 Single copy $3.50 
























Patterns of Private Psychiatric Practice 


The Present and Future Importance of Patterns of Private Psychiatric Practice in the 
Delivery of Mental Health Services 


This report marks the first formal statement the Association has ever issued delineating the vital role of its 
private practitioner members in the delivery of mental health services in the U.S. Contains sections on pat- 
terns of private practice, the economics of it, the impact of third party payments on it, its relation to the 
public sector, and an assessment of the overall contribution of the private sector to the treatment of mental 
illness. Stresses the theme that any national system for the delivery of mental health services must be a 
“balanced mix” of both the private and public sectors, each reinforcing the other. Approved for publication 
by the Council on Mental Health Services, the Report was prepared by a Task Force comprising Drs. Ewald 
Busse, Rogers J. Smith, Reed S. Andrus, Winston Cochran, Albert A. Lorenz, Robert L. Leopold, Louis W. 
Nie, and Consultants Alan |. Levenson, Zigmond M. Lebensohn, Walter E. Barton, and Mr. Robert L. 
Robinson. 


Report No. 6 29 pages, June 1973 Single copy $2.00 





Megavitamin and 
Orthomolecular Therapy in Psychiatry 


This comprehensive report reviews and evaluates claims for the effectiveness of the megavitamin rationale, 
clinical trials of NA and NAA with criticisms and attempts at replication, early clinical trials and attempts at 
replication, pellagra, schizophrenia and the question of NAD, the diagnosis of schizophrenia, patient selec- 
tion, and specific phase-treatment programs of orthomolecular psychiatrists, quantitative aspects of mega- 
vitamin therapy, incompatibility of Methyl-receptor and NAD positions, and toxicity. Published with the ap- 
proval of the Council on Research and Development, the Report was prepared by a Task Force comprising 
Drs. Morris Lipton, Thomas A. Ban, Francis J. Kane, Jerome Levine, and Consultant Richard Wittenborn, Ph.D. 


Report No. 7 54 pages, June 1973 Single copy $3.00 
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Today,she * 
managed = 


a smile 


(Not long ago, she couldn't stop sobbing) 


ASO 


Betore he sees that first positive response — 
however hesitant and tentative—the 
physician may have to bring into play many 
different aspects of therapy. Establishing a 
therapeutic relationship may be the first 
difficulty as well as the first necessity. 
Psychotherapy, family and community 
support, occupational and social counseling, 
and drug therapy may all have to be enlisted. 
The characteristically rapid energizing action 
of VIVACTIL may help establish early 
therapeutic rapport by lessening the 
patient’s lethargy —often during the first 
week of medication. VIVACTIL helps elevate 


In depression, 


TABLETS, 5 mg and 10 mg 


Vivactil 








N 


mood, usually within the third or fourth week 
of treatment. 


Characteristically, the drug has no sedating 
or tranquilizing properties. (Symptoms such 
as anxiety or agitation may be aggravated.) 


Dosage of VIVACTIL must be individualized, 
and patients should be under close medical 
supervision. For many adult patients with 
clinically significant depression, 10 me t.i.d. 
may provide control of symptoms. Others 
may require as little as 15 mg or as much as 
60 mg a day. In elderly patients and adoles- 
cents, lower dosages are recommended. 


(Protriptyline HC1 | MSD) 
helps establish early 


therapeutic rapport 


Contraindications: Known hypersensitivity; acute recovery phase following myocardial 
infarction. Should not be given concomitantly with an MAOI; hyperpyretic crises, severe 
convulsions, and deaths have occurred in patients receiving tricyclic antidepressant and 
MAOI drugs simultaneously. When it is desired to substitute protriptyline HCI for an MAOI, 
a minimum of 14 days should be allowed to elapse after the latter is discontinued. Pro- 
triptyline HCI should then be initiated cautiously with gradual increase in dosage until 
optimum response Is achieved. E 
Warnings: May block the antihypertensive effect of guanethidine or similarly acting com- 
pounds. May impair mental and/or physical abilities required for the performance of hazard- 
ous tasks, such as operating machinery or driving a motor vehicle. Should be used with 
caution in patients with a history of seizures and, because of its autonomic activity, in 
patients with a tendency to urinary retention or increased intraocular tension. 
Tachycardia and postural hypotension may occur more frequently than with other anti- 
depressant drugs. Should be used with caution in elderly patients and patients with cardio- 
vascular disorders; such patients should be observed closely because of the tendency of 
the drug to produce tachycardia, hypotension, arrhythmias, and prolongation of the con- 
duction time. Myocardial infarction and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. 

Usage in Children: Not recommended for use in children because safety and effectiveness 
in the pediatric age group have not been established. 

Usage in Pregnancy: Safe use in pregnancy and lactation has not been established; therefore, 
use in pregnant women, nursing mothers, or women who may become pregnant requires 
that possible benefits be weighed against possible hazards to mother and child. 
Precautions: When protriptyline HCI is used to treat the depressive component of schizo- 
phrenia, psychotic symptoms may be aggravated; likewise, in manic-depressive psychosis, 
depressed patients may experience a shift toward the manic phase; paranoid delusions, 
with or without associated hostility, may be exaggerated. In any of these circumstances, it 
may be advisable to reduce the dose of protriptyline HCI or to use a major tranquilizing drug 
concurrently. Symptoms, such as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 

When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required. May enhance response to alcohol and effects of barbiturates and other CNS 
depressants. Possibility of suicide in depressed patients remains during treatment and 
until significant remission occurs; this type of patient should not have easy access to 
large quantities of the drug. Concurrent administration with electroshock therapy may 
increase hazards of therapy; such treatment should be limited to patients for whom it is 
essential. Discontinue drug several days before elective surgery, if possible. Both elevation 
and lowering of blood sugar levels have been reported. 

Adverse Reactions: Note: Included in this listing are a few adverse reactions which have 
not been reported with this specific drug. However, the pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCI is more likely to aggravate agitation 
and anxiety and produce cardiovascular reactions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. 

Psychiatric: confusional states (especially in the elderly) with hallucinations, disorienta- 
tion, delusions, anxiety, restlessness, agitation: insomnia, panic, and night- 
mares; hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of extremities: incoordination, ataxia, 
tremors, peripheral neuropathy; extrapyramidal symptoms: seizures: alteration in EEG 
patterns, tinnitus. 

Anticholinergic: dry mouth and rarely associated sublingual adenitis: blurred vision, distur- 
bance of accommodation, mydriasis; constipation, paralytic ileus: urinary retention, delayed 
micturition, dilatation of the urinary tract. 

Allergic. skin rash, petechiae, urticaria, itching, photosensitization (avoid excessive ex- 
posure to sunlight), edema (general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression; agranulocytosis; leukopenia: eosinophilia; purpura: 
thrombocytopenia. 

Gastrointestinal: nausea and vomiting, anorexia, epigastric distress, diarrhea, peculiar taste. 
Stomatitis, abdominal cramps, black tongue. 

Endocrine. gynecomastia in the male; breast enlargement and galactorrhea in the female: 
increased or decreased libido, impotence; testicular swelling: elevation or depression of 
blood sugar levels. 

Other: jaundice (simulating obstructive); altered liver function: weight gain or loss: 
perspiration; flushing; urinary frequency, nocturia; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling: alopecia. 

Withdrawal Symptoms: though not indicative of addiction, abrupt cessation of treatment after 
prolonged therapy may produce nausea, headache, and malaise. 

Overdosage: The intravenous administration of 1 to 3 mg physostigmine salicylate has been 
reported to reverse the symptoms of amitriptyline poisoning in humans. Animal studies 
have shown that physostigmine also reverses certain toxic effects of protriptyline, but to 
a lesser extent. 

How Supplied: Tablets, containing 5 mg and 10 mg protriptyline HCI each, in single-unit 
packages of 100 and bottles of 100 and 1000. 

For more detailed information, consult your MSD representative or see full prescribing information. 
Merck Sharp & Dohme, Division of Merck & Co., c., West Point, Pa. 19486. 








5 mg (orange) 
10 mg (yellow) 


The usual regimen for adults is 
15 to 40 mg a day divided into 
three or four doses. Dosage may 
be increased to 60 mg a day if 
necessary. 


In elderly and adolescent 
patients, lower dosages are 
recommended; initially, a 
regimen of 5 mg t.i.d. is sug- 
gested with adjustment as 
necessary to the required 
amount. In elderly patients, the 
cardiovascular system must be 
monitored closely when the 
daily dose exceeds 20 mg. 


Because VIVACTIL (Protriptyline 
HCI, MSD) characteristically is 
a nonsedating tricyclic anti- 
depressant, activating and ener- 
gizing in effect, the last dose of 
the day should be given no later 
than mid-afternoon to avoid 
insomnia. Required increases 
should be added to the morn- 
ing dose. 


When necessary to increase 
dosage, it should be done 
gradually. After satisfactory 
improvement has been achieved, 
dosage should be reduced to the 
Smallest amount that will main- 
tain relief of symptoms. Main- 
tenance therapy should be 
continued for at least three 
months after satisfactory 
improvement occurs. 


(Usage in Children: In view of 
the lack of experience in chil- 
dren, this drug is not recom- 

mended for patients under 12 
years of age.) 
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When severe anxiety makes it difficult for the patient to express 
himself freely...to open up...to tell you what he thinks is bothering 
him...you may feel adjunctive ataractic therapy is indicated. If so, 
consider Serax (oxazepam). 


Helps relieve severe anxiety 

Given in an initial dosage adequate for the degree of anxiety en- 
countered, Serax helps achieve rapid control of severe anxiety 
syndromes, agitation and anxiety associated with depression. So 
communication may be facilitated, rapport established and psy- 
chotherapy sessions proceed. 

Dosage readily adjusted 

The usual dosage in severe anxiety is 15 to 30 mg. three or four 
times daily, which permits dosage adjustment over a wide range to 
meet individual needs. With dosage suitably adjusted, Serax not 
only works to control anxiety, but usually allows the patient to 
continue normal work activity as well* 


*As with other CNS-acting drugs, patients should be cautioned against 
driving automobiles or operating dangerous machinery until it is known that 
they do not become drowsy or dizzy on oxazepam therapy. When prescrib- 
ing, carefully observe dosage recommendations and appropriate pre- 
cautions, especially as pertaining to the elderly or where a drop in*blood 
pressure might lead to cardiac complications. 


When severe anxiety speaks louder than words. 





(oxazepam) 


Wyeth Laboratories - Pniadeiphia, Pa. 19101 





Indications: Oxazepam is indicated for the management and control of 
anxiety, tension, agitation, irritability and related symptoms. Such symptoms 
are commonly seen in patients with a diagnosis of psychoneurotic reaction, 
psychophysiological reaction, personality disorder, or in patients with 
underlying organic disease. 

Anxiety associated with depression is also responsive to oxazepam therapy. 
This product has been found particularly useful in the management of 
anxiety, tension, agitation and irritability in older patients. 

Alcoholics with acute tremulousness, inebriation or with anxiety associated 
with alcohol withdrawal are responsive to therapy. 

Contraindications: History of previous hypersensitivity to oxazepam. 
Oxazepam is not indicated in psychoses. 

Warning: Use in Pregnancy: Safety for use in pregnancy not established. 
Precautions: Hypotensive reactions are rare, but use with caution where 
complications could ensue from a fall in blood pressure, especially in the 
elderly. Withdrawal symptoms upon discontinuation have been noted in 
some patients exhibiting drug dependence through chronic overdose. 
Carefully supervise dose and amounts prescribed, especially for patients 
prone to self-overdose; excessive, prolonged use in susceptible patients 
(alcoholics, ex-addicts, etc.) may result in dependence or habituation. 
Reduce dosage gradually after prolonged excessive dosage to avoid pos- 
sible epileptiform seizures. Withdrawal symptoms following abrupt dis- 
continuance are similar to those seen with barbiturates. Caution patients 
against driving or operating machinery until absence of drowsiness or 
dizziness is ascertained. Warn patients of possible reduction in alcohol 
tolerance. 

Not indicated in children under 6 years; absolute dosage for 6- to 12-year- 
olds not established. 

Adverse Reactions: Therapy-interrupting side effects are rare. Transient 
mild drowsiness is common initially; if persistent, reduce dosage. Dizziness, 
vertigo and headache have also occurred infrequently; syncope, rarely. 
Mild paradoxical reactions (excitement, stimulation of affect) are reported 
in psychiatric patients. Minor diffuse rashes (morbilliform, urticarial and 
maculopapular) are rare. Nausea, lethargy, edema, slurred speech, tremor 
and altered libido are rare and generally controllable by dosage reduction. 
Although rare, leukopenia and hepatic dysfunction including jaundice have 
been reported during therapy. Periodic blood counts and liver function tests 
are advised. Ataxia, reported rarely, does not appear related to dose or age. 
These side reactions, noted with related compounds, are not yet reported: 
paradoxical excitation with severe rage reactions, hallucinations, menstrual 
irregularities, change in EEG pattern, blood dyscrasias (including agranu- 
locytosis), blurred vision, diplopia, incontinence, stupor, disorientation, 
fever and euphoria. 

Availability: Capsules of 10, 15 and 30 mg. oxazepam; tablets of 15 mg. 
Oxazepam. 






A clear. 
demonstration 


of Dalmane 


Sleep research laboratory 


flurazepam HCI) clinical evaluations have 


b repeatedly demonstrated the 
effectiveness consistent effectiveness of 
e Dalmane (flurazepam HCl)!’ 
In a series of three double-blind trials, each assessing the 
effectiveness of a different sleep agent (chloral hydrate 1000 mg, 
glutethimide 500 mg and Dalmane 30 mg) it was reported? that only 
Dalmane induced and maintained sleep throughout a two-week 
period of use. Although chloral hydrate and glutethimide were 
effective in inducing and maintaining sleep initially, a significant 
reduction of effectiveness developed in one or more parameters by 
the end of the administration period. By contrast a single 30-mg 


capsule of Dalmane continued to provide a favorable sleep response 
in all patients studied. 


On Dalmane (flurazepam HCI)... 
patients fell asleep faster*° 


CHLORAL 
GLUTETHIMIDE 
HYDRATE 500 mg 


1000 mg 


115.9% 


CHLORAL 
HYDRATE 
1000 mg 


The effectiveness of Dalmane (flurazepam HCl), as 
demonstrated in the above studies? has been corroborated 


by four geographically separated sleep 
research laboratory/clinical studies.?4°8 
Different investigators, using identical 
protocols, reported similar findings. On 
average, one 30-mg capsule of Dalmane (f 
induced sleep within 17 minutes, reduced 


DALMANE 
(flurazepam HCI) 
30 m 














3 placebo 
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nights 


NY first 3 
SN medication 
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12-14th 
medication 
nights 


*Data shown 
as percent 
of baseline 
established 
during 3 
placebo 
nights. 


Dalmane 
urazepam HU 


š j ; Š One 30-mg capsule h.s.— usual adult dosage 
nighttime awakenings and provided 7 to8 (15 mg may suffice in some patients). 


hours of sleep without repeating dosage. One 15-mg capsule h.s.— initial dosage for 


elderly or debilitated patients. 


when restful sleep 
is indicated 


Please see following page for a summary of Complete Product Information. 
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Sleep research 
laboratory clinical 
studies confirm 
the effectiveness 


of Dalmane 
(ilurazepam HCI) 


when restful sleep 
is indicated 


m Patients fell asleep 
faster 


m Slept longer 





Before prescribing Dalmane (flurazepam 
HCl), please consult Complete Product 
Information, a summary of which follows: 
Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits: and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCI. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 

Use in women who are or may become preg- 
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WILLIAM D. DAVIDSON 
Ethnocentricity Among Psychiatrists 
RAMON PARRES 
Transcultural Aspects of Mental Health of Children 
JORGE M. VELASCO-ALZAGA 
Liaison with International and 
Foreign Psychiatric Organizations 
NATHAN S$. KLINE 
Joint Meeting with Scandinavian 
Psychiatric Societies 
ROBERT S. GARBER 


COUNCIL ON MENTAL HEALTH SERVICES 
JAMES C. JOHNSON 
Financing of Mental Health Care 
WILLIAM H. GOLDMAN 


Federal Government Health Services 
STEWART BAKER 


Childhood and Adolescence 
VIOLA BERNARD 


Private Psychiatric Hospitals 
JOHN H. HOUCK 


Suicide Prevention 
MATHEW ROSS 


Nursing Homes and Other Extended Care Facilities 
ARTHUR L. ARNOLD 


APA Standards for Psychiatric Facilities 
WILLIAM S. ALLERTON 


Psychiatric Rehabilitation in Correctional Systems 
FRANCIS A. TYCE 


Professional Standards Review Organizations 
FRANK SULLIVAN 


COUNCIL ON INTERNAL ORGANIZATION 


MILTON GREENBLATT 


Program 
H. KEITH H. BRODIE 
Film Review 
EDWARD A. MASON 
Closed-Circuit TV Presentations 
MILTON BERGER 
Arrangements 
BENJAMIN JEFFRIES 
Conventions 
ALEXANDER SIMON 
Scientific Exhibits 
ROBERT FROELICH 
Awards for Scientific Exhibits 
SARA DUBO 


Public Information 
JAMES P. CATTELL 


Member Insurance and Retirement Plans 
CHESTER TRENT 
Trustees of APA Retirement Plan 
SANFORD L. BILLET 
House 
DANIEL JAFFE 
Hospital & Community Psychiatry 
Achievement Awards Board 
PRESTON HARRISON 
Hospital & Community Psychiatry 
Program Committee 
NAT T. WINSTON, JR. 


Isaac Ray Award 
JOHN K. TORRENS 


Manfred S. Guttmacher Award 
JONAS R. RAPPEPORT 


Hofheimer Prize 
DONALD F. KLEIN 
McGavin Award 
NORBERT B. ENZER 


Vestermark Prize 
BERTRAM S. BROWN 


Grants and Awards 
JACK WEINBERG 


Residents 
THOMAS A. RODGERS 


COUNCIL ON NATIONAL AFFAIRS 
JAMES M. BELL 


Black Psychiatrists 
JAMES P. COMER 
Delivery of Psychiatric Services in Poverty Areas 
QUENTIN A.F. RAE-GRANT and 
ORLANDO B. LIGHTFOOT 
Mental Health of Spanish-Speaking 
People in the U.S. 
ANGEL GOMEZ 
Indian Affairs 
MORTON BEISER 
Comprehensive Health Planning 
ROBERT L. WILLIAMS 
Third-Party Intervention in Community Crises 
FRANK OCHBERG 
Legislative Network 
HAYDEN H. DONAHUE 
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Tofranil-PM 


imipramine pamoate 


Capsules of 75 mg. 
and 150 mg. 


Provides the therapeutic 
effectiveness of divided daily 
doses with no loss of safety. 


“Each capsule contains imipramine pamoate equivalent 
to 75 mg. or 150 mg. of imipramine hydrochloride. 


One dose lasts from bedtime to bedtime. 


For single-dose therapy in depression 
when the dosage is established. 


e facilitates optimal daily dosage with 
the 150-mg. capsule —for many pa- 
tients the dosage needed for optimal 
relief. 


e may markedly reduce the probability 
of missed doses. 


e offers dosage convenience that as- 
sures greater patient cooperation. 


e becomes part of the regular bedtime 
routine — making it easier to establish 
amore reliable pattern of self-med- 
ication. 


e offers the therapeutic equivalency of 


divided daily doses of Tofranil®, 
imipramine hydrochloride, with no 
loss of efficacy or safety. 


has the convenience and flexibility 
of single daily dosage strengths. 


saves time and cost of dosage admin- 
istration in the hospital. 


Please read the prescribing information 
for details of usage, precautions, warn- 
ings, contraindications, adverse expe- 
riences, and dosage recommendations. 
A summary of this information appears 
on the following page. 


imipramine pamoate 


Tofranil-PM Geigy 


Capsules of 75 mg. 


and 150 mg. 


*Each capsule contains imipramine pamoate equivalent 


to 75 mg. or 150 mg. of imipramine hydrochloride. 


One dose lasts from bedtime to bedtime. 


Tofranil-PM ° 
brand of imipramine pamoate 
Tofranil’ 


brand of imipramine hydrochloride USP 


Indications: For the relief of symptoms of 
depression. Endogenous depression is more 
likely to be alleviated than other depressive 
states. 

Contraindications: The concomitant use of 

monoamine oxidase inhibiting compounds is 

contraindicated. Hyperpyretic crises or severe 
convulsive seizures may occur in patients re- 
ceiving such combinations. The potentiation 
of adverse effects can be serious, or even 
fatal. When it is desired to substitute Tofranil, 
brand of imipramine hydrochloride, in patients 
receiving a monoamine oxidase inhibitor, as 
long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. 

Initial dosage should be low and increases 

should be gradual and cautiously prescribed. 

The drug is contraindicated during the acute 

recovery period after a myocardial infarction. 

Patients with a known hypersensitivity to this 

compound should not be given the drug. The 

possibility of cross-sensitivity to other dibenz- 
azepine compounds should be kept in mind 

Warnings: Usage in Pregnancy: Safe use of 

imipramine during pregnancy and lactation 

has not been established: therefore, in admin- 
istering the drug to pregnant patients, nursing 
mothers, or women of childbearing potential, 
the potential benefits must be weighed 
against the possible hazards. Animal repro- 
duction studies have yielded inconclusive 
results. There have been clinical reports of 
congenital malformation associated with the 
use of this drug, but a causal relationship has 
not been confirmed. 

Extreme caution should be used when this 

drug is given to: 

—patients with cardiovascular disease be- 
cause of the possibility of conduction de- 
fects, arrhythmias, myocardial infarction, 
strokes and tachycardia: 

— patients with increased intraocular pres- 
sure, history of urinary retention, or history 
of narrow-angle glaucoma because of the 
drug's anticholinergic properties; 

—hyperthyroid patients or those on thyroid 
medication because of the possibility of 
cardiovascular toxicity; 

— patients with a history of seizure disorder 
because this drug has been shown to lower 
the seizure threshold; 

— patients receiving guanethidine or similar 
agents since imipramine may block the 
pharmacologic effects of these drugs 

Usage in Children: Pending evaluation of re- 

sults from clinical trials in children, Tofranil, 

brand of imipramine hydrochloride, is not 
recommended for treatment of depression in 
patients under twelve years of age. 

Tofranil-PM, brand of imipramine pamoate, 

should not be used in children of any age 

because of the increased potential for acute 
overdosage due to the high unit potency 

(75 mg. and 150 mg.). Each capsule contains 

imipramine pamoate equivalent to 75 mg. or 

150 mg. imipramine hydrochloride. 

Since imipramine may impair the mental and/ 

or physical abilities required for the perform- 

ance of potentially hazardous tasks, such as 
operating an automobile or machinery, the 
patient should be cautioned accordingly. 
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Precautions: It should be kept in mind that 
the possibility of suicide in seriously de- 
pressed patients is inherent in the illness and 
may persist until significant remission occurs. 
Such patients should be carefully supervised 
during the early phase of treatment with 
Tofranil, brand of imipramine hydrochloride, 
and may require hospitalization. Prescriptions 
should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, 
particularly in patients with cyclic disorders. 
Such reactions may necessitate discontinu- 
ation of the drug. If needed, Tofranil, brand of 
imipramine hydrochloride, may be resumed in 
lower dosage when these episodes are re- 
lieved. Administration of a tranquilizer may be 
useful in controlling such episodes 

Prior to elective surgery, imipramine hydro- 
chloride should be discontinued for as long as 
the clinical situation will allow. 

An activation of the psychosis may occasion- 
ally be observed in schizophrenic patients and 
may require reduction of dosage and the addi- 
tion of a phenothiazine. 

In occasional susceptible patients or in those 
receiving anticholinergic drugs (including 
antiparkinsonism agents) in addition, the 
atropine-like effects may become more pro- 
nounced (e.g., paralytic ileus). Close super- 
vision and careful adjustment of dosage is 
required when this drug is administered con- 
comitantly with anticholinergic or sympatho- 
mimetic drugs 

Avoid the use of preparations, such as decon- 
gestants and local anesthetics, which contain 
any sympathomimetic amine (e.g., adrenalin, 
noradrenalin), since it has been reported that 
tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomi- 
tant use of alcoholic beverages may be 
associated with exaggerated effects. 

Both elevation and lowering of blood sugar 
levels have been reported 

Concurrent administration of imipramine with 
electroshock therapy may increase the haz- 
ards; such treatment should be limited to 
those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing 
which follows includes a few adverse reac- 
tions which have not been reported with this 
specific drug, the pharmacological similarities 
among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered 
when imipramine is administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke, falls. 
Psychiatric: Confusional states (especially in 
the elderly) with hallucinations, disorienta- 
tion, delusions; anxiety, restlessness, agita- 
tion; insomnia and nightmares; hypomania; 
exacerbation of psychosis 

Neurological: Numbness, tingling, paresthe- 
sias of extremities; incoordination, ataxia, 
tremors; peripheral neuropathy; extrapyram- 
idal symptoms: seizures, alterations in EEG 
patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, asso- 
ciated sublingual adenitis; blurred vision. dis- 
turbances of accommodation, mydriasis; con- 
stipation, paralytic ileus; urinary retention, 
delayed micturition, dilation of the urinary 
tract. 


Allergic: Skin rash, petechiae, urticaria, itch- 
ing, photosensitization (avoid excessive expo- 
sure to sunlight); edema (general or of face 
and tongue); drug fever; cross-sensitivity with 
desipramine. 

Hematologic: Bone marrow depression includ- 
ing agranulocytosis; eosinophilia; purpura: 
thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient 
who develops fever and sore throat during 
therapy; the drug should be discontinued if 
there is evidence of pathological neutrophil 
depression 

Gastrointestinal: Nausea and vomiting, ano- 
rexia, epigastric distress, diarrhea; peculiar 
taste, stomatitis, abdominal cramps, black 
tongue 

Endocrine: Gynecomastia in the male; breast 
enlargement and galactorrhea in the female: 
increased or decreased libido, impotence: 
testicular swelling; elevation or depression of 
blood sugar levels. 

Other: Jaundice (simulating obstructive): 
altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency; 
drowsiness, dizziness, weakness and fatigue, 
headache; parotid swelling; alopecia. 
Withdrawal Symptoms: Though not indicative 
of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: Lower dosages 
are recommended for elderly patients and 
adolescents. Lower dosages are also recom- 
mended for outpatients as compared to hos- 
pitalized patients who will be under close 
supervision. Dosage should be initiated with 
Tofranil,brand of imipramine hydrochloride, 
at alow level and increased gradually, noting 
carefully the clinical response and any evi- 
dence of intolerance. Following remission, 
maintenance medication may be required for 
a longer period of time, at the lowest dose 
that will maintain remission. 

Once-a-day maintenance dosage can be pro- 
vided with Tofranil-PM, brand of imipramine 
pamoate, capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and insom- 
nia with this dosage regimen, the capsules 
may be given in the morning. 

Parenteral administration should be used 
only for starting therapy in patients unable or 
unwilling to use oral medication. The oral 
form should supplant the injectable as soon 
as possible. 

How Supplied: Tofranil, brand of imipramine 
hydrochloride: Round tablets of 25 and 

50 mg.; triangular tablets of 10 mg.; and am- 
puls, each containing 25 mg. in 2 cc. for I.M. 
administration. 

Tofranil-PM, brand of imipramine pamoate: 
Capsules of 75 and 150 mg. (Each capsule 
contains imipramine pamoate equivalent to 
75 or 150 mg. of imipramine hydrochloride.) 
(B) 98-146-850-0 (12/73) 


For complete details, including dosage and 
administration, please refer to the full pre- 
scribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsley, New York 10502 
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A valuable clinical 
handbook of theory 
and experiment 


MESSAGES 
OF THE BODY 


JOHN P. SPIEGEL, Brandeis University, 
and PAVEL MACHOTKA, University of 
California at Santa Cruz 


How do we communicate without speech? 
This question is intensively explored in 
Messages of the Body—one of the first truly 
scientific studies of body language. Based on 
wide-ranging research in aesthetics, the 
behavioral sciences and the visual arts, the 
book proposes a powerful new cognitive 
theory of body messages and then describes 
a series of experiments testing parts of the 
theory. Clip and return to: 

Profusely illustrated with over 50 pages of 
photographs of paintings and line drawings 
that are an essential part of the text, this 
book provides not only a novel approach to 
the field, but also provides concepts and 
methods thatwill sumulatenewexpernments eee —SS— === 
and applications of knowledge. The authors’ THE FREE PRESS 
unique combination of insights drawn from A Division of Macmillan Publishing Co., Inc 
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its hard to say 
whats bothering him. 





When severe anxiety makes it difficult for the patient to express 
himself freely...to open up...to tell you what he thinks is bothering 
him...you may feel adjunctive ataractic therapy is indicated. If so, 
consider Serax (oxazepam). 


Helps relieve severe anxiety 

Given in an initial dosage adequate for the degree of anxiety en- 
countered, Serax helps achieve rapid control of severe anxiety 
syndromes, agitation and anxiety associated with depression. So 
communication may be facilitated, rapport established and psy- 
chotherapy sessions proceed. 

Dosage readily adjusted 

The usual dosage in severe anxiety is 15 to 30 mg. three or four 
times daily, which permits dosage adjustment over a wide range to 
meet individual needs. With dosage suitably adjusted, Serax not 
only works to control anxiety, but usually allows the patient to 
continue normal work activity as well* 


*As with other CNS-acting drugs, patients should be cautioned against 
driving automobiles or operating dangerous machinery until it is Known that 
they do not become drowsy or dizzy on oxazepam therapy. When prescrib- 
ing, carefully observe dosage recommendations and appropriate pre- 
cautions, especially as pertaining to the elderly or where a drop in*blood 
pressure might lead to cardiac complications. 


When severe — speaks louder than words. 


(oxazepam) 4 


Yy Laboratories - phitadeiphia, Pa.19101 


Indications: Oxazepam is indicated for the management and control of 
anxiety, tension, agitation, irritability and related symptoms. Such symptoms 
are commonly seen in patients with a diagnosis of psychoneurotic reaction, 
psychophysiological reaction, personality disorder, or in patients with 
underlying organic disease. 

Anxiety associated with depression is also responsive to oxazepam therapy. 
This product has been found particularly useful in the management of 
anxiety, tension, agitation and irritability in older patients. 

Alcoholics with acute tremulousness, inebriation or with anxiety associated 
with alcohol withdrawal are responsive to therapy. 

Contraindications: History of previous hypersensitivity to oxazepam. 
Oxazepam is not indicated in psychoses. 

Warning: Use in Pregnancy: Safety for use in pregnancy not established. 
Precautions: Hypotensive reactions are rare, but use with caution where 
complications could ensue from a fall in blood pressure, especially in the 
elderly. Withdrawal symptoms upon discontinuation have been noted in 
some patients exhibiting drug dependence through chronic overdose. 
Carefully supervise dose and amounts prescribed, especially for patients 
prone to self-overdose; excessive, prolonged use in susceptible patients 
(alcoholics, ex-addicts, etc.) may result in dependence or habituation. 
Reduce dosage gradually after prolonged excessive dosage to avoid pos- 
sible epileptiform seizures. Withdrawal symptoms following abrupt dis- 
continuance are similar to those seen with barbiturates. Caution patients 
against driving or operating machinery until absence of drowsiness or 
dizziness is ascertained. Warn patients of possible reduction in alcohol 
tolerance. 

Not indicated in children under 6 years; absolute dosage for 6- to 12-year- 
olds not established. 

Adverse Reactions: Therapy-interrupting side effects are rare. Transient 
mild drowsiness is common initially; if persistent, reduce dosage. Dizziness, 
vertigo and headache have also occurred infrequently; syncope, rarely. 
Mild paradoxical reactions (excitement, stimulation of affect) are reported 
in psychiatric patients. Minor diffuse rashes (morbilliform, urticarial and 
maculopapular) are rare. Nausea, lethargy, edema, slurred speech, tremor 
and altered libido are rare and generally controllable by dosage reduction. 
Although rare, leukopenia and hepatic dysfunction including jaundice have 
been reported during therapy. Periodic blood counts and liver function tests 
are advised. Ataxia, reported rarely, does not appear related to dose or age. 
These side reactions, noted with related compounds, are not yet reported: 
paradoxical excitation with severe rage reactions, hallucinations, menstrual 
irregularities, change in EEG pattern, blood dyscrasias (including agranu- 
locytosis), blurred vision, diplopia, incontinence, stupor, disorientation, 
fever and euphoria. 

Availability: Capsules of 10, 15 and 30 mg. oxazepam; tablets of 15 mg. 
oxazepam. 


Today, she © 
managed — 
asmile » 


(Not long ago, she couldn’t stop sobbing) 








Before he sees that first positive response — mood, usually within the third or fourth week 
however hesitant and tentative—the of treatment. 

physician may have to bring into play many 
different aspects of therapy. Establishing a 
therapeutic relationship may be the first 
difficulty as well as the first necessity. 


Characteristically, the drug has no sedating 
or tranquilizing properties. (Symptoms such 
as anxiety or agitation may be aggravated.) 


Psychotherapy, family and community Dosage of VIVACTIL must be individualized, 
support, occupational and social counseling, and patients should be under close medical 
and drug therapy may all have to be enlisted. supervision. For many adult patients with 
The characteristically rapid energizing action clinically significant depression, 10 mg t.i.d. 
of VIVACTIL may help establish early may provide control of symptoms. Others 
therapeutic rapport by lessening the may require as little as 15 mg or as much as 
patient’s lethargy —often during the first 60 mg a day. In elderly patients and adoles- 
week of medication. VIVACTIL helps elevate cents, lower dosages are recommended. 


In clinically significant depression, 


TABLETS, 5 mg and 10 mg 


Vivactil 
(Protriptyline HCl | MSD) 


helps establish early 
therapeutic rapport 


A12 


Contraindications: Known hypersensitivity; acute recovery phase following myocardial 
infarction. Should not be given concomitantly with an MAOI; hyperpyretic crises, severe 
convulsions, and deaths have occurred in patients receiving tricyclic antidepressant and 
MAOI drugs simultaneously. When it is desired to substitute protriptyline HCI for an MAOI, 
a minimum of 14 days should be allowed to elapse after the latter is discontinued. Pro- 
triptyline HCI should then be initiated cautiously with gradual increase in dosage until 
optimum response is achieved. 

Warnings: May block the antihypertensive effect of guanethidine or similarly acting com- 
pounds. May impair mental and/or physical abilities required for the performance of hazard- 
ous tasks, such as operating machinery or driving a motor vehicle. Should be used with 
caution in patients with a history of seizures and, because of its autonomic activity, in 
patients with a tendency to urinary retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more frequently than with other anti- 
depressant drugs. Should be used with caution in elderly patients and patients with cardio- 
vascular disorders; such patients should be observed closely because of the tendency of 
the drug to produce tachycardia, hypotension, arrhythmias, and prolongation of the con- 
duction time. Myocardial infarction and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. 

Usage in Children: Not recommended for use in children because safety and effectiveness 
in the pediatric age group have not been established. 

Usage in Pregnancy: Safe use in pregnancy and lactation has not been established: therefore, 
use in pregnant women, nursing mothers, or women who may become pregnant requires 
that possible benefits be weighed against possible hazards to mother and child. 
Precautions: When protriptyline HCI is used to treat the depressive component of schizo- 
phrenia, psychotic symptoms may be aggravated; likewise, in manic-depressive psychosis, 
depressed patients may experience a shift toward the manic phase; paranoid delusions, 
with or without associated hostility, may be exaggerated. In any of these circumstances, it 
may be advisable to reduce the dose of protriptyline HC! or to use a major tranquilizing drug 
concurrently. Symptoms, such as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 

When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required. May enhance response to alcohol and effects of barbiturates and other CNS 
depressants. Possibility of suicide in depressed patients remains during treatment and 
until significant remission occurs; this type of patient should not have easy access to 
large quantities of the drug. Concurrent administration with electroshock therapy may 
increase hazards of therapy; such treatment should be limited to patients for whom it is 
essential. Discontinue drug several days before elective surgery, if possible. Both elevation 
and lowering of blood sugar levels have been reported. 

Adverse Reactions: Nore: Included in this listing are a few adverse reactions which have 
not been reported with this specific drug. However, the pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCI is more likely to aggravate agitation 
and anxiety and produce cardiovascular reactions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. 

Psychiatric: confusional states (especially in the elderly) with hallucinations, disorienta- 
tion, delusions, anxiety, restlessness, agitation; insomnia, panic, and night- 
mares; hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of extremities; incoordination, ataxia, 
tremors, peripheral neuropathy; extrapyramidal symptoms: seizures; alteration in EEG 
patterns, tinnitus. 

Anticholinergic:dry mouth and rarely associated sublingual adenitis; blurred vision, distur- 
bance of accommodation, mydriasis; constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of the urinary tract. 

Allergic. skin rash, petechiae, urticaria, itching, photosensitization (avoid excessive ex- 
posure to sunlight), edema (general, or of face and tongue), drug fever. 

Hematologic. bone marrow depression; agranulocytosis; leukopenia; eosinophilia: purpura: 
thrombocytopenia. 

Gastrointestinal: nausea and vomiting, anorexia, epigastric distress, diarrhea, peculiar taste, 
stomatitis, abdominal cramps, black tongue. 

Endocrine: gynecomastia in the male; breast enlargement and galactorrhea in the female: 
increased or decreased libido, impotence; testicular swelling: elevation or depression of 
blood sugar levels. 

Other: jaundice (simulating obstructive); altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency, nocturia; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling: alopecia. 

Withdrawal Symptoms: though not indicative of addiction, abrupt cessation of treatment after 
prolonged therapy may produce nausea, headache, and malaise. 

Overdosage: Treatment is symptomatic and supportive. However, the intravenous adminis- 
tration of 1 to 3 mg physostigmine salicylate has been reported to reverse the symptoms of 
amitriptyline poisoning in humans. Animal studies have shown that physostigmine also reverses 
certain toxic effects of protriptyline, but to a lesser extent. 

How Supplied: Tablets, containing 5 mg and 10 mg protriptyline HCI each, in single-unit 
packages of 100 and bottles of 100 and 1000. 

For more detailed information, consult your MSD representative or see full prescribing information. 
Merck Sharp & Dohme, Division of Merck & Co., c., West Point, Pa. 19486. 


5 mg (orange) 
10 mg (yellow) 


The usual regimen for adults is 
15 to 40 mg a day divided into 
three or four doses. Dosage may 
be increased to 60 mg a day if 
necessary. 


In elderly and adolescent 
patients, lower dosages are 
recommended; initially, a 
regimen of 5 mg t.i.d. is sug- 
gested with adjustment as 
necessary to the required 
amount. In elderly patients, the 
cardiovascular system must be 
monitored closely when the 
daily dose exceeds 20 mg. 


Because VIVACTIL (Protriptyline 
HCI, MSD) characteristically is 

a nonsedating tricyclic anti- 
depressant, activating and ener- 
gizing in effect, the last dose of 
the day should be given no later 
than mid-afternoon to avoid 
insomnia. Required increases 
should be added to the morn- 
ing dose. 


When necessary to increase 
dosage, it should be done 
gradually. After satisfactory 
improvement has been achieved, 
dosage should be reduced to the 
smallest amount that will main- 
tain relief of symptoms. Main- 
tenance therapy should be 
continued for at least three 
months after satisfactory 
improvement occurs. 


(Usage in Children: In view of 
the lack of experience in chil- 
dren, this drug is not recom- 
mended for patients under 12 
years of age.) 





Released from symptoms 
of psychotic depression... 
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Productive again. 


By helping to reduce the relatively rare with Navane. 
frequency and intensity of Extrapyramidal symptoms 
psychotic symptoms, Navane_ have been reported, but 
(thiothixene) often permits are usually controlled by 
resumption of more normal, reduction in dosage 


more productive living. and/or administration of 

The antipsychotic antiparkinson drugs. 
effectiveness of Navane— Once you’ve controlled 
with relatively little acute psychosis or psychotic 
drowsiness—helps patients depression, some patients can 
remain more active, more be maintained on a simple 
alert, better able to meet the once-a-day dose. This once-a- 
ordinary demands of life. day regimen can reduce the 


Cardiovascular side effects risk of missed 


such as hypotension and doses with no RO@RIG Gap 
nonspecine BKG changes ere lossofeficacy (Ae tea 








(thiothixene) (thiothixene hydrochloride) 


Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg./Coricentrate 5 mg./cc. 


Once-a-day- to help control 
symptoms of psychosis 


For prescribing information, including adverse reactions and contraindications please see following page of this advertisement. 
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Navane’ (thiothixene) (thiothixene hydrochloride) 


PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg. 
(thiothixene hydrochloride) 

Concentrate 5 mg./cc., Intramuscular 2 mg./cc. 
Actions. Navane is a psychotropic agent of the 
thioxanthene series. Navane possesses certain 
chemical and pharmacological similarities to the 
piperazine phenothiazines and differences from the 
aliphatic group of phenothiazines. Navane’s mode 
of action has not been clearly established. 
Indications. Navane is effective in the manage- 
ment of manifestations of psychotic disorders. 
Contraindications. Navane is contraindicated in 
patients with circulatory collapse, comatose states, 
central nervous system depression due to any 
cause, and blood dyscrasias. Navane is contra- 
indicated in individuals who have shown hyper- 
sensitivity to the drug. It is not known whether 
there is a cross-Sensitivity between the thioxan- 
thenes and the phenothiazine derivatives, but this 
possibility should be considered. 

Warnings. Usage in Pregnancy — Safe use of 
Navane during pregnancy has not been estab- 
lished. Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the treat- 
ment exceed the possible risks to mother and 
fetus. Animal reproduction studies and clinical 
experience to date have not demonstrated any 
teratogenic effects. 

In the animal reproduction studies with Navane 
(thiothixene), there was some decrease in concep- 
tion rate and litter size, and an increase in resorp- 
tion rate in rats and rabbits, changes which have 
been similarly reported with other psychotropic 
agents. After repeated oral administration to rats 
(5 to 15 mg./kg./day), rabbits (3 to 50 mg./kg./ 
day), and monkeys (1 to 3 mg./kg./day) before 
and during gestation, no teratogenic effects were 
seen. (See Precautions.) 

Usage in children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially haz- 
ardous tasks such as driving a car or operating 
machinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tioned accordingly. 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol. 
Precautions. An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
(thiothixene) may mask signs of overdosage of 
toxic drugs and may obscure conditions such as 
intestinal obstruction and brain tumor. 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should be 
used in patients with a history of convulsive dis- 
orders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Al- 
though Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is adminis- 
tered concurrently. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other than 
anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution in 
patients who are known or suspected to have glau- 
coma, or who might be exposed to extreme heat, 
or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular 
disease. 

Also, careful observation should be made for 
pigmentary retinopathy and lenticular pigmenta- 
tion (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
[thiothixene] for prolonged periods). Blood dys- 
crasias (agranulocytosis, pancytopenia, thrombo- 
cytopenic purpura), and liver damage (jaundice, 
biliary stasis), have been reported with related 
drugs. 

Undue exposure to sunlight should be avoided. 
Photosensitive reactions have been reported in 
patients on Navane. 

Intramuscular Administration — As with all in- 
tramuscular preparations, Navane (thiothixene hy- 
drochloride) Intramuscular should be injected well 
within the body of a relatively large muscle. The 
preferred sites are the upper outer quadrant of 
the buttock (i.e., gluteus maximus) and the mid- 
lateral thigh. 

The deltoid area should be used only if well 
developed such as in certain adults and older chil- 
dren, and then only with caution to avoid radial 
nerve injury. Intramuscular injections should not 
be made into the lower- and mid-thirds of the 
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Capsules: 1 mg., 2 mg., 
5 mg., 10 mg., 20 mg. 


upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent 
injection into a blood vessel. 

Adverse Reactions. Note: Not all of the follow- 
ing reactions have been reported with Navane. 
However, since Navane has certain chemical and 
pharmacologic similarities to the phenothiazines, 
all of the known side effects and toxicity associ- 
ated with phenothiazine therapy should be borne 
in mind when Navane (thiothixene) is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness and syncope. In the event 
hypotension occurs, epinephrine should not be 
used as a pressor agent since a paradoxical fur- 
ther lowering of blood pressure may result. Non- 
specific EKG changes have been observed in some 
patients receiving Navane. These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The clinical significance 
of these changes is not known. 

CNS effects: Drowsiness, usually mild, may 
occur, although it usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears to be similar to that of the piperazine 
group of phenothiazines, but less than that of 
certain aliphatic phenothiazines. Restlessness, agi- 
tation and insomnia have been noted with Navane. 
Seizures and paradoxical exacerbation of psy- 
chotic symptoms have occurred with Navane in- 
frequently. 

Hyperrefiexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

In addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dystonia have been 
reported. Management of these extrapyramidal 
symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent. More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: Although not re- 
ported with Navane, certain antipsychotic agents 
have been associated with persistent dyskinesias, 
Tardive dyskinesia may appear in some patients 
on long term therapy or may occur after drug 
therapy has been discontinued. The risk seems to be 
greater in elderly patients on high dose therapy, 
especially females. The symptoms are persistent 
and in some patients appear to be irreversible. 
The syndrome is characterized by rhythmical in- 
voluntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involun- 
tary movements of extremities. 

There is no known effective treatment for tar- 
dive dyskinesia; antiparkinsonism agents usually 
do not alleviate the symptoms of this syndrome. 
It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, 
or increase the dosage of the agent, or switch to 
a different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transami- 
nase and alkaline phosphatase, usually transient, 
have been infrequently observed in some patients. 
No clinically confirmed cases of jaundice attrib- 
utable to Navane (thiothixene) have been reported. 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, 
photosensitivity and rare cases of anaphylaxis 
have been reported with Navane. Although not 
experienced with Navane, exfoliative dermatitis 
and contact dermatitis (in nursing personnel) have 
been reported with certain phenothiazines. 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
small percentage of females receiving Navane, If 
persistent, this may necessitate a reduction in dos- 
age or the discontinuation of therapy. Phenothia- 
zines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweat- 
ing, increased salivation, and impotence have 
occurred infrequently with Navane therapy. Phe- 
nothiazines have been associated with miosis, my- 
driasis, and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, 
nausea, vomiting, diarrhea, increase in appetite 
and weight, weakness or fatigue, polydipsia and 


Concentrate: 5 mg./cc. 
Intramuscular: 2 mg./cc. 


peripheral edema. 

NOTE: Sudden deaths have occasionally been 

reported in patients who have received certain 
phenothiazine derivatives. In some cases the cause 
of death was apparently cardiac arrest or asphyxia 
due to failure of the cough refiex. In others, the 
cause could not be determined nor could it be 
established that death was due to phenothiazine 
administration because safe conditions for its use 
have not been established. 
Dosage and Administration. Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, 
based on patient response, 

Usage in children under 12 years of age is not 
recommended. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of behavior is desirable, the intramus- 
cular form of Navane (thiothixene hydrochloride) 
may be indicated. It is also of benefit where the 
very nature of the patient’s symptomatology, 
whether acute or chronic, renders oral administra- 
tion impractical or even impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medi- 
cation, the usual dose is 4 mg. of Navane Intra- 
muscular administered 2 to 4 times daily. Dosage 
may be increased or decreased depending on re- 
sponse. Most patients are controlled on a total 
daily dosage of 16 to 20 mg, The maximum rec- 
ommended dosage is 30 mg./day. An oral form 
should supplant the injectable form as soon as 
possible. It may be necessary to adjust the dosage 
when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for 
Navane Capsules and Concentrate appear in the 
following paragraphs. 

Navane Capsules: Navane Concentrate—In 
milder conditions, an initial dose of 2 mg. three 
times daily. If indicated, a subsequent increase to 
15 mg./day total daily dose is often effective. 

In more severe conditions, an initial dose of 
5 mg. twice daily. 

The usual optimal dose is 20 to 30 mg. daily. 
If indicated, an increase to 60 mg./day total daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg. rarely increases the beneficial re- 
sponse. 

Some patients have been successfully maintained 
on once-a-day Navane (thiothixene) therapy. 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross Overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and sup- 
portive, For Navane oral, early gastric lavage 
is helpful. For Navane oral and intramuscular, 
keep patient under careful observaticn and main- 
tain an open airway, since involvement of the 
extrapyramidal system may produce dysphagia 
and respiratory difficulty in severe overdosage. 
If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I.V. 
fluids and/or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor action of these agents 
and cause further lowering of blood pressure. 

If CNS depression is present, recommended 
stimulants include amphetamine, dextroampheta- 
mine, or caffeine and sodium benzoate. Picrotoxin 
or pentylenetetrazol should be avoided. Extrapy- 
ramidal symptoms may be treated with antipar- 
kinson drugs. 

There are no data on the use of peritoneal or 

hemodialysis, but they are known to be of little 
value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg., 2 mg., 5 mg., and 
10 mg. in bottles of 100 and 1,000. Navane is also 
available as capsules containing 20 mg. of thio- 
thixene, in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concen- 
trate is available in 120 cc. (4 oz.) bottles with 
an accompanying dropper calibrated at 2 mg., 4 
mg., 5 mg., 6 mg., 8 mg. and 10 mg. Each cc. 
contains thiothixene hydrochloride equivalent to 
5 mg. of thiothixene. Contains alcohol, U.S.P. 
7.0% v/v. (small loss unavoidable). 

Navane (thiothixene hydrochloride) Intramus- 
cular Solution is available in a 2 cc. amber glass 
vial in packages of 10. Each cc. contains thiothix- 
ene hydrochloride equivalent to 2 mg. of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v. 
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i. When: 
' depression is 
primary 


HELPS PROVIDE 


EARLY CONTROL 
OF DEPRESSIVE 
SYMPTOMS... 


nxiety is an invidious symptom. It feeds upon 
sickness, gnaws, grows and invades every cranny 
of psychic pathology adding intensity to 
torment. Anxiety as a symptom secondary to 
may be so dominant that it obscures 
the primary diagnosis. It may suggest treatment 
with tranquilizers which often help. But as the 
vampire of legend had to have a laurel stake 
driven through its heart to truly die, so anxiety 
secondary to depression will not cease to nibble and 
bite until an antidepressant eradicates the 


primary illness—and symptomatic anxiety starves. 


IN BRIEF: 


Indications: Norpramin® (desipramine 
hydrochloride) is indicated for the relief 
of depressive symptoms. Endogenous 
depressions are more likely to be alle- 
viated than others. 

Contraindications: Desipramine hydro- 
chloride should not be given within two 
weeks of treatment with a monoamine 
oxidase inhibitor. Contraindications in- 
clude the acute recovery period follow- 
ing myocardial infarction and hypersen- 
sitivity to the drug. Cross sensitivity 
with other dibenzazepines is a possi- 
bility. 

Warnings: 1. Extreme caution should be 
used in patients: (a) with cardiovascular 
disease, (b) with a history of urinary re- 
tention or glaucoma, (c) with thyroid 
disease or those on thyroid medication, 
(d) with a history of seizure disorder. 2 
This drug is capable of blocking the 
antihypertensive effect of guanethidine 
and similarly acting compounds. 3. Use 
in Pregnancy: Safe use during pregnan- 
cy and lactation has not been estab- 
lished. 4. Use in Children: Norpramin® 
(desipramine hydrochloride) is not rec- 
ommended for use in children. 5. This 
drug may impair the mental and/or phy- 
sical abilities required for the perform- 
ance of potentially hazardous tasks such 
as driving a car or operating machinery 
Therefore, the patient should be cau- 
tioned accordingly 

Precautions: This drug should be dis- 
pensed in the least possible quantities 
to depressed outpatients, since suicide 
has been accomplished with drugs of 
this class. If possible, dispense in child- 
resistant containers. It should be kept 
out of reach of children. Reduce dos- 
age, or alter treatment, if serious ad- 
verse effects occur. Norpramin® 
(desipramine hydrochloride) therapy in 
patients with manic-depressive illness 
may induce a hypomanic state after the 
depressive phase terminates and may 
Cause exacerbation of phychosis_ in 
schizophrenic patients. Use cautiously 
with anticholinergic or sympathomimetic 
drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent 
administration of ECT and antidepres- 
sant drugs one should consider the 
possibility of increased risk relative to 
benefits. Discontinue as soon as pos- 
sible prior to elective surgery because 
of possible cardiovascular effects. Hy- 
pertensive episodes have been observed 
during surgery in patients on desipra- 
mine hydrochloride. Leukocyte and dif- 
ferential counts should be performed in 
any patient who develops fever and sore 
throat during therapy; the drug should 
be discontinued if there is neutropenia 
Adverse Reactions: Cardiovascular: hy- 
potension, hypertension, tachycardia, 
palpitation, arrhythmias, heart block, 
myocardial infarction, stroke. Psychi- 
atric: confusional states (especially in 
the elderly), hallucinations, disorienta- 
tion, delusions; anxiety, agitation; in- 
somnia and nightmares; hypomania; ex- 
acerbation of phychosis. Neurological 
paresthesias of extremities; incoordina- 
tion, ataxia, tremors, peripheral neuro- 
pathy; extrapyramidal symptoms; sei- 
zures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and 
rarely associated sublingual adenitis; 
blurred vision, disturbance of accommo- 
dation, mydriasis; constipation, paraly- 
tic ileus; urinary retention, delayed mic- 
turition, hypotonic bladder. Allergic: 
skin rash, petechiae, urticaria, itching, 
photosensitization, edema (of face and 
tongue or general), drug fever. Hema- 
fologic: agranulocytosis, eosinophilia, 
purpura, thrombocytopenia. Gastrointes- 
tinal: anorexia, nausea and vomiting 
epigastric distress, peculiar taste, ab- 
dominal cramps, diarrhea, stomatitis, 
black tongue. Endocrine: gynecomastia; 
breast enlargement and galactorrhea in 
the female; increased or decreased libi- 
do, impotence, testicular swelling; ele- 
vation or depression of blood sugar 
levels. Other: jaundice (simulating ob- 
structive), altered liver function; weight 
gain or loss; perspiration, flushing; uri- 
nary frequency, nocturia; parotid swell- 
ing; drowsiness, dizziness, weakness 
and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative 
of addiction, abrupt cessation after pro- 
longed therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: The usual 
adult dose: 50 mg. three times daily; in- 
crease if necessary after 7 to 10 days to 
maximum of 200 mg, daily. Dosages 
above 200 mg. per day are not recom- 
mended. Maintenance: At a lower dose 
adequate to maintain remission. Adoles- 
cent and geriatric patient dose: 25 to 50 
mg. daily if necessary. 

Overdosage: There is no specific anti- 
dote for desipramine, nor are there 
specific phenomena of diagnostic value 
characterizing poisoning by the drug 
The principles of management of coma 
and shock by means of the mechanical 
respirator, cardiac pacemaker, monitor- 
ing of central venous pressure and regu- 
lation of fluid- and acid-base balance 
are well known in most medical centers. 
if heart failure is imminent, digitalize 
promptly, 
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Distributed by 
LAKESIDE LABORATORIES, INC. 


VE Milwaukee, Wisconsin 53201 


Milwaukee Psychiatric Hospital — Intensive, dynamic 
psychotherapy for adults and adolescents, individually- 
planned activity therapy. 


Adolescent Therapy Unit — Designed for the problems of 
today’s emotionally disturbed youth. Patients attend ac- 
credited Kradwell High School on the grounds... excel- 
lent teaching staff ... credits are transferrable. 


Dewey Center — Acute detoxification and inpatient treat- 
ment for persons with dependency on alcohol and other 
drugs, daily schedules, broad supportive services. 


Milwaukee Sanitarium — Custodial services for persons 
with chronic emotional and geriatric illnesses. 


Affiliated with the Medical College of Wisconsin 
Accredited by the Joint Commission on Accreditation of Hospitals 
Non-Sectarian * Non-Profit 


Units of MILWAUKEE SANITARIUM FOUNDATION 


For information contact Executive Director 
1220 Dewey Avenue * Wauwatosa, Wis. 53213 * (414) 258-2600 


Participating Member Blue Cross-Blue Shield * approved for participation under Medicare 


PSYCHIATRIC NURSE 
MEDICAL CENTER HOSPITAL 


Modern, 28-bed regional Mental Health 
Center. Part of the Dartmouth-Hitchcock 
Medical Center and a division of the 430- 
bed teaching and referral Mary Hitchcock 
Memorial Hospital. 


* Salary $3.95 - $5.14 depending on 
experience 


* Liberal benefits 


Located in a northern New England college 
community and cultural/recreational 
center about midway between Boston and 
Montreal along the Connecticut River. Ex- 
cellent public school system. 


For detailed information, forward resume to: 
Mr. D. W. Roberts, asst. dir., Personnel 
Mary Hitchcock Memorial Hospital 
Dartmouth-Hitchcock Medical Center 
Hanover, New Hampshire 03755 


An Equal Opportunity Employer 
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The May 1974 issue will feature 


Lee Birk and 


Ann Brinkley-Birk on 


Psychoanalysis and 


Behavior Therapy 
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emonstration 


of Dalmane Sleep research laboratory 
(tlurazepam HCI) clinical evaluations have 


e repeatedly demonstrated the 
effectiveness consistent effectiveness of 
e Dalmane (flurazepam HCl)!° 
In a series of three double-blind trials, each assessing the 
effectiveness of a different sleep agent (chloral hydrate 1000 mg, 
glutethimide 500 mg and Dalmane 30 mg) it was reported? that only 
Dalmane induced and maintained sleep throughout a two-week 
period of use. Although chloral hydrate and glutethimide were 
effective in inducing and maintaining sleep initially, a significant 
reduction of effectiveness developed in one or more parameters by 
the end of the administration period. By contrast a single 30-mg 


capsule of Dalmane continued to provide a favorable sleep response 
in all patients studied. 


On Dalmane (flurazepam HCI)... 
patients fell asleep faster*’ 


CHLORAL DALMANE 
HYDRATE ted a Ni de (flurazepam HC!) 
1000 mg 8 30 mg 


115.9% 












3 placebo 
baseline 
nights 





NJ first 3 
NS medication 
nights 


12-14th 
medication 
nights 


CHLORAL ‘DALMANE 
HYDRATE = art TIED (flurazepam HCI) 
1000 mg 8 0 


*Data shown 
as percent 
of baseline 
established 
during 3 
placebo 
nights. 





The effectiveness of Dalmane (flurazepam HCl), as 
demonstrated in the above studies? has been corroborated 
by four geographically separated sleep 


research laboratory/clinical studies.?:4°8 
Different investigators, using identical a ld] le 


protocols, reported similar findings. On 
average, one 30-mg capsule of Dalmane (f 
induced sleep within 17 minutes, reduced 





hours of sleep without repeating dosage. 9% dels oc debillidted pai ais: 





urazepam HCI) 


: : è ; One 30-mg capsule h.s.— usual adult dosage 
nighttime awakenings and provided 7 to 8 (15 mg may suffice in some patients). 
One 15-mg capsule h.s.— initial dosage for 


® 


when restful sleep 


1s indicated 


Please see following page for a summary of Complete Product Information. 





Sleep research - 
laboratory clinical 
studies confirm 
the effectiveness 


of Dalmane 
(lurazepam HCI) 


when restful sleep 

1s indicated 

m Patients fell asleep 
faster 

m Slept longer 
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Before prescribing Dalmane (flurazepam 
HCl), please consult Complete Product 
Information, a summary of which follows: 


Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits; and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCl. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 

Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 

on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 


Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occurrences 


of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 
salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, 
hallucinations, and elevated SGOT, SGPT, 
total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
have also been reported in rare instances. 


Dosage: Individualize for maximum beneficial 
effect. Adults: 30 mg usual dosage; 15 mg 

may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 


Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCI. 
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dealers, each volume specifically stamped 
not for resale. 

Please add $1.25 postage and handling. 


The pen 


„m ightier 
than the 
scalpel? 







The men and women who believe it is—members of 
a remarkable group called the American Medical Writers 
Association, or AMWA —are in a good position to know: 
many of them wield borh 

Not that they propose to substitute honeyed words 
for medical skill. What AMWA does say is that today's 
knowledge explosion in medical science has made con- 
cise, lucid communications almost as essential as skill in 
the laboratory or operating room 

And it doesn't take a crystal ball to know that the im- 
portance of clear medical communications will, if any- 
thing, grow in the future 

To achieve that end, AMWA dedicates its energies 
and its efforts. And has, since it was formed 31 vears ago 
with only 27 members. 

Since then, thousands more medical writers. editors 
publishers, pharmaceutical writers, illustrators, audio-vis- 
ual producers, researchers, and clinicians have been drawn 
into AMWA’s ranks. They share one common goal: a de- 
sire to become better communicators, themselves...and 
to help others do the same. 

How does AMWA help? By bringing the talents of its 
members together in workshops. By making it possible for 
all types of medical communicators to meet each other and 
discuss their mutual problems and interests. And by pro- 
ducing a professional journal that will spearhead new 
techniques in medical communications. 

If you share this concern, AMWA wants you. You can 
get more information just by writing to: Executive Sec- 
retary. American Medical Writers Association, 9650 Rock- 
ville Pike, Bethesda, Maryland 20014. 

Remember...they also serve who sit and write. 


AMERICAN 
MEDICAL 
WRITERS 
ASSOCIATION 








FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 
Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 


BALDPATE, INC. 


A PRIVATE PSYCHIATRIC HOSPITAL 
GEORGETOWN, MASS. 01830 
(617) 352-2131 


Located 30 miles north of Boston on 130 acres, 
set among peaceful meadows bordering a quiet 
lake and wooded hill, Baldpate presents a relaxing 
atmosphere to the problem-beset patient. 


Baldpate is an active treatment hospital for psy- 
choses, neuroses, alcoholism, and drug addiction. 


Psychotherapy, somatic therapy, milieu therapy, 
and pharmacotherapy are available from qualified 
physicians. There is also occupational and recrea- 
tional therapy under the direction of trained thera- 
pists. 


Single rooms with and without bath, shared 
accommodations, and cottages are available. 
Most major health insurance plans acceptable. 


PATRICK J. QUIRKE, M.D. 
Medical Director 


IBRAHIM BAHRAWY, M.D. 
Clinical Director 


For descriptive literature write: 
JAMES K. MCKINIRY, Administrator 
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E ARTANE® Trinexyphenidyl HCI. It can prevent or reverse the 
sometime dehumanizing extrapyramidal effects of the anti- 
Psychotic drugs. W But without the drug buildup potential of 
cumulative action anticholinergics. W And at lower cost. 


Tablets: 

2mgand5mg 

Elixir: 

2 mg/5 cc with 0.08% methyl- 


paraben, 0.02% propylpara- 
ben and 5% Alcohol as 





Tablets and Elixir: Indications: FDA has 
evaluated this drug as Effective as an 
adjunct in the therapy of the indications 
listed below under SEQUELS. 


“INDICATIONS FOR ARTANE SEQUELS: 

Based on a review of this drug in sus- 
tained release form by the National 
Academy of Sciences-National Re- 
search Council and/or other informa- 
tion, FDA has classified the indications 
as follows: Probably effective as an 


adjunct in the therapy of all forms of 
parkinsonism (postencephalitic, arte- 
riosclerotic, and idiopathic) and for the 
use in the prevention or control of extra- 
pyramidal disorders due to central 
nervous system drugs such as reserpine 
and phenothiazines. 





WARNING: 

Patients to be treated should have a gonio- 
scope evaluation and close monitoring of 
intraocular pressures at regular periodic 
intervals. 

Precautions: Patients with cardiac, liver or 
kidney disorders orwith hypertension should 
be maintained under close observation. In 
long-term therapy, take care to avoid 
allergic and other untoward reactions. Use 
with caution in patients with glaucoma, ob- 
structive disease of the gastrointestinal or 
genitourinary tracts and in elderly males 
with possible prostatic hypertrophy. Geri- 
atric patients require strict dosage regula- 
tion. Incipient glaucoma may be 
precipitated. Periodic gonioscopic eval- 
uations in all patients to be treated with 
this or any related drug is advised. 
Adverse Reactions: Such effects as dry- 
ness of mouth, bluring of vision, dizziness, 
nauseaornervousness will be experienced 
by 30 to 50 per cent of patients. (These tend 
to lessen and can often be controlled by 
adjusting dosage.) Isolated instances of 
suppurative parotitis, skin rashes, dilatation 
of the colon, paralytic ileus, delusions, 
hallucinations and paranoia (41 doubtful 
case) have been reported. Patients with 
arteriosclerosis or with a history of idiosyn- 
crasy to drugs may exhibit mental con- 
fusion, agitation, disturbed behavior, 
ornauseaandvomiting. Ifa severe reac- 
tionoccurs, discontinue drugfora few days, 
then resume at lower dosage. Psychiatric 
disturoances can result from overdosage 
to sustain euphoria. Side effects of any 
atropine-like drugs include constipation, 
drowsiness, urinary hesitancy or retention, 
tachycardia, dilation of the pupil, in- 
creased intraocular tension, weakness, 
vomiting and headache. Angle-closure 
glaucoma due to long-term treatment 
with this drug has been reported. 


ARTANE 


sece [RIHEXYPHENIDYL HCI 
sules 5 mg TO REMOVE THE “CHEMICAL STRAITJACKET” 


LEDERLE LABORATORIES, A Division of American Cyanamid Co. Pearl River, NY.10965 
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Mental Illness 
in 


Later Life 


by Ewald W. Busse, M.D. 
Eric Pfeiffer, M.D. 


A comprehensive, practical guide for the practicing physician about the emotional problems of the 
aged patient. Included are pragmatic suggestions for interviewing, diagnosis, treatment, and sup- 
portive care, with consideration of social, cultural, and psychological factors. A special 
Question-and-Answer section is a valuable supplement. 


The 12 well written chapters of this book, all by knowledgeable investigators in the field of geriatric 
mental illness, offer both an overall review of the current status of the field and more detailed infor- 
mation on such specialized topics as the demography of aging, the epidemiology of geriatric 
mental disorder, diagnostic procedures of the evaluation of brain impairment, social and psycho- 
logical aspects of mental illness in the aged, insurance coverage for mental illness in later life, 
organic and functional geriatric mental disorders, physical changes with aging and their relation- 
Ship to mental functioning, and institutional and ambulatory treatment of the aged mentally ill. 
The content and approach make the volume appropriate and useful reading both for psychiatrists, 
who have paid too little attention to the psychiatric problems of the aged, and for social workers, 
psychologists, nurses, and other personnel who deal with the elderly mentally ill. Pragmatic sug- 
gestions are made for interviewing, diagnosis, treatment, and supportive care, and there is ade- 
quate emphasis on social, psychologic, and cultural factors. The Question and Answer section of 
the book is an especially valuable supplement, especially to readers whose interest is primarily 


i il ALEXANDER SIMON, M.D. 
Professor and Chairman 
Department of Psychiatry, 
University of California, School 
of Medicine, San Francisco 


308 pages $7.00 for paperback/$9.00 for case-bound 


Please send me__________———_—scopy(ies) of Mental Illness in Later Life. 
Paperback @ $7.00 ea. (order # 188) 
—___________ Case-bound @ $9.00 ea. (order # 188-1) 
(Please Print) [| Bill Me |] Check Enclosed 


Name 
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Address 
eee 


Cit State Zi 


Send Coupon to: American Psychiatric Association 
Publications Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 474AJP 


THE ONLY TRICYCLIC 
ANTIDEPRESSANT AVAILABLE 
IN A 100-MG. CAPSULE 





ew SINEQU 


DOXE 


1100 MG. 
CAPSULES 






HCI 


May be of particular value in clinica 
depression/anxiety with 
accompanying sleep disturbances. 


BRIEF SUMMARY 

Sinequan (doxepin HC!) Capsules 

Contraindications. Sinequan is contraindicated in individuals who have shown 
hypersensitivity to the drug. 

Sinequan is contraindicated in patients with glaucoma or a tendency to uri- 

nary retention. 
Warnings. Usage in Pregnancy: Sinequan has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal re- 
productive studies have not resulted in any teratogenic effects. 

Usage in Children: The use of Sinequan in children under 12 years of age is 
not recommended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported fol- 
lowing the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cautious 
initiation of therapy with Sinequan. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being used, the length of time it 
has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 mg. 
per day, Sinequan can be given concomitantly with guanethidine and related 
compounds without blocking the antihypertensive effect. At doses of 300 mg. 
per day or above, Sinequan does exert a significant blocking effect. In addition, 


Sinequan (doxepin HCl) was similar to the other structurally related psycho- 
therapeutic agents as regards its ability to potentiate norepinephrine response 
in the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usu- 
ally occurs early in the course of treatment, and tends to disappear as therapy 
is continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients have 
been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to three 

weeks, antianxiety activity is rapidly apparent. 
Supply. Sinequan is available as capsules containing doxepin HCI equivatent 
to 10 mg., 25 mg., 50 mg., and 100 mg. of doxepin in bottles of 100, 1000, and 
unit-dose packages of 100 (10x 10's). 

More detailed professional information available on request. 


Pfizer] LABORATORIES DIVISION 
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With effective management 
of psychotic symptoms 


= Decreases delusions, auditory and 
visual hallucinations 


a Lessens unusual thought content, 
paranoid ideation 


a Allays underlying fear, anxiety and tension 
= Controls hostility 
= Calms hyperactive behavior 


Before prescribing, see complete prescribing information in 
SK&F literature or PDR. The following is a brief summary. 
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Indications 

Based on a review of this drug by the National Academy 
of Sciences — National Research Council and/or other 
information, FDA has classified the indications as 
follows: 





Effective: For the management of manifestations of 
psychotic disorder». For control of the manifestations of 
manic-depressive illness (manic phase). 

Probably effective: For the control of moderate to severe 
agitation, hyperactivity or aggressiveness in disturbed 
children. 





Possibly effective: For control of excessive anxiety, 
tension and agitation as seen in neuroses. 


Final classification of the less-than-effective indications 
| requires further investigation. 


Contraindications: Comatose states, presence of large 
amounts of C.N.S. depressants, or bone marrow depression. 





Warnings: Avoid using in patients hypersensitive (e.g., 
blood dyscrasia, jaundice) to any phenothiazine. Caution 
patients about activities requiring alertness (e.g., operating 
vehicles or machinery) especially during the first few days’ 
therapy. Avoid concomitant use with alcohol. May counter- 
act antihypertensive effect of guanethidine and related 
compounds. 


Use in pregnancy only when essential. There are reported 
instances of jaundice or prolonged extrapyramidal signs in 
newborn whose mothers had received chlorpromazine. 


©1967, 1968, 1969 SmithKline Corporation 


FROM THE UNREAL 
TO THE REAL 





Precautions: Use cautiously in persons with cardiovascular, 
liver or chronic respiratory disease, or with acute respiratory 
infections. Due to cough reflex suppression, aspiration of 
vomitus is possible. May prolong or intensify the action of 
C.N.S. depressants, organophosphorus insecticides, heat, 
atropine and related drugs. (Reduce dosage of concomitant 
C.N.S. depressants.) Anticonvulsant action of barbiturates 

is not intensified. Antiemetic effect may mask signs of 

toxic drug overdosage or physical disorders. Discontinue 
high-dose, long-term therapy gradually. 


Patients on long-term therapy, especially high doses, should 
be evaluated periodically for possible adjustment or discon- 
tinuance of drug therapy. 


Adverse Reactions: Drowsiness, cholestatic jaundice, 
agranulocytosis, eosinophilia, leukopenia, hemolytic 
anemia, thrombocytopenic purpura and pancytopenia; 
postural hypotension, tachycardia, fainting, dizziness and, 
occasionally, a shock-like condition; reversal of epinephrine 
effects; EKG changes have been reported, but relationship 
to myocardial damage is not confirmed; neuromuscular 
(extrapyramidal) reactions; pseudo-parkinsonism, motor 
restlessness, dystonias, persistent tardive dyskinesia, 
hyperreflexia in the newborn; psychotic symptoms, 
catatonic-like states, cerebral edema; convulsive seizures; 
abnormality of the cerebrospinal fluid proteins; urticarial 
reactions and photosensitivity, exfoliative dermatitis, 
contact dermatitis; lactation and breast engorgement (in 
females on large doses), false positive pregnancy tests, 
amenorrhea, gynecomastia; hyperglycemia, hypoglycemia, 
glycosuria; dry mouth, nasal congestion, constipation, 
adynamic ileus, urinary retention, miosis, mydriasis; after 
prolonged substantial doses, skin pigmentation, epithelial 
keratopathy, lenticular and corneal deposits and pigmentary 
retinopathy, visual impairment; mild fever (after large 

I.M. dosage); hyperpyrexia; increased appetite and weight: 
a systemic lupus erythematosus-like syndrome; peripheral 
edema. 


NOTE: Sudden death in patients taking phenothiazines 
(apparently due to cardiac arrest or asphyxia due to 
failure of cough reflex) has been reported, but no causal 
relationship has been established. 


Supplied: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. and 
200 mg., in bottles of 100 and Single Unit Packages of 100. 
Spansule” capsules, 30 mg., 75 mg., 150 mg., 200 mg. and 
300 mg., in bottles of 50 and Single Unit Packages of 100. 
Injection, 25 mg./ml.; Syrup, 10 mg./5 ml.; Suppositories, 
25 mg. and 100 mg.; Concentrate, 30 mg./ml. and 100 
mg./ml. 


Smith Kline & French Laboratories 
Division of SmithKline Corporation 
Philadelphia, Pa. 19101 
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ELAVIL 


(AMITRIPTYLINE HCl/MSD) 
useful i in many 
therapeutic settings 


In the psychiatrist’s office. Whatever other ther- 
apeutic facilities have been developed, the psychi- 
atrist’s office still represents the setting in which the 
psychoanalytic process recognizes its fullest poten- 
tial. Frequently, however, an antidepressant must be 
employed to foster a working therapeutic relation- 
ship. With effective symptomatic relief often pro- 
vided by ELAVIL (Amitriptyline HCl, MSD), 
depressed patients may be able to concentrate on 
underlying factors instead of somatic manifestations. 





In the general hospital. The general hospital 
today usually provides a psychiatric unit where 
depressed patients may be treated. Here, too, the 
symptomatic relief ELAVIL often provides can be 
a valuable part of total treatment. As depressive 
symptoms are relieved, for example, patients may 
take advantage of the therapeutic activities offered 
and, even more important, may be discharged 
sooner and treated on an outpatient basis. 





In the outpatient clinic. With follow-up treatment 
often necessary for three months or longer, ELAVIL is 
highly effective in maintaining relief, especially in pa- 
tients who responded well to higher doses while hos- 
pitalized. As a result, these patients may continue to 
function in their daily activities. 





In the mental hospital. Here where severely depressed patients present 
challenges for psychiatrist and staff alike, the usefulness of ELAVIL is in- 
creased by the 50-mg tablet that provides the higher doses often required 

and by the injectable form for more rapid effect. 


Nao | In the community mental health center. 
Sas ne R ae A > aK Aremarkable innovation in the field of modern 
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psychiatry, this center offers a unique setting 
for treating patients with clinically significant 
depression. Here, too, ELAVIL often proves 
to be a true asset to the psychiatrist by pro- 
viding highly effective symptomatic relief that 
can encourage communication, support the 
psychotherapeutic relationship, and acceler- 
ate the achievement of desired therapeutic 
goals. 





ELAVIL should not be used during the acute recovery phase following myo- 
cardial infarction, in patients hypersensitive to it or in those who have 
received an MAOI within two weeks. Since suicide is a possibility in any 
depressive illness, patients should not have access to large quantities of the 
drug. Concurrent electroshock therapy may increase hazards associated with 
such therapy. Patients with cardiovascular disorders should be watched 
closely. The drug may impair mental or physical abilities required in hazard- 
ous tasks and may potentiate the effects of alcohol. 


In many therapeutic settings—one proven antidepressant 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 
(AMITRIPTYLINE HCI) MSD) 


For a brief summary of prescribing information, please see following page. 





AMITRIPTYLINE HCI | MSD) 


dosage forms for differing 
patient needs 


25 mg (yellow) 
This tablet may prove useful for most 
outpatients, who generally do well on 
25 mg three times a day. This dosage may 
be increased to a total of 150 mg a day. Dosage in- 
creases are made preferably in the late afternoon or 
at bedtime. The sedative effect may be apparent be- 
fore the antidepressant effect is noted. An adequate 
therapeutic effect may take as long as 30 days to 
develop. 


50 mg (beige) 
The 50-mg tablet may be indicated when- 
ever higher dosages are required, as for 
example when increases are necessary in 
the late afternoon or bedtime doses. It may also be 
convenient for many hospitalized patients who may 
need 100 mg a day initially. In these patients, dosage 
may be increased gradually to 200 mg a day if nec- 
essary. A small number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 
Because lower doses are generall y recom- 
mended for adolescents and elderly pa- 
tients, the 10-mg tablets may be most 
serviceable. Ten mg three times a day with 20 mg 
at bedtime may be satisfactory in adolescent and 
elderly patients who do not tolerate higher dosages. 


INJECTION 
10 mg per ml 


For patients unable or unwilling to take 
tablets, the injectable form may be suit- 
able initially. The tablets should replace the 
injection as soon as possible. Initial intra- 
muscular dosage is 20 to 30 mg (2 to 3ml) 
2 four times a day. When Injection ELAVIL 
is administered intramuscularly, the effects may ap- 
pear more rapidly than with oral administration. 





Usage in Children: In view of the lack of experience in 
children, this drug is not recommended at the pres- 
ent time for patients under 12 years of age. 
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Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure. 
Patients with cardiovascular disorders should be watched closely; arrhythmias, 
sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration-of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 


When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 


Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A//lergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 


Overdosage: Treatment is symptomatic and supportive. However, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of amitriptyline poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCl, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000: for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., Inc., West Point, Pa. 19486 


in the treatment of clinically significant depression 


ELAVIL | 


AMITRIPTYLINE HCl! MSD 


THE NATION'S PSYCHIATRISTS— 
1970 SURVEY 


prepared by 
Franklyn N. Arnhoff, Ph.D. 
and 


A. H. Kumbar 


In this report, the survey data is organized under five general categories. 


1. Supply Characteristics describes the survey sample in terms of its total number 
and the percent of response, APA members as well as the number who were in 
training and those psychiatrists with less than three years’ training. It gives data on 
their age, sex, citizenship, race and work status. 


2. The Education and Training of Psychiatrists provides data on the number in the 
sample who graduated from various medical schools by year, the number of years 
in training, whether the respondent is board certified, etc. All data are analyzed 
by sex so that this important dimension can be evaluated directly. Data on country 
of origin of medical school attended are also given for foreign medical graduates. 


3. Professional Activities of Psychiatrists presents analyses dealing with various 
aspects of professional practice: where psychiatrists soend their time, how time is 
allocated, and what they do. 


4. Geographic Distribution of Psychiatrists presents state totals for the identified 
manpower pool, along with ratios per 100,000 population. 


5. The Economic Issues looks at such issues as the source of professional income and 
hours donated. 


38 pages single copy $3.25 


Please send me _______ copy(ies) of order #233, The Nation’s Psychiatrists— 1970 Survey, 
@ $3.25 per copy. (10% discount for 10 copies or more, and 20% for 50 or more). 
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Name 








Address 











City State Zip 








Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
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wAntidepressant effect 
»ften apparent 
ithin 3 to 5 days 


=/j|dd accompanying anxiety—as well as 
vsychosomatic complaints and other 

Jepressive symptoms—usually 

jisappear as the depression lifts. 

—ptimal response in most patients 

with 50 mg. t.i.d. Adolescents and 

Sliderly patients often do well 

yn lower dosage. 
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PHARMACEUTICALS 








Pertofrane“ 
(desipramine hydrochloride) 


Indication: For relief of mental depression. 
Contraindications: Do not use MAO inhibitors concomitantly 
or within 2 weeks of the use of this drug. Hyperpyretic crises or 
severe convulsive seizures may occur with such combinations; 
potentiation of adverse reactions can be serious or even fatal. 
When substituting Pertofrane in patients receiving an MAO 
inhibitor, allow an interval of at least 14 days. Initial dosage in 
such patients should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 
following recent myocardial infarction and in patients with a 
known hypersensitivity to tricyclic antidepressants. Warnings: 
Activation of psychosis may occasionally be observed in 
schizophrenic patients. Due to atropine-like effects and 
sympathomimetic potentiation, use only with the greatest care 
in patients with narrow-angle glaucoma or urethral or ureteral 
spasm. Do not use in patients with the following conditions 
unless the need outweighs the risk: severe coronary heart 
disease with EKG abnormalities, progressive heart failure, 
angina pectoris, paroxysmal tachycardia and active seizure 
disorder (may lower seizure threshold). This drug may block 
the action of the antihypertensive, guanethidine, and related 
adrenergic neuron-blocking agents. Hypertensive episodes 
have been observed during surgery. The concurrent use of 
other central nervous system drugs or alcohol may potentiate 
adverse effects. Since many such drugs may be used during 
surgery, desipramine should be discontinued prior to elective 
procedures. Caution patients on the possibility of impaired 
ability to operate a motor vehicle or dangerous machinery. Do 
not use in women who are or may become pregnant, or in 
children under 12 years of age, unless the clinical situation 
warrants the potential risk. Because of increased sensitivity to 
the drug, use lower than normal dosage in adolescent and 
geriatric patients. Precautions: Potentially suicidal patients 
require careful supervision and protective measures during 
therapy. Prescriptions should be limited to small quantities. 
Discontinuation of the drug may be necessary in the presence 
of increased agitation and anxiety shifting to hypomanic or 
manic excitement. Atropine-like effects may be more 
pronounced (e.g. paralytic ileus) in susceptible patients and in 
those receiving anticholinergic drugs (including 
antiparkinsonism agents). Prescribe cautiously in hyperthyroid 
patients and in those receiving thyroid medications; transient 
cardiac arrhythmias have occurred in rare instances. Periodic 
blood and liver studies should supplement careful clinical 
observations in all patients undergoing extended courses of 
therapy. Adverse Reactions: The following have been 
reported: Nervous System: dizziness, drowsiness, insomnia, 
headache, disturbed visual accommodation, tremor, 
unsteadiness, tinnitus, paresthesias, changes in EEG patterns, 
epileptiform seizures, mild extrapyramidal activity, falling and 
neuromuscular incoordination. A confusional state (with such 
symptoms as hallucinations and disorientation), particularly in 
older patients and at higher dosage, may require 
discontinuation of the drug. Gastrointestinal Tract: anorexia, 
dryness of the mouth, nausea, epigastric distress, constipation 
and diarrhea. Skin: skin rashes (including photosensitization), 
perspiration and flushing sensations. Liver: rare cases of 
transient jaundice (apparently of an obstructive nature) and 
liver damage. If jaundice or abnormalities in liver function tests 
occur, discontinue the drug and investigate. Blood Elements: 
bone-marrow depression, agranulocytosis, thrombocytopenia 
and purpura. If these occur, discontinue the drug. Transient 
eosinophilia has been observed. Cardiovascular System: 
orthostatic hypotension and tachycardia. Carefully supervise 
patients requiring concomitant vasodilating therapy, 
particularly during initial phases. Genitourinary System: urinary 
frequency or retention and impotence. Endocrine System: 
occasional hormonal effects, including gynecomastia, 
galactorrhea and breast enlargement, and decreased libido 
and estrogenic effect. Sensitivity: urticaria and rare instances 
of drug fever and cross-sensitivity with imipramine. 

Dosage: All patients except geriatric and adolescent: 50 mg. 
t.i.d. (150 mg. daily). Dosage may be increased up to 200 mg. 
daily. Geriatric and adolescent patients should usually be 
started with lower dosage (25 to 50 mg. daily) and may not 
tolerate higher doses. Dosage may be increased up to 100 mg. 
daily. Lower maintenance dosages should be continued for at 
least 2 months after obtaining a satisfactory response. Mild 
anxiety and agitation which may accompany depression 
usually remit as the depression responds. Occasionally, 
however, a sedative or tranquilizer may be indicated. How 
Supplied: 25 mg. capsules (pink) and 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000; single-dose 
blister packs, boxes of 500. 


USV Pharmaceutical Corp., Tuckahoe, N.Y. 10707 





‘Lhe psychoneurotic patients 
prognosis may be good... 





As a group, psychoneurotic to psychotherapy. Follow-up studies 
patients tend to respond positively indicate that up to two-thirds of 
treated patients may show signifi- 
cant and often sustained improve- 
ment. 

In individual cases, the prog- 
nosis appears particularly favorable 
for the psychoneurotic who has had 
a good premorbid personality struc- 
ture and a record of reasonably 
good interpersonal competence. As 
might be expected, patients judged 
to be “attractive” candidates for 
therapy often tend to derive greater 
benefits from therapeutic interven- 
tion than those considered ‘“‘unat- 
tractive.” 

The global assessment of 
“attractiveness” is influenced by 
such factors as youthfulness, intelli- 
gence, ability to relate and good 
occupational history. 





But excessive anxiety can 
block recovery... 


Anxiety is the hallmark of peutic progress—sometimes to a 
psychoneurotic states. In excess it marked extent. At the outset of 
may not alter the patient’s “prog- therapy, for instance, severe or per- 


nostic rating,” but it can slow thera- sistent anxiety can be particularly 
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obstructive, sometimes hampering 
for long periods the patient’s ability 
to participate in a productive psycho- 
therapeutic relationship. At later 
stages, intense anxiety may impair 
the patient’s receptivity to further 
probing and block his attempts to 
retrieve and express pertinent 
material. 

When the patient’s disabling 
anxiety continues to impede thera- 
peutic progress, management of his 
condition may often be significantly 
facilitated by adjunctive Librium 
(chlordiazepoxide HCl). 

Librium generally relieves 
excessive anxiety without unduly 
impairing mental acuity or ability 
to perform. As with all CNS-acting 
drugs, however, patients should be 
cautioned against hazardous occu- 
pations requiring complete mental 
alertness. (See Warnings section in 
summary of prescribing informa- 
tion.) When the patient’s anxiety 
has been reduced to appropriate 
levels, Librium should, of course, be 
discontinued. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, N.J. 07110 


Before prescribing, please consult complete product informa- 
tion, asummary of which follows: 
Indications: Relief of anxiety and tension occurring alone or 
accompanying various disease states. ie 
Contraindications: Patients with known hypersensitivity to 
the drug. 

Warnings: Caution patients about possible combined effects 
with alcohol and other CNS depressants. As with all CNS- 
acting drugs, caution patients against hazardous occupa- 
tions requiring complete mental alertness (e.g., operating 
machinery, driving). Though physical and psychological 
dependence have rarely been reported on recommended 
doses, use caution in administering to addiction-prone indi- 
viduals or those who might increase dosage; withdrawal 
symptoms (including convulsions), following discontinuation 
of the drug and similar to those seen with barbiturates, have 
been reported. Use of any drug in pregnancy, lactation, or 
in women of childbearing age requires that its potential 
benefits be weighed against its possible hazards. 
Precautions: In the elderly and debilitated, and in children 
over six, limit to smallest effective dosage (initially 10 mg 
or less per day) to preclude ataxia or oversedation, increas- 
ing gradually as needed and tolerated. Not recommended in 
children under six. Though generally not recommended, if 
combination therapy with other psychotropics seems indi- 
cated, carefully consider individual pharmacologic effects, 
particularly in use of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe usual precautions in 
presence of impaired renal or hepatic function. Paradoxical 
reactions (e.g., excitement, stimulation and acute rage) have 
been reported in psychiatric patients and hyperactive 
aggressive children. Employ usual precautions in treatment 
of anxiety states with evidence of impending depression ; 
suicidal tendencies may be present and protective measures 
necessary. Variable effects on blood coagulation have been 
reported very rarely in patients receiving the drug and oral 
anticoagulants; causal relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia and confusion may 
occur, especially in the elderly and debilitated. These are 
reversible in most instances by proper dosage adjustment, 
but are also occasionally observed at the lower dosage 
ranges. In a few instances syncope has been reported. Also 
encountered are isolated instances of skin eruptions, edema, 
minor menstrual irregularities, nausea and constipation, 
extrapyramidal symptoms, increased and decreased libido 
—all infrequent and generally controlled with dosage reduc- 
tion; changes in EEG patterns (low-voltage fast activity) 
may appear during and after treatment; blood dyscrasias 
(including agranulocytosis), jaundice and hepatic dysfunc- 
tion have been reported occasionally, making periodic blood 
counts and liver function tests advisable during protracted 
therapy. 

Supplied: Librium® Capsules containing 5 mg, 10 mg or 

25 mg chlordiazepoxide HCl. Libritabs® Tablets containing 
5 mg, 10 mg or 25 mg chlordiazepoxide. 


‘lo relieve - 
obstructive anxiety 
consider 
librium 
(chlordiazepoxide HCI) 


10-mg, 25-mg capsules 
Up to100 mg daily for severe anxiety 


fa 
5 
i 
as 
g í 
5 

As 
5 
i 
A 





She just doesn’t respond to 
things. No interest. No energy. 
Discouraged. 

It may be mild depression. 
She needs help...and she needs it 
now. 

Counsel and reassurance 
may suffice. But if you decide 
supportive medication is indi- 
cated, Ritalin can offer prompt 
benefit. 





Ritalin usually begins to act 
with the very first dose...boosts 


spirits and brightens mood...helps 
the patient get moving again. And 
Ritalin is generally well tolerated, 


even by older and convalescent 


patients. However, Ritalin should 
not be used for severe depression. 


When Ritalin works, one 
prescription may be enough... 
to help provide an answer to mild 
depression. 


(methylphenidate) 


helps the patient 
respond in mild depression“ 


Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 

Based on a review of this drug by the 
National Academy of Sciences-National 
Research Council and/or other information, 


FDA has classified the indication as follows: 
“Possibly” effective: Mild depression 

Final classification of the less-than-effective 
indications requires further investigation. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also 
contraindicated in patients known to be 
hypersensitive to the drug and in patients with 
glaucoma. 


WARNINGS 

Ritalin should not be used in children under 
six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. 
Although a causal relationship has not been 
established, suppression of growth (ie, weight 
gain and/or height) has been reported with 
long-term use of stimulants in children. 
Therefore, children requiring long-term 
therapy should be carefully monitored. 
Ritalin should not be used for severe depres- 
sion of either exogenous or endogenous origin 
or for the prevention of normal fatigue states. 
Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of 
anticonvulsants and Ritalin has not been 
established. If seizures occur, Ritalin should 
be discontinued. 

Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of 


*This drug has been evaluated as possibly effective for this indication. See brief prescribing information. 
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guanethidine. Use cautiously with pressor 
agents and MAO inhibitors. Ritalin may inhibit 
the metabolism of coumarin anticoagulants, 
anticonvulsants (phenobarbital, diphenylhy- 
dantoin, primidone), phenylbutazone, and 
tricyclic antidepressants (imipramine, des- 
ipramine). Downward dosage adjustments of 
these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to 
establish safe use of Ritalin during pregnancy 
have not been conducted. Therefore, until 
more information is available, Ritalin should 
not be prescribed for women of childbearing 
age unless, in the opinion of the physician, the 
potential benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or 
alcoholism, because such patients may 
increase dosage on their own initiative. 


Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be 
unmasked. Long-term follow-up may be 
required because of the patient's basic 
personality disturbances. 


PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS 

Nervousness and insomnia are the most 
common adverse reactions but are usually 
controlled by reducing dosage and omitting 

the drug in the afternoon or evening. Other 
reactions include: hypersensitivity (including 
skin rash, urticaria, fever, arthralgia, exfoliative 





dermatitis, erythema multiforme with 
histopathological findings of necrotizing 
vasculitis, and thrombocytopenic purpura); 
anorexia; nausea; dizziness; palpitations; 
headache; dyskinesia; drowsiness; blood pres- 
sure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; 
abdominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not 
been established, the following have been 
reported in patients taking this drug: leuko- 
penia and/or anemia; a few instances of scalp 
hair loss. 

In children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 


DOSAGE AND) ADMINISTRATION 

Adults 

Administer orally in divided doses 2 or 3 times 
daily, preferably 30 to 45 minutes before 
meals, Dosage will depend upon indication 
and individual response. 

Average dosage is 20 to 30 mg daily. Some 
patients may require 40 to 60 mg daily. In 
others, 10 to 15 mg daily will be adequate. The 
few patients who are unable to sleep if medica- 
tion is taken late in the day should take the 
last dose before 6 p.m. 


HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 

500 and 1000. 

Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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to sleep, perchance to dream. 
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TRICLOS: 


(triclofos sodium) 


POSSIBLY THE CLOSEST THING TO NORMAL SLEEP 
nor i l ) d y Triclos® (triclofos sodium) is the newest member of a class 

of hypnotics with over a 100 year record of safety and usefulness. 
Recent clinical studies show that patients on Triclos fall asleep 
rapidly and that sleep is well-maintained.! Because sleep induction 
is rapid and of moderate duration there is little hangover. 
Side effects are minimal. In these studies it was observed that tolerance 
did not develop. Triclos is not a barbiturate or methaqualone. 


DOES NOT DISTURB NORMAL SLEEP STAGES 


Normal periods of dreaming sleep (REM) and deep sleep (Stage 4), 
as measured by electroencephalographic studies, are altered by 

many drugs.” The exact clinical significance of these changes is unknown. 
However, it is thought that REM sleep and Stage 4 deep sleep are 

of special importance to sleep’s restorative value — since REM sleep 
has been related to restorative functions in the brain and Stage 4 

deep sleep to processes of tissue renewal and repair.* 


MANY HYPNOTICS REDUCE THE DURATION OF 
DREAMING AND/OR DEEP SLEEP:! 


flurazepam reduces Deep Sleep 

methyprylon reduces REM sleep 
glutethimide reduces REM and Deep Sleep 
barbiturates reduce REM and/or Deep Sleep 
methaqualone reduces REM sleep | 


TRICLOS DOES NOT DISTURB THESE STAGES OF SLEEP 
thereby providing a closer approximation of normal sleep. 





p i s > e ine E ee References: 1. Data on file at Lakeside Laboratories. 
o O O O 2. Hartmann, E,, Biological Psychiatry; 1:243-258 (1969). 
~ OOO CB. Haider, I and Oswald, I; British Med. J.; 3:318-322; (May 9) 1970. 





4. Kales, A.; Sleep Physiology and Pathology; p. 333-335; J. B. Lippincott; 1969. 


iclos is a hypnotic agent Most insomnias will be of brief duration 
of insomnia. and therefore long term chronic adminis- 
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First day in the hospital 

and all efforts will be directed 
toward returning her 

to the community. 


For psychotic patients with mixed anxiety- 
depression, Mellaril has been found useful to help 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 


MELLARIL 


(THIORIDAZINE) 


TABLETS: 25 mg., 50 mg., 100 mg., 150 mg., and 200 mg. 
thioridazine HCI, U.S.P. 


helps in the management of 
psychotic patients with mixed 
anxiety-depression 


Before prescribing or administering, see Sandoz literature for full product 
information. The following is a brief summary. 


Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 


Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaun- 
dice) to phenothiazines. Phenothiazines are capable of potentiating 
central nervous system depressants (e.g., anesthetics, opiates, al- 
cohol, etc.) as well as atropine and phosphorus insecticides. Dur- 
ing pregnancy, administer only when the potential benefits exceed 
the possible risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic pa- 
tients, anticonvulsant medication should also be maintained. Pig- 
mentary retinopathy may be avoided by remaining within the rec- 
ommended limits of dosage. Administer cautiously to patients par- 
ticipating in activities requiring complete mental alertness (e.g., 
driving), and increase dosage gradually. Orthostatic hypotension 
is more common in females than in males. Do not use epinephrine 
in treating drug-induced hypotension since phenothiazines may in- 
duce a reversed epinephrine effect on occasion. Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric 
conditions. 

Adverse Reactions: Centra/ Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkin- 
sonism and other extrapyramidal symptoms; nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and head- 
ache. Autonomic Nervous System—Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, 
and pallor. Endocrine System—Galactorrhea, breast engorgement, 
amenorrhea, inhibition of ejaculation, and peripheral edema. Skin- 
Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—A single case described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions—Erythema, exfolia- 
tive dermatitis, contact dermatitis. Blood Dyscrasias—Agranulocy- 
tosis, leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic 
anemia, pancytopenia. A//ergic Reactions—Fever, laryngeal edema, 
angioneurotic edema, asthma. Hepatotoxicity—Jaundice, biliary 
stasis. Cardiovascular Effects—Changes in terminal portion of elec- 
trocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine); these appear to be re- 
versible and due to altered repolarization, not myocardial damage. 
While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest 
have occurred in patients showing characteristic electrocardio- 
graphic changes while taking the drug. While proposed, periodic 
electrocardiograms are not regarded as predictive. Hypotension, 
rarely resulting in cardiac arrest. Extrapyramidal Symptoms —Akathi- 
sia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigid- 
ity, and akinesia. Persistent Tardive Dyskinesia—Persistent and 
sometimes irreversible tardive dyskinesia, characterized by rhyth- 
mical involuntary movements of the tongue, face, mouth, or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements) and sometimes of extremities may occur on 
long-term therapy or after discontinuation of therapy, the risk be- 
ing greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. 
Syndrome may be masked if treatment is reinstituted, dosage is 
increased, or antipsychotic agent is switched. Fine vermicular 
movements of tongue may be an early sign, and syndrome may 
not develop if medication is stopped at that time. Endocrine Dis- 
turbances—Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others—Hyperpy- 
rexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar 
skin-eye syndrome marked by progressive pigmentation of skin 
Or conjunctiva and/or accompanied by discoloration of 
exposed sclera and cornea; stellate or irregular opacities 

of anterior lens and cornea; systemic lupus erythema- 

tosus-like syndrome. 73-824R SANDOZ 


SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 
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Legal and Ethical Aspects of Behavior Control 


BY SEYMOUR L. HALLECK, M.D. 


There is anew climate of concern over the power of psy- 
chiatrists to shape behavior—a question made more criti- 
cal by the increasing effectiveness of psychiatric treat- 
ment, including the use of drugs and the new behavior 
therapy techniques. The author focuses his discussion on 
the need for truly informed consent and the safeguards 
(including the use of a monitoring agency) that should be 
applied in those instances where the patient does not con- 
sent to the treatment but where the three criteria of dan- 
gerousness, treatability, and incompetence are obviously 
present. If psychiatrists are to respond to the new pres- 
sures, they must develop a system of internal regulation 
that will satisfy not only their own needs but the needs of 
patients and the general public. 


FOR MORE THAN A DECADE, the practice of involuntary 
and indeterminate commitment of the mentally ill has 
been rigorously criticized by those who fear that psychia- 
trists are too arbitrary in depriving people of liberty. 
More recently the use of treatments such as lobotomy, 
behavior therapy, and drug therapy has been questioned 
on the grounds that such treatment deprives the patient 
of the right to choose his own course of action (1-3). The 
new critiques go beyond questioning the imposition of 
treatment upon involuntary patients. Some treatments 
offered to voluntary patients are also being attacked as 
repressive and dehumanizing. A few critics even fear that 
the psychiatric profession has involved itself in a gigantic 
conspiracy to control the behavior of citizens who deviate 
from social norms (4). 

In the new climate of concern over the powers of psy- 
chiatrists to shape behavior, there is a real likelihood that 
treatment decisions psychiatrists have come to view as 
routine medical decisions will be rigorously challenged by 
the courts. In one jurisdiction, for example, a judge re- 
cently upheld the argument of a plaintiff who asked the 
court to restrain state hospital doctors from giving him 


Dr. Halleck is Professor of Psychiatry, School of Medicine, University 
of North Carolina, Chapel Hill, N.C. 27514. 


phenothiazines. Decisions such as this, which I believe 
will become common, raise critical questions as to the fu- 
ture practice of psychiatry. 

If psychiatrists wish to continue to practice in an effec- 
tive manner, I am convinced they must develop a system 
of internal control and monitoring of psychiatric prac- 
tices that will protect the rights of patients and still 
make it possible to treat those who will benefit from 
treatment. 


THE POTENTIALITIES OF BEHAVIOR CONTROL 


The new fear of psychiatric treatment is best under- 
stood in terms of the concept of behavior control. Perry 
London has defined behavior control quite simply as get- 
ting people to do someone else’s bidding (5). I would like 
to expand slightly on this definition. Most psychiatric 
treatments are designed to change the patient’s behavior. 
In its broadest sense behavior control can be viewed as a 
special form of behavioral change. It is treatment im- 
posed on or offered to the patient that to a large extent is 
designed to satisfy the wishes of others. Such treatment 
may lead to the patient’s behaving in a manner which sat- 
isfies his community or his society. Of course, behavioral 
change that satisfies the wishes of others may also satisfy 
many of the wishes of the patient. For reasons that will 
become clear later, it is sometimes necessary to include 
even this category of behavior change under the heading 
of behavior control. 

The question of behavior control has been made more 
critical by the growing effectiveness of psychiatric treat- 
ment. The newer drugs and new behavior therapy tech- 
niques make it possible to change behavior in a relatively 
efficient and rapid manner. Long-term psychotherapeutic 
techniques can, of course, also modify behavior. How- 
ever, traditional psychotherapy works slowly. It gives the 
patient time to contemplate the meaning of behavioral 
change and to resist such change. It also offers the patient 
the opportunity to learn to behave in ways which do not 
meet the needs of others. Some traditional psycho- 
therapists even welcome changes that leave the patient 
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ASPECTS OF BEHAVIOR CONTROL 


more aggressive, more rebellious, and perhaps more 
abrasive to those around him. (This may, of course, just 
be a variant of behavior control in which the patient does 
the bidding of his therapist rather than the bidding of 
members of his community.) | 
. Biological and behavior therapies, on the other hand, 
seem to be peculiarly adaptable to serving the needs of 
society. Lobotomy, electric shock, and tranquilization 
are likely to increase conformity and to decrease asser- 
tiveness. Behavior therapies are used somewhat more 
flexibly. Some forms of behavior therapy may help the 
patient develop greater assertiveness. In practice, how- 
ever, there is little evidence that they have been used to 
promote assertiveness. Biological and behavior therapies 
also work quickly. They can be used without giving the 
patient a chance to contemplate the meaning of his be- 
havior. Once the patient agrees to or is coerced into treat- 
ment, he is unlikely to consider the interpersonal or social 
causes of his behavior or the social consequences of his 
treatment. 

While recognizing that almost any psychiatric treat- 
ment can be a form of behavior control, E will focus this 


discussion on some of the more ethically controversial | 


therapies, including biological therapies (1.e., lobotomy, 
electric shock therapy, and drug therapy); behavior ther- 
apies (including aversive therapy, desensitization, and 
operant conditioning); and the use of physical or chemi- 
cal restraint. 

There are three classes of situations in which the impli- 
cations of behavior control will be considered. 

1. Situations in which the patient does not verbally 
consent to receive treatment. Sometimes the patient ver- 
bally (or physically) resists treatment. Sometimes he 
merely acquiesces without giving verbal consent. Usually 
these situations arise when the patient is civilly or crimi- 
nally committed. However, treatments can also be im- 
posed upon voluntary patients without their knowing 
about it. 

2. Situations in which the patient consents to treat- 
ment under some duress. These situations are most bla- 
tant when the patient is involuntarily committed, civilly 
or criminally, and is informed that certain actions that he 
might consider punitive will take place unless he consents 
to treatment. They also arise in a more subtle form when 
the patient’s family or community pressure him into ac- 
cepting treatment either through threats of sanction or 
threats of withdrawal of love or status. 

3. Situations in which the patient consents to treat- 
ment or may even request treatment. At present these sit- 
uations are the least controversial, but in the long run 
they may raise the most complex ethical questions for 
our profession and our society. 


THE NONCONSENTING PATIENT 


Nonconsenting treatment is most likely to be imposed 
upon those who are civilly committed as mentally ill or 
who are criminally committed and are later certified psy- 
chotic. In such situations it is usually assumed that the 
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patient desperately needs to be treated but is too con- 
fused to understand what is best for him. 

Currently electric shock, lobotomy, and drug therapy 
are used with some frequency in treating nonconsenting 
patients. Behavior therapy is used somewhat less fre- 
quently. For example, aversive therapy (with some 
troubling exceptions) is not regularly used with non- 
consenting patients. The use of operant methods with the 
nonconsenting patient, however, is more common. Some 
patients are required to live in units where a token system 
that rewards socially approved behavior is enforced with- 
out the patient’s ever having agreed to participate in such 
a program. Behavior-shaping programs are also used in 
more traditional hospital wards without consultation 
with the patient and therefore without his consent. In 
such instances the staff merely decides what types of be- 
havior it wishes to reinforce and creates an environment 
that provides such reinforcement. Since there is no in- 
formed consent here, the treatment can be viewed as 
coercive. 

I do not feel there is ever any ethical justificdtion for 
deceiving the patient. All patients, even the- most dis- 
turbed, should be informed of what will be done to them, 
why it will be done, and what effects the treatment is 
likely to have. If after having such information, the 
patient still does not consent to treatment, coercive treat- 
ment is justified only if the following sets of conditions 
are met: 

First, the patient must be judged to be dangerous to 
himself or others. In the case of civilly committed 
patients, this judgment has often been made in the proc- 
ess of commitment. 

Second, those who are providing treatment must be- 
lieve there is a reasonable probability that treatment will 
be of benefit to the patient as well as to those around him. 

Third, the patient must be judged to be incompetent to 
evaluate the necessity for treatment. 

It should be obvious that each of these criteria calls for 
highly value-laden and sometimes arbitrary judgments. 
Without embarking on a prolonged discussion of dan- 
gerousness, it may be sufficient to note that psychiatrists 
have modest skills in predicting dangerousness to self and 
quite limited skills in predicting dangerousness to oth- 
ers (6); in both instances we tend to overdiagnose dan- 
gerousness. : 

With regard to the issue of treatment, too often the 
only criterion used in evaluating the helpfulness of a 
treatment is whether it makes the patient more placid. 
There is an implied assumption that if the patient ceases 
to be abrasive, he will benefit from the favorable reac- 
tions of others and will feel better. The words “help” or 
“treatment” in this context should mean something more 
than docility. As a result of treatment the patient should 
experience a greater sense of psychological well-being, 
and his feeling better should not be totally dependent on 
the reactions of those who initially disapproved of his be- 
havior. The doctor who treats should have a reasonable 
belief that the treatment imposed will produce changes 
that it can be assumed the patient might have sought if he 
had been more rational. 


Decisions as to the patient’s competency to evaluate 
the usefulness of treatment are also difficult to make. 
There are many patients who are too confused to under- 
stand that certain potentially frightening treatments 
might be helpful to them. But there is at the same time 
ample evidence that psychiatrists tend to overdiagnose 
incompetency (7). Many patients who resist psychiatric 
treatment, including some severely handicapped persons, 
may be making quite rational decisions. The patient’s 
competency to understand the usefulness of treatment 
should be evaluated in rather straightforward terms. I 
would suggest that to be competent in this situation, the 
patient need only appreciate the possible results of being 
treated and the possible results of not being treated. 

There is little problem justifying coercive treatment if 
all three criteria of dangerousness, treatability, and in- 
competence are obviously present. In some rare in- 
stances, however, imposition of treatment upon non- 
consenting patients might be desirable if only two of the 
three criteria were met. This is a highly controversial is- 
sue. Should a very dangerous incompetent person be in- 
voluntarily treated even when considerable doubt exists 
as to the efficacy of treatment? Should a highly treatable 
incompetent person be involuntarily treated if he is not 
dangerous? Or should a highly dangerous, easily treat- 
able person who is competent to resist treatment ever be 
treated against his will? Each of these questions could be 
debated endlessly. There can be no standard formula for 
answering them; the most that can be said here ts that the 
psychiatric profession and society need to thoroughly 
consider these questions whenever an involuntary treat- 
ment decision is being made. 

The decision to impose treatment upon a non- 
consenting patient requires extraordinarily complex med- 
ical and ethical judgments. I do not believe that such de- 
cisions should be made by a single doctor except in 
emergencies. For that matter, such decisions should not 
be made by groups of doctors working in the same insti- 
tutional setting without the benefit of some outside moni- 
toring and feedback. 

I propose that any treatment recommendation for non- 
consenting patients involving brain surgery, electric 
shock therapy, prolonged use of tranquilizers, or behav- 
ior therapy be reviewed and approved by a monitoring 
agency. A board consisting of one of the therapists who 
recommended treatment, a psychiatrist who is affiliated 
with the institution (who ideally should represent a differ- 
ent school of thought than the doctor who made the rec- 
ommendation), and an attorney should review and pass 
on the desirability of each therapeutic recommendation. 
Ideally, the consulting psychiatrist and the attorney 
should be replaced by new people at regular intervals so 
that there is less danger of stagnant attitudes and collu- 
sion. 

Under this plan I would find nothing objectionable in 
the nonconsenting patient’s requesting that his privately 
hired psychiatrist and/or attorney also participate in 
these proceedings. If the case for treatment is good, even 
the patient’s own agents should concur in the recommen- 
dation. If the case for treatment is weak, an adversary 
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procedure might help in making the right decisions. 

The kind of review board I am recommending would 
certainly add to the administrative burdens of psychiatric 
treatments and could conceivably be expensive. However, 
its advantages outweigh these deficits. First of all, such an 
approach would give patients a greater sense of safety 
and security. It would serve as a message to society that 
even the most disturbed individuals are not to be sub- 
jected to behavior control without careful consideration. 
The existence of such a board would encourage doctors 
to be more precise and thoughtful in making recommen- 
dations for treatment. Finally, this approach would con- 
tinue to leave medical decisions primarily in the hands of 
doctors and in the long run would diminish the possibility 
that treatment decisions might be made by the courts. 

It must be emphasized that emergency situations 
would have to be excluded from committee review. When 
the patient is so disorganized that his life or the physical 
well-being of those around him is threatened, there is not 
time to review treatment decisions. The committee would 
become involved only if the physician wished to continue 
involuntary treatment after the emergency situation had 
passed. An arbitrary period of time for invoking com- 
mittee review of what were initially emergency treatment 
decisions might be two weeks. In 14 days most “life or 
death” issues will have been resolved and treatment deci- 
sions can be reviewed with due regard to the patient’s 
rights. 


CONSENT UNDER DURESS 


The ethical problems involved in treating patients who 
consent to treatment under pressure are almost as ex- 
cruciating as those involving patients who do not consent. 
One immediate problem is assessing the nature of the 
pressure imposed upon the patient. Pressure to consent 
may be quite subtle. Often the patient’s family or com- 
munity may threaten loss of love or sanctions if the 
patient does not enter a hospital and cooperate in receiv- 
ing certain treatments. 

The authority of the doctor is also a powerful influ- 
ence, Most people will take the advice of doctors even if 
they fear that the consequences of such passivity might 
not be in their own interests. Unfortunately, some doc- 
tors are unnecessarily authoritarian. Sometimes they 
enunciate or imply, without good reason, that terrible 
consequences will befall the patient if he does not consent 
to a certain treatment. Sometimes the patient is not fully 
informed as to alternative treatments that might be avail- 
able. 

The ethical issues involved in consent under subtle 
pressure are in many ways similar to those tnvolved when 
the patient consents willingly. These will be discussed 
later. [t should be stated here, however, that when the 
patient is reluctant to undergo treatment, the doctor has 
an ethical obligation not to frighten or threaten him. He 
should also provide the patient with all possible informa- 
tion as to the effects of the treatment he is recommending 
and as to the possibilities of alternative treatments. 
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Consent obtained under severe and direct pressure is a 
-different matter. Sometimes patients in mental hospitals 
are told (or correctly perceive) that they must undergo 


certain treatments if they are ever going to be released. In _ 


some correctional programs, particularly indeterminate 
programs for sexual and “psychopathic” offenders, the 
patient knows that release is primarily dependent upon 
his cooperation in treatment. If he accepts treatment the 
meaning of such “‘consent”’ is difficult to ascertain. 

The problem is poignantly illustrated in a recent film 
based on the novel A Clockwork Orange. A violent and 
sexually assaultive young man serving a long prison sen- 
tence is informed that he can be released in only a few 
weeks if he agrees to undergo a new treatment. He con- 
sents and is given a sophisticated form of aversive ther- 
apy that “cures”? him of his sexuality and aggressiveness. 
He leaves the prison a free man but finds himself unable 
to enjoy life or even to function effectively when deprived 
of his old behavior patterns. Eventually he is driven to at- 
tempt suicide. 

The film raises many ethical and political questions. 
Assuming that we can change people so drastically—and 
it is likely that we will soon be able to do so—do we have 
a right to alter human beings in a manner that so seri- 
ously impairs their capacity to choose? What if the 
patient’s assaultiveness was politically motivated? What 
would be the political consequences of “curing” the ag- 
gressivess of a Malcolm X or an Eldridge Cleaver? These 
are fascinating questions, but for our purposes here the 
most important questions are: “To what extent can we 
view the patient’s consent as freely chosen if the only al- 
ternative to consent is harsh punishment?” “Does the 
consent of a man who has no way of knowing what ef- 
fect the treatment will have upon him really mean very 
much?” 

As long as there are potentially dangerous individuals 
confined to prisons or hospitals and as long as new treat- 
ments are available that might change these individuals, 
the pressures of incarceration will motivate many of 
them to’ accept treatment, whether or not this is the con- 
scious intent of social agencies. Since many patients can 
and probably will benefit from such treatment, consent 
under pressure is not altogether undesirable. It would 
help, however, if in the process of motivating and treating 
such patients, certain rules were carefully followed. 

First, the patient should be given a clear explanation of 
the possible consequences of treatment. 

Second, the patient should be told. what other treat- 
ments are available and he should be given an opportu- 
nity to choose among them, rather than having only one 
treatment option open to him. 

Third, no special punishment should be imposed on the 
patient if he refuses treatment. His conditions of con- 
finement should never be made worse in order to per- 
suade him to accept treatment, nor should he be denied 
release from an institution if he improves without under- 
going treatment. 

Fourth, treatments to which the patient consents under 
direct threat of sanction, like treatments imposed upon a 
nonconsenting patient, should be reviewed and approved 
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by a committee that should include an attorney and at 
least one doctor not directly involved with the treatment. 


THE VOLUNTARY PATIENT 


The most fascinating and in some ways the most in- 
sidious aspect of behavior control involves truly volun- 
tary patients who are neither treated without consent nor 
coerced into giving consent. People are usually unwilling 
to tolerate the psychological pain associated with anxiety 
or depression. If treatments that alleviate these unpleas- 
ant emotions are available, such treatments will be 
sought eagerly. The problem is that, while alleviation of 
suffering through treatment may serve the patient’s 
short-term needs, the behavioral changes produced by~ 
treatment may not serve the patient’s long-term needs 
and may eventually be of more value to those around him 
than to the patient himself. By gratifying a short-term 
need for comfort, the patient may find himself in a situ- 
ation where his long-term needs for power, autonomy, 


‘and status are compromised. 


This concept can be dramatized by considering the use 
of heroin in the ghetto. Heroin usage is a highly effective, 
albeit short-lived and dangerous, treatment for human 
despair. Many oppressed blacks use heroin to make life 
tolerable, to add meaning to life, or to blot out the psy- 
chological suffering resulting from poverty and discrimi- 
nation. The drug is not forced upon them; rather, they 
seek it eagerly. The immediate effect of heroin is to make 
the user feel better. But in the long run the willing use of 
this drug strengthens the position of those who oppress 
blacks. The contentment and euphoria produced by her- 
oin diminishes the militancy of the user and makes him 
less likely to do anything to change his situation. 

The psychiatrist is usually called upon to treat symp- 
toms that have less powerful political implications than 
the militancy of oppressed blacks. Nevertheless, treat- 
ment of common psychiatric symptoms has important 
implications for the patient’s relationship to his environ- 
ment and to the ethics of behavior control. Symptoms 
can be viewed as signals or as efforts on the part of an in- 
dividual to communicate personal distress to his environ- 
ment. A person is viewed as having a symptom if he be- 
haves in a manner that reveals he is anxious, depressed, 
confused, or angry. The behavior tends to be viewed as 
abnormal because the basis for the behavior is not ap- 
parent either to the patient or to those around him. Yet 
such behavior often arises from a need to influence and 
attempt to change what the patient perceives as an op- 
pressive environment. 

Symptoms always elicit some response from the 
patient’s environment. Often they have a powerful influ- 
ence. The husband of the frigid wife must deal with his 
partner’s unresponsiveness. The community must re- 
spond to the aggressive child’s delinquency. There is no 
way of knowing the extent to which any symptomatic be- 
havior is an effort to influence an oppressive environment 
and to what extent it is an autonomous happening that 
has little social meaning. It is likely, however, that even | 


the sickest person who suffers profoundly is in part seek- 
ing to change his environment. To the extent that we treat 
and extinguish behaviors that are designed to influence 
the environment which is bothering the patient, we tend 
to preserve the stability of social systems and risk becom- 
ing agents of the status quo. 

In the case of voluntary as well as involuntary treat- 
ments, it is the biological and behavioral therapies that 
have the most significant ethical implications. In tradi- 
tional psychotherapy (individual, family, or group) con- 
siderable effort is made to help the patient understand the 
meaning of his symptom. If he is aware of the manner in 
which his environment may be oppressing him, the 
patient at least has the option to do something about 
changing his environment. Biological therapies and be- 
havior therapies, however, do not expand awareness. As a 
matter of fact, their principal merit is that they can be 
used efficiently and impersonally without the necessity to 
deal with the troubling implications of what the patient’s 
behavior might mean. They can be superior instruments 
of behavior control without the slightest pretense of coer- 
cion. 

This issue has profound implications for psychiatric 
practice. The overwhelming majority of patients accept 
biological and behavioral treatments without having suf- 
ficient information as to how these treatments may affect 
their future capacities. I believe the psychiatrist has an 
ethical responsibility to help the patient find this informa- 
tion. 

Except in emergencies, if the therapist is to use drugs 
or behavior therapy he should accompany such treatment 
with an effort to help the patient explore the meaning of 
his symptom. The patient should be encouraged to seek 
an awareness of the extent to which his symptom is an ef- 
fort to influence the environment and also to become 
aware of how the alleviation of the symptom might 
change his relationship to his environment. If a reason- 
able effort (perhaps only an hour or two of investigation) 
has been made to help the patient explore these variables, 
and if he still wants the biological or behavioral treat- 
ment, he should receive it. All of this is of course time- 
consuming and might impress some “‘hard-thinking”’ cli- 
nicians as too compulsively ethical. I would argue, how- 
ever, that efforts to increase the patient’s awareness of a 
social situation are not merely an ethical necessity but 


SEYMOUR L. HALLECK 


are also an essential part of good psychiatric treatment. 
The patient’s capacity to understand and then either to 
try to accept or to change his environment may in the 
long run be a greater force in promoting his psychologi- 
cal well-being than the sometimes temporary comfort he 
might obtain from symptomatic treatment. 

This does not mean that the physician should withhold 
treatment on the basis of the unproven assumption that 
to withhold it might be best for the patient in the long 
run. Rather, physicians should be committed to helping 
the patient make a rational choice as to the desirability of 
the treatment. I am convinced that the usefulness and 
reasonableness of the patient’s choice will be positively 
correlated with the amount of accurate information, he 
has about himself and about the stressful factors in his 
environment. 


CONCLUSIONS 


While there are many people in our country who are 
wary of the psychiatrist’s power to control behavior, 
there are also many who would encourage psychiatrists 
to use their power to shape citizens in such a way that 
they are more conforming. I predict that psychiatrists 
will soon experience an increase in pressure from both 
groups. If we are to respond to these pressures rationally 
and humanistically, we must familiarize ourselves with 
the legal and ethical implications of behavior control. 
And we must develop a system of internal regulations of 
Our activities that will satisfy the needs of our patients, 
ourselves, and the general public 
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Minor Physical Anomalies and Plasma Dopamine-Beta-Hydroxylase 


Activity in Hyperactive Boys 


BY JUDITH L. RAPOPORT, M.D., PATRICIA O. QUINN, M.D., AND FRIEDHELM LAMPRECHT, M.D. 


In a group of 76 hyperactive boys, the presence of 
multiple minor physical anomalies {stigmata} was asso- 
ciated with severity of hyperactivity and with a history of 
childhood hyperactivity in the father or a history of early 
obstetrical difficulty in the mother. In addition, children 
with high stigmata scores had higher than normal mean 
plasma dopamine-B-hydroxylase (DBH)} activity. DBH 
was not related to behavioral activity ratings but specifi- 
cally to stigmata score. Both imipramine and methyl- 
phenidate significantly increased plasma DBH activity; 
however, clinical improvement did not parallel this 
change. The authors suggest that these children are an 
important subgroup within the behaviorally defined, het- 
erogeneous population of hyperactive children. 


IN RECENT YEARS considerable attention has been paid to 
the syndrome of hyperactivity, or minimal brain dysfunc- 
tion, in grade-school children and to the response of this 
group to stimulant medication (1-3). The diagnostic 
grouping of children with the assortment of presenting 
complaints of motor restlessness, distractibility, aggres- 
sivity, impulsivity, learning problems, and clumsiness 
has been severely criticized (4, 5) on the grounds that this 
is a heterogeneous and vague population that should not 
be assembled under a single diagnostic label. The symp- 
toms just described may accompany many conditions in- 
cluding childhood psychosis and major neurological dis- 
ease. For populations that exclude patients with these 
two types of disorders, some attempts at subgrouping 
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have been made on the basis of familial occurrence of the 
difficulties (2,6). The frequent dramatic response to 
stimulant medication has led investigators to speculate 
on the likelihood of a “biologic variant” (7) or on the 
possibility of a genetically controlled metabolic defect 
involving some abnormality of catecholamine metabo- 
lism for at least a subgroup of this large population of 
deviant children (2, 8). 

In 1968 Waldrop, Pedersen, and Bell (9) reported an 
increased incidence of minor physical anomalies (stig- 
mata) among a normal nursery school population, in 
those children having higher than normal levels of activ- 
ity and aggressivity. Since then, they have replicated 
these findings in a series of four additional studies of nor- 
mal and clinical populations (10), as have others (11). 
Interrater reliability and age norms for stigmata scores 
have been established from infancy through age 12. 

Plasma dopamine-@-hydroxylase (DSH) is the final 
enzyme in the biosynthesis of norepinephrine (12). Be- 
cause proportional release of norepinephrine and DH 
has recently been demonstrated (13) and because greater 
amounts of the enzyme are found to be present after 
immobilization, stress (14), or work (15), changes in 
DH activity might reflect changes in peripheral sym- 
pathetic nervous system activity, whereas baseline levels 
appear to be largely under genetic control (16-18). 

In this study we were interested in examining the rela- 
tionship of both DEH and stigmata to activity level and 
behavior within the sample and in attempting a definition 
of clinical subgroups within the larger patient population. 


METHOD 


The sample consisted of 76 boys between the ages of 
six and 12 years (mean = 8.9 years) who were referred 
by suburban area schools and pediatricians because of 
distractibility, motor restlessness, and impulsivity that 
had persisted for at least two years and were of sufficient 
concern to warrant medical intervention. Other criteria 
for inclusion in the study were: full-scale IQ above 80 
(mean = 98), absence of known neurological disorder, 
and no previous drug treatment. Additional selection was 
for middle-class status (mean family income = $18,000 
per year) and willingness to participate in a longitudinal 


TABLE 1 
Anomalies and Scoring Weights for Obtaining the Stigmata Scores 


Anomaly Scoring Weight 
Head 
Head circumference 
More than 1.5 standard deviations 2 
] to 1.5 standard deviations I 
“Electric” hair 
Very fine hair that will not comb down 2 
Fine hair that ts soon awry after combing ] 
Two or more whorls 0 
Eyes 
Epicanthus 
Where upper and lower lids join at the nose, point of union is: 
Deeply covered 2 


Partly covered l 
Hypertelorism i 
Approximate distance between tear ducts: 
1.5 inches 2 
1.25 to 1.5 inches 


pan 


Ears 
Low-set 
Bottom of ears in line with: 

Mouth (or lower) 2 

Area between mouth and nose 1 
Adherent lobes 

Lower edges of ears extend: 

Upward and back toward crown of head 

Straight back toward rear of neck 
Malformed 
Asymmetrical 
Soft and pliable 

Mouth 
High palate 
Roof of mouth: 

Flat and narrow at the top I 
Furrowed tongue | 
Smooth-rough spots on tongue 0 

Hands 
Fifth finger 
Markedly curved inward toward other fingers 
Slightly curved inward toward other fingers 
Single transverse palmar crease 
Index finger longer than middle finger 
Feet 
Third toe 
Definitely longer than second toe 
Appears equal in length to second toe 
Partial syndactyly of two middle toes 
Gap between first and second toe (approximately | /4 inch) 


O — mu mee BQ 


Co — 


town voh Á ND 


study. It should be stressed that since distractibility was 
the chief presenting complaint for some of the children, 
about 15 percent of the sample was not characterized by 
extreme motor restlessness. 

During the initial evaluation, a stigmata score was ob- 
tained for the anomalies shown in table 1, using the scor- 
ing system of Waldrop and associates (9, 10). With their 
scoring system these researchers have reported interrater 
reliability correlations between .70 and .96, and they have 
established age norms based on examination of more 
than 300 children. 


Behavior ratings were obtained from the teachers and 
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parents, using a teacher rating scale (19) and a symptom 
questionnaire for parents (20). The teacher rating scale 
has five behavioral factors. Factor IV, “hyperactivity,” 
contains the following items: constantly fidgeting; hums 
and makes other odd noises; restless or overactive; ex- 
citable, impulsive; disturbs other children; and teases 
other children or interferes with their activities. Factor I, 
“conduct problem,” contains these items: sullen or sulky; 
quarrelsome; acts “smart”; is destructive; steals; lies; has 
temper outbursts and explosive and unpredictable behav- 
ior; shows no sense of fair play; submissive’; defiant; im- 
pudent; stubborn; and uncooperative. The individual 
items are given weighted scores ranging from 0 (“not at 
all’) to 3 (“very much”), and the items are summed to 
give a total factor score. 

A medical history form including family history of 
learning and behavior disorders and obstetrical data was 
completed by a parent (usually the mother), and both the 
teacher’s and parent’s forms were scored upon com- 
pletion of the study, so that the stigmata scoring was 
done without knowledge of the clinical data. 

A sample of venous blood was obtained from each sub- 
ject during initial screening and was prepared by the 
method described by Wyatt and associates (21). The 
plasma preparations were then coded and assayed by a. 
different investigator (F.L.), who was unaware of the clin- 
ical data. 

DEH activity was measured by a coupled enzyme assay 
described elsewhere (22), but with a modified pH of 5.5. 
Results were expressed in units (1 unit = | nanomole of 
phenylethanolamine formed/hour/ml. plasma). 

Children were randomly assigned to an imipramine, 
methylphenidate, or placebo treatment group. Mean 
daily dosages of 80 mg. of imipramine and 20 mg. of 
methylphenidate were administered. The DSH and clini- 
cal measures were repeated after six weeks of treat- 
ment (23). 


RESULTS 
Stigmata Score and Behavior Rating 


Stigmata scores ranged from 0 to 10, with a mean for 
the entire patient group of 3.58 (SD = 2.4). The presence 
of stigmata was positively associated with scores on the 
“hyperactivity” and “conduct problem” scales of the 
teacher rating scale. The product-moment correlation be- 
tween stigmata and “hyperactivity” was .28 (p < .01) 
and between stigmata and ‘“‘conduct problem,” .35 
(p < .005). 


Stigmata Score and Medical History 


A striking finding was the association of high stigmata 
with a history of obstetrical difficulties in the mother. 
Nineteen mothers reported obstetrical complications, in- 
cluding bleeding (nine women), toxemia (six), premature 
birth (two), Caesarean section (two); one for placenta 
praevia and one for fetal distress. As shown in table 2, 


'This score is to be subtracted from the sum. 
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TABLE 2 
Stigmata Score and History of Obstetrical Complications {N=68 }* 


Weighted Obstetrical No Obstetrical 
Stigmata Score Complications Reported Complications Reported 
5 or more 10 9 

Less than 5 9 40 


* Data were unavailable for eight patients. 


TABLE 3 


Stigmata Score and Paternal History of Childhood Behavior 
Problems (N=69}* 


Weighted Paternal History No Paternal History 
Stigmata Score of Hyperactivity of Hyperactivity 

5 or more 9 12 

Less than 5 9 39 


* Data were unavailable for seven patients. 


ten of these women had offspring with stigmata scores of 
5 or above (chi square = 7.98, df = 1, p < .O1).’ 

In addition, a high stigmata score was associated with 
the father’s history of childhood behavior disorders. As 
shown in table 3, of 18 fathers reporting such difficulty, 
nine had children with stigmata scores of 5 or above (chi 
square = 4,39, df = 1, p < .05). 

Stigmata scores did not correlate significantly with the 
patient’s age, IQ, or the mother’s age at the time of deliv- 
ery (r = .19, .13, and .04 respectively). 


Plasma D8H and Stigmata 


Plasma DSH assays were completed for 72 patients be- 
fore drug treatment. The plasma activity had a wide 
range, from 0 to 1,695 units, as has been reported for nor- 
mal children in this age range (18). There was no signifi- 
cant correlation between DEH and age (r = .02) in our 
sample; this finding has also been reported else- 
where (18). The measure was highly stable for any given 
individual, however; the product-moment correlation be- 
tween baseline and six-week plasma DSH activity for the 
placebo treatment group was .97. As shown in figure 1, 
plasma DSH had a significant positive relationship with 
stigmata scores; the product-moment correlation was .38 
(p < .01).° | 


Since this study was completed, Ms. Mary Waldrop has reviewed the 
data on 130 children in a longitudinal study conducted by the Chil- 
dren’s Research Branch of NIMH. Of 22 mothers interviewed during 
the eighth month of pregnancy who reported bleeding during the first 
trimester, 17 produced children with a greater than average number of 
minor physical anomalies (24). 


*The positive correlation between plasma D8H and weighted stigmata 

score has been replicated with an additional 21 children seen at the 

clinic subsequently (r = .43, p < .02). DBH assays were performed by 

Drs. J. Thomas and M. Ziegler, Laboratory of Clinical Science, 
NIMH. 
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FIGURE | 


The Scatter Plot and Regression Line for DBH Versus Stigmata 
(N= 72) 
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Plasma DBH and Drug Effect 


Plasma DH did not correlate significantly with rat- 
ings of “hyperactivity” or of “conduct problem” (r = .11 
and ~.06 respectively), indicating that within this popu- 
lation, activity level and associated stress was probably 
not a significant factor in accounting for the baseline 
level of plasma DSH activity. 

A total of 64 patients had D6H assay completed both 
pretreatment and posttreatment. Both medications sig- 
nificantly increased plasma DSH. As shown in table 4, 
the mean increase for imipramine was 19 percent and for 
methylphenidate, 23 percent; placebo had no significant 
effect. There was no relationship between increase in 
pulse or blood pressure and increase in DSH within either 
active treatment group. There was no significant relation- 
ship between physician’s global ratings of clinical im- 
provement and baseline level of or percentage change in 
DH for either the imipramine or methylphenidate treat- 
ment group (r = -.05 and -.06 respectively). Since the 
children with high stigmata were randomly assigned to 
the three treatment groups, and their number in each 
group was smali, we were unable to make a separate 
statement about the relationship between clinical change 
and increase in DH with either medication for this sub- 
group. i 


TABLE 4 


RAPOPORT, QUINN, AND LAMPRECHT 


Pretreatment and Posttreatment Plasma DBH Activity Values for Placebo, Methylphenidate, and Imipramine Treatment Groups 


Pretreatment Posttreatment 
Group Number Mean Mean 
Placebo 15 561 581 
Methylphenidate 25 449 556 
[Imipramine 24 566 676 
DISCUSSION 


The finding of increased stigmata in the more active 
and aggressive children within our patient population 
replicates the previous findings of Waldrop and asso- 
ciates (9, 10). The association of these anomalies with a 
history of hyperactivity in the father or difficulty in early 
pregnancy in the mother suggests the possibility of a ge- 
netic disorder that may be mimicked (phenocopied) by a 
traumatic event in early pregnancy. It is likely that other 
clinical subgroups remain to be delineated, and elucida- 
tion of genetic factors influencing hyperactivity cannot be 
done until these subgroups are carefully defined. 

Plasma DH derives mainly from peripheral nerves, 
and therefore the increased activity does not necessarily 
imply increased central DAH activity. Sincé peripheral 
synthesis of DSH may be partially under the control of 
the central nervous system (25), the higher levels of ac- 
tivity of circulating DSH might be a result of an altera- 
tion in the control by. the central nervous system of the 
sympathetic nervous system. The plasma increase may 
reflect a higher rate of secretion by the nerve endings or 
a decreased rate of clearance from the circulation. 

It should be stressed that the correlation between stig- 
mata and DSH and between stigmata and hyperactivity 
are low although significant, The lack of correlation be- 
tween DSH and hyperactivity may therefore be the result 
of sampling variation. 

The positive association between DSH and stigmata 
suggests that DSH elevation may be genetically con- 
trolled or, alternatively, that baseline level may be af- 
fected during fetal development. A study now in progress 
is examining the stigmata and DSH for the fathers of the 
children in our sample; it is hypothesized that both stig- 
mata and DH activity will be greater in those fathers of 
high-stigmata children with a history of childhood behav- 
ior disorder than in the fathers of those high-stigmata 
boys who may have suffered fetal injury. 

Preliminary analysis showed no significant relation- 
ship betwen baseline level of D@H activity or percentage 
increase in DSH and physician’s rating of clinical re- 
sponse to either drug. Nevertheless, these findings suggest 
that the investigation of catecholamine metabolism may 
be a fruitful area for future research with this population. 

The variety of children who appear at clinics for the 
treatment of hyperactivity is dismaying to both the re- 
searcher and the clinician. The clinically defined sub- 


Difference 
Mean + SD Percent Paired T Test Level of Significance 
20 + 22 3 89 n.s. 
107 + 35 23 3.06 p<.005 
110 + 38 19 2.91 p<.0l 


group described in this study accounts for more than one- 
third of the severely hyperactive children in our sample 
and provides a new way to view other data, such as re- 
sponse to medication and follow-up status. It is hoped 
that with the high stigmata group identified, other sub- 
groups will be more easily recognized. 
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Directions: Each of the incomplete statements below is followed by five completions. Select the 


one that is BEST in each case. 


Question 1 The best available chemotherapeutic agent for the treatment of lysergic acid die- 


thylamide (LSD) overdose is 


(A) 
(B) 
(C) 
(D) 
(E) 


paraldehyde 
a phenothiazine 


none of the above 


a short-acting barbiturate 


chlordiazepoxide (Librium) 


Question 2 The agitated, confused patient with visual and auditory hallucinations and dyski- 
nesia, sometimes confined to the cheeks and tongue, presents a clinical picture 


characteristic of 


amphetamine psychosis 
bromide psychosis 
schizophrenia 
glutethimide intoxication 
levodopa toxicity 


(The Questions of the Month are from APA’s Psychiatric Knowledge and Skills 
Self-Assessment Program: A Stimulus to Self-Learning. The answers are sup- 
plied on page 401. References for the questions are supplied on page 408.) 
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Intelligence, Academic Achievement, and EEG Abnormalities in 


Hyperactive Children 


BY JAMES H. SATTERFIELD, M.D., DENNIS P. CANTWELL, M.D., RONALD E. SAUL, M.D., 


AND ALVIN YUSIN, M.D. 


The authors took EEG, neurological, psychological, and 
behavioral measures on 120 hyperactive children, 22 of 
whom were found to have EEG abnormalities. However, 
these children scored significantly higher on intelligence 
tests and other measures of cognitive performance than 
hyperactive children with normal EEGs. The authors 
caution that an abnormal EEG finding in hyperactive 
children should not be taken, in the absence of other data, 
to indicate a poor prognosis or the need for special educa- 
tion. The contrary was found to be true for the children in 
their sample who had the epileptiform-type EEG abnor- 
mality. 


SINCE THE HYPERACTIVE child syndrome was first de- 
scribed over 100 years ago, several investigators have 
outlined a syndrome that begins early in life, that is more 
common in boys, and that is characterized by over- 
activity, distractibility, impulsiveness, difficulty in peer 
relations, problems in discipline, and specific learning dif- 
ficulties (1-4). Terms like “minimal brain damage” and 
“minimal brain dysfunction” are often used to describe 
this syndrome, reflecting the assumption held by many 
clinicians that the etiology of this condition is some type 
of “brain damage.” The justification most frequently of- 
fered for the use of such terms is the fact that several 
studies have reported that these children have an in- 
creased incidence of abnormal EEG tracings and minor 
neurological findings (5-8). However, the evidence for in- 
ferring “brain damage” or “brain dysfunction” from 
EEG abnormalities and minor neurological findings in 
the absence of other information indicating neurological 
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dysfunction is questionable because: 1) normal children 
with no behavioral problems have these same EEG and ° 
minor neurological abnormalities (6-8), 2) most brain- 
damaged children do not fit the clinical picture of the hy- 
peractive child syndrome, and 3) many hyperactive chil- 
dren have normal EEG and neurological examination 
findings (5, 9, 10). Nevertheless, such findings alone are 
frequently accepted as evidence of brain damage or dys- 
function. 

Such a practice becomes of more than theoretical im- 
portance when it determines the treatment and services 
provided for such children. Freeman reported that “in 
some parts of the country an abnormal EEG has been 
made a legal requirement for admission to special educa- 
tion classes for the ‘brain damaged’ or ‘neurologically 
impaired’ ” (11). However, the relationship between the 
above described neurological indices of “brain dysfunc- 
tion” and the psychological and behavioral aspects of the 
hyperactive child syndrome is unclear. Do abnormal 
EEG and minor neurological findings indicate poorer in- 
tellectual functioning, greater impairment in learning, 
more severe behavior problems, or a poorer prognosis? 

This study was designed to answer some of these ques- 
tions by studying the relationship between: 1) EEG and 
neurological findings, and 2) behavioral problems and 
psychological test measures of academic achievement, in- 
telligence, and cognitive performance in a group of hy- 
peractive children defined by strictly behavioral criteria. 


METHOD 
Subjects 


One-hundred twenty hyperactive children referred to 
the Gateways Hospital Hyperkinetic Children’s Clinic 
were studied. All subjects were diagnosed as having the 
hyperactive child syndrome by behavioral criteria that re- 
quired evidence of hyperactivity, distractibility, ex- 
citability, and impulsivity as reported by parents and 
teachers. In addition they had to satisfy the following cri- 
teria: they had to be English-speaking boys between five 
and ten years of age who were currently attending school, 
to have normal vision and hearing, to have achieved a 
WISC Full Scale IQ score of 80 or above, to have re- 
ceived no medication for three months, and to have 
shown no evidence of gross neurologic disease. 

Results from a teacher rating scale and a parent rating 
scale were obtained on all subjects. The rating scale for 
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teachers consisted of 36 items related to classroom be- 
havior. The teacher recorded whether a child exhibited 
each item of behavior on a scale from zero to three in 
which zero designated not at all, one just a little, two 
moderately, and three very much. These individual items 
were then summed and divided by the number of items to 
obtain a mean behavioral severity score across all behav- 
ior items. 


Psychological Evaluation 


Each subject received psychological tests that sampled 
a wide range of abilities in the area of cognitive and mo- 
tor function. These tests included the Wechsler In- 
telligence Scale for Children (WISC), the Wide Range 
Achievement Test (WRAT), the Hlinois Test of Psycho- 
linguistic Abilities (ITPA), the Goodenough-Harris 
Drawing Test, the Bender-Gestalt Test, the Porteus 
Maze, and the Lincoln-Oseretsky Motor Development 
Scale. Testing and scoring were completed without 
knowledge of the clinical EEG findings. 


EEG and Neurological Evaluation 


Clinical EEGs were obtained using referential and 
bipolar montages and the 10-20 international system of 
electrode placement. Recordings of three to five minutes 
of hyperventilation were obtained for all subjects; spon- 
taneous drowsiness and light sleep were seen rarely. 

EEG records were classified ‘“‘borderline” if excessive 
slow-wave activity or sharp transients were noted that 
could not be clearly differentiated from: 1) movement, 2) 
artifacts generated by either electrode or machine, or 3) 
physiological patterns encountered tn normal drowsiness 
and light sleep. A record was classified “abnormal” if it 
contained either: 1) excessive slow-wave (theta or delta) 
activity, generally accompanied by fair to poor wave or- 
ganization (lack of rhythmicity) and development (re- 
duced amplitude of the EEG) and/or 2) frequent epilepti- 
form (sharp or spike wave) discharges. The organization 
of the EEG pattern was assessed during the most relaxed 
state of the subject, usually post-hyperventilation. Ab- 
normal patterns were classified as either epileptiform or 
excessively slow. The epileptiform or paroxysmal abnor- 
malities have a characteristic spike, sharp-wave, or spike- 
wave form. Any subject whose EEG demonstrated this 
abnormality was classified as having epileptiform waves 
regardless of the presence or absence of other types of 
EEG abnormalities. 

A structured neurological examination was obtained 
for all subjects and minor neurological abnormalities 
were systematically recorded. Minor abnormalities have 
been described in detail elsewhere (12). The neurological 
examination and EEG classification were carried out by 
one of us (R.E.S.) without knowledge of the results of the 
psychological testing. 


Classification According to Social Class 


The Duncan Scale of Occupational Status was used to 
determine the social class of all subjects. This is a scale 
based on the classification of the father’s occupation—or 
in absence of a father, of the mother’s occupation—into 
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TABLE | 


Summary of Significantly Different Mean Psychological Test Scores 
Based on Normal Versus Abnormal EEG Tracings 


EEG Groups 
Abnormal Normal 

Test (N =22) (N=63) Significance* 
WISC 

Full Scale 106 98 p<.05 

Verbal 103 97 n.s. 

Performance 108 100 p<.05 

Picture Arrangement 12.0 10.3 p<.05 

Coding 12.0 9.8 p<.0! 
ITPA 

Visual Association 35.6 31.6 p<.0l 

Visual Closure 38.0 34.2 p<.05 
Bender Error Score 

Perseveration—Common 13 .60 p<.00] 


*These differences were obtained by t test. 


one of the following six categories: unemployed, un- 
skilled laborer, skilled or semiskilled laborer, clerical, 
managerial or owner of own business, and professional. 
This classification was made without knowledge of the 
EEG, psychological, or behavioral data. 


RESULTS 


Sixty-three subjects (52.5 percent) had a normal EEG, 
35 (29 percent) a borderline abnormal EEG, and 22 (18.5 
percent) an abnormal EEG. Since the borderline EEG 
group included subjects who may or may not have had 
definite EEG abnormalities, data from this group were 
not analyzed. The mean age of the subjects with an ab- 
normal EEG was 98.1 months, and of those with normal 
EEGs 96.5 months. This difference in mean age was not 
statistically significant. The two groups were compared 
by t test on the basis of the battery of 81 psychological 
test scores. The hyperactive children with abnormal EEG 
findings performed significantly better on seven of the 81 
tests, whereas those with normal EEG findings did not 
perform significantly better on any of the psychological 
tests. It was found that the abnormal EEG group had sig- 
nificantly higher scores on the WISC Full Scale and Per- 
formance IQ and on two WISC subtests, Picture Ar- 
rangement and Coding (table 1). They also scored higher 
on the Visual Association and Visual Closure subtests of 
the ITPA and had significantly fewer perseveration error 
scores on the Bender. i 

Both parents and teachers rated the children with ab- 
normal EEGs across all behavioral items as being no 
more disturbed than those with normal EEGs. When the 
scores for the individual items on the behavioral scales 
were compared in the two groups, no differences were 
found between any of the items on the parent rating 
scales, but teachers rated the abnormal EEG group sig- 


TABLE 2 


SATTERFIELD, CANTWELL, SAUL, AND YUSIN 


Summary of Significant Differences in Psychological Test Scores Between Hyperactive Subjects with Normal, Epileptiform, and Excessive 


Slow- Wave EEG Findings* 











EEG Group Comparisons 
Epileptiform Epileptiform Slow Versus 

Test Versus Normal Versus Slow Normal 
WISC 

Full Scale p<.01 n.s. n.s. 

Verbal p<.05 n.s. n.s. 

Performance p<.05 n.s. n.s. 

Comprehension p<.05 n.s. n.s. 

Coding p<.05 n.s. p<.05 

Object Assembly p<.05 p<.05 n.s. 

Subtest Mean p<.01 n.s. n.s. 
Bender Error Score 

Perseveration—-Common p<.01 n.s. p<.05 

Integration—-Significant p<.01 p<.05 n.s. 

Integration— Highly Significant n.s. p<.05` p<.05 

Integration—Subtotal p< .0001 p<.001 n.s. 
ITPA 

Visual Association p<.01 n.s. n.s. 

Visual Closure p<.0l p<.05 n.s. 

Subtest Mean p<.001 n.s. n.s. 
Goodenough Harris 

Goodenough Man Z n.s. p<.05 n.s. 
WRAT Grade Norms 

Reading n.s. p<.05 n.s. 

Spelling p<.05 p<.05 n.s. 

Math p<.05 n.s. n.s. 


*On all significant test comparisons shown, the epileptiform group scored better than both slow and normal EEG groups and the slow EEG group performed 


better than the normal EEG group. 


nificantly higher on two items, “fidgets” and “restless” 
(p < .05, p < .O1, respectively) and lower on “‘shy” and 
“overly sad” (Mann-Whitney U test, p < .05). 

Sixty-five subjects (54 percent) exhibited one or more 
minor neurological abnormalities on examination. There 
was a nonsignificant trend for more subjects in the abnor- 
mal EEG group to have one or more minor neurological 
findings than those in the normal EEG group (70 percent 
and 64 percent respectively). However, when we exam- 
ined the number of subjects in each group having four or 
more minor neurological signs, we found that the abnor- 
mal EEG group had a significantly higher proportion 
than did the normal EEG group (30 percent versus 14 
percent, respectively; p < .05, Z test for differences in 
sample proportions). 

For further analysis, the abnormal EEG group was di- 
vided into two groups. The first consisted of nine subjects 
with epileptiform abnormalities and the second 13 sub- 
jects with slow-wave abnormalities. The mean age of the 
epileptiform group was 96 months and the slow-wave 
group 103 months. This difference was not significant (t 
test). 

Psychological test scores for each of these two abnor- 
‘mal EEG groups were then compared with each other 
and with scores from subjects with normal EEG findings. 


As can be seen in table 2, the epileptiform group per- 
formed significantly better than the normal EEG group 
on 15 of the tests and significantly better than the slow- 
wave EEG group on eight tests. The slow-wave group 
scored significantly -higher than the normal EEG group 
on three tests. In no comparison did the normal EEG 
group perform significantly better than either of the two 
abnormal EEG groups. This suggests that most of the 
psychological test differences between the group of 22 
subjects with EEG abnormalities and the normal EEG 
group can be accounted for by the group of nine subjects 
with epileptiform abnormalities. 

The epileptiform, slow-wave, and normal EEG groups 
did not differ from each other on the mean severity be- 
havioral score as computed from either teacher or parent 
rating scales. However, teachers rated subjects with epi- 
leptiform EEG abnormalities lower than the normal 
EEG group and significantly lower than the slow-wave 
EEG group on three items: “can’t concentrate,” “not co- 
operative,” and “not responsible’? (Mann-Whitney U 
test, p < .05). 

None of the three groups differed significantly from 
each other when compared on the basis of social class. 
There were also no significant group differences in the 
number of patients with one or more minor neurological 
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findings or the number of patients with four or more mi- 
nor neurological findings. 


DISCUSSION 


Although it may seem surprising that the hyperactive 
children with EEG abnormalities obtained significantly 
higher scores on intelligence tests than those with normal 
EEGs, other authors have reported data consistent with 
our results. Tymchuk and associates (13) studied a group 
of schoolchildren referred for neurophysiological testing 
because of behavior or school problems. They found that 
in the nine tests in which a significant difference was ob- 
tained, seven indicated that the abnormal EEG group 
was performing at a higher level than the normal EEG 
group. In a study of children with learning disabilities, 
Hughes (8) found that 18.1 percent had slow-wave EEG 
abnormalities and six percent had epileptiform EEG ab- 
normalities. These figures are quite similar to our find- 
ings of 11.1 percent for slow-wave EEG abnormalities 
and 7.5 percent for epileptiform EEG abnormalities. 
When Hughes divided his population into two groups on 
the basis of thé degree of their learning disability, he 
found that a borderline group, those with a less severe de- 
gree of learning disability, showed a higher incidence of 
positive EEG findings than the group with the more se- 
vere degree of learning disability did. Also within the bor- 
derline group, he found that those children with abnor- 
mal EEG findings performed better than those with 
normal EEGs on eight of 12 WISC subtests and signifi- 
cantly better on six of these eight. 

Other investigators have noted the absence of a clear 
relationship between EEG abnormalities and impairment 
of intellectual ability in children (11, 14-17). Free- 
man (11) concluded that since no relationship seemed to 
exist between the presence of an EEG abnormality and 
psychological test performance, little emphasis should be 
placed on an abnormal EEG—1in the absence of some 
known brain damage or retardation—for diagnostic or 
placement purposes. 

Our data would strongly support Freeman’s con- 
clusion. If (as is sometimes done) an abnormal EEG is 
used as a criterion for eligibility for special education, 
those children in our study with the least need for this 
service would qualify, while those most in need would not 
be eligible. However, the EEG and neurological exam- 
ination should not be considered to be without value. We 
have previously reported that although the EEG is of 
little or no help in the diagnosis of the hyperactive child, 
both the EEG and neurological examination are useful in 
selecting children for stimulant drug therapy (5, 12). 

There are several observations arising from our data 
that are worth emphasizing. First, we failed to find any 
evidence that either of the two abnormal EEG groups 
manifested poorer intellectual functioning as measured 
by intelligence and other cognitive tests, greater impair- 
ment in learning as measured by achievement tests, or 
more severe behavioral problems in the classroom or at 
home as measured by teacher and parent rating scales 
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than the children with normal EEGs. Also, we previously 
reported (5) that the abnormal EEG group does not have 
a poorer prognosis as measured by response to stimulant 
medication. 

Therefore, within a group of hyperactive children, it 
should not be assumed that signs of “‘organicity” (espe- 
cially an abnormal EEG) indicate a more severe condi- 
tion with a poorer prognosis. Second, our data indicate 
that within a group of hyperactive children, those with 
epileptiform EEG abnormalities exhibit higher in- 
tellectual performance, greater academic achievement, 
and less difficulty concentrating and cooperating with 
classroom routines. We also reported previously (5) that 
hyperactive children with abnormal EEGs have a greater 
likelthood of responding positively to stimulant drug 
treatment. These findings suggest that children with epi- 
leptiform EEG abnormalities may form a distinct sub- 
group of the population of hyperactive children. 

From our data, one could argue that hyperactive chil- 
dren who show no sign of neurological dysfunction (as 
measured by EEG and neurological exam) are more 
likely to have a poorer prognosis. It is interesting to spec- 
ulate that the behavior problem of such children is more 
likely to be related to intrapsychic and/or intrafamilial 
problems that are more pervasive in their effects and less 
responsive to stimulant medication than the behavioral 
disorder caused by some type of neurodevelopmental de- 
lay or dysfunction. 

It is generally agreed that the children included under 
the rubric “minimal brain dysfunction” or “hyperactive 
child syndrome” constitute a group with a very hetero- 
geneous etiology (18). Therefore, any term or label in- 
dicating common etiology is not correctly applied to the 
large number of children whose disorder has a different 
etiology. Further, very little is currently known about the 
various etiological factors, and even less about their in- 
teraction. Thus a classification system based on etiologi- 
cal factors is likely to be incorrect.. Treatment decisions 
based upon this classification system may result in many 
children receiving less than optimal and even in- 
appropriate treatment. A classification system involving | 
behavioral criteria may be a more useful approach. Many 
studies have shown that at least 70 percent of the children 
selected on the basis of behavioral criteria benefit from a 
specific treatment (stimulant drugs) (19). Thus, there 
seems to be more justification for making treatment deci- 
sions in the light of empirical knowledge about the results 
of treatment than from the therapist’s etiological concep- 
tualizations. A continued attempt at identification of 
etiological subgroups is a necessary research endeavor 
and (as in other areas of medicine) should eventually lead 
to better treatment methods. 


CONCLUSIONS 


The results reported here are consistent with the idea 
that hyperactive children with epileptiform EEG abnor- 
malities may represent a distinct subgroup. However, an 
abnormal EEG finding in hyperactive children in the ab- 


sence of other data should not be used as a necessary cri- 
terion for special education or assumed to indicate poor 
prognosis. In fact, we found the epileptiform EEG abnor- 
mality in children who exhibited relatively higher levels 
of intellectual performance, fewer behavior problems in 
certain areas, better academic achievement, and a better 
response to methylphenidate treatment. All of these find- 
ings suggest a good prognosis. 


REFERENCES 


l. Clements DK: Minimal Brain Dysfunction in Children, National 
Institute of Neurological Diseases and Blindness Monograph no 3. 
Washington, DC, US Public Health Service, 1966 

2. Paine RS, Oppe TE: Neurological Examination of Children. Phila- 
delphia, JB Lippincott Co, 1966 

3. Stewart MA, Pitts FN, Craig AG, et al: The hyperactive child syn- 
drome. Am J Orthopsychiatry 36:861-867, 1966 

4. Werry JS: Studies of the hyperactive child, 1V: an empirical analy- 
sis of the minimal brain dysfunction syndrome. Arch Gen Psychia- 
try 19:9-16, 1968 

5. Satterfield JH: EEG issues in children with minimal brain dysfunc- 
tion, Seminars in Psychiatry 5:35-46, 1973 

6. Wikler A, Dixon JF, Parker JB: Brain function in problem children 
and controls: psychometric, neurological, and electroencephalo- 
graphic comparisons. Am J Psychiatry 127:634-645, 1970 

7. Capute AJ, Niedermeyer EFL, Richardson F: The electroencepha- 
logram in children with minimal cerebral dysfunction. Pediatrics 


18. 


19. 


SATTERFIELD, CANTWELL, SAUL, AND YUSIN 


41:1104-1114, 1968 


. Hughes JR: Electroencephalography and learning disabilities, in 


Progress in Learning Disabilities, vol 2. Edited by Myklebust HR. 
New York, Grune & Stratton, 1971, pp 18-55 


. Rutter M, Graham P, Yule W: A Neuropsychiatric Study in Child- 


hood. Philadelphia, JB Lippincott Co, 1970, p 10 


. Werry JS: Organic factors in childhood psychopathology, in Psy- 


chopathological Disorders of Childhood. Edited by Quay HC, 
Werry JS. New York, John Wiley & Sons, 1972, pp 83-121 


. Freeman RD: Special education and the electroencephalogram: 


marriage of convenience. Journal of Special Education 2:61-73, 
1967 


. Satterfield JH, Cantwell DP, Saul RE, et al: Response to stimulant 


drug treatment in hyperactive children: prediction from EEG and 
neurological findings. J Autism Child Schizo 3:36-48, 1973 


. Tymchuk AJ, Knights RM, Hinton GC: Neuropsychologica! test 


results of children with brain lesions, abnormal EEGs, and normal 
EEGs. Canadian Journal of Behavioral Science 2:322-329, 1970 


. Liberson WT: EEG and intelligence. Proc Am Psychopathol Assoc 


56:514-543, 1966 


. Vogel W, Broverman DM: Relationship between EEG and test in- 


telligence: a critical review. Psychol Bull 62:132-144, 1964 


. Ellingson RJ: Relationship between EEG and test intelligence: a 


commentary. Psychol Bull 56:91-98, 1966 


. Grossman HJ: The child, the teacher, and the physician, in The 


Teacher of Brain-Injured Children. Edited by WM Cruickshank. 
Syracuse, NY, Syracuse University Press, 1966, pp 59-67 

Strother CR: Minimal cerebral dysfunction: a historical overview. 
Ann NY Acad Sci 205:6-17, 1973 

Millichap JG: Drugs in management of minimal brain dysfunction. 
Ann NY Acad Sci 205:321-334, 1973 


Am J Psychiatry 131:4, April 1974 395 


A New Dimension of the Youth Culture 


BY ARMAND M. NICHOLI H, M.D. 


Focusing on 17 college students who experienced what 
they called “religious conversion,” the author explores 
the recent perplexing religious preoccupation among 
youth. He describes the onset of this phenomenon, delin- 
eates its social and psychological determinants, traces its 
relationship to the drug culture, and, comparing the func- 
tioning of these students before and after conversion, dis- 
cusses whether the experience promotes adaptation or 
tends to be isolating and destructive. 


DURING THE PAST FEW YEARS a new and perplexing phe- 
nomenon has burgeoned within the youth culture. An 
outpouring of newspaper and magazine articles, books, 
and television documentaries has disclosed a widespread 
religious preoccupation among youth that has manifested 
itself in public testimony, popular music, plays, and, for 
many, a radical change in values and lifestyle. Transcend- 
ing ethnic, racial, and economic boundaries, this quest for 
spiritual meaning poses an anachronistic contrast to our 
intensely secular society. Though the media have focused 
on the more dramatic aspects—the involvement in East- 
ern religions, strange cults, gurus, communes, the dismay 
of parents, the public profession of faith by Olympic ath- 
letes before and during the games, the hit recording of a 
17th-century hymn, etc.—the main thrust of this unusual 
movement appears to be occurring largely unnoticed on 
college campuses, with students unobtrusively renounc- 
ing a grossly secular lifestyle for a disciplined adherence 
to the basic tenets of biblical faith. 

These students, influenced not by parents or other 
older adults but by their peers, have relatively little con- 
tact with the institutional church. This sudden embrace 
of spiritual values, starkly incongruous in a generation 
known for drugs and free sexual expression, has left so- 
cial scientists no less bewildered than parents. 

Psychiatry, with few exceptions, has avoided any sus- 
tained interest in the spiritual dimension of man. Papers 
on religious experience by James (1), Freud (2-7), Boi- 
sen (8), Erikson (9), Salzman (10), Schaffer (11), Wil- 
son (12, 13), Pattison (14), and Allison(15) have de- 
scribed types of experience and delineated the emotional 
components of these experiences in both the healthy and 
the ill, but these papers give little understanding of the 
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causes and effects of this recent movement. 

This paper explores some of the social and psychologi- 
cal determinants of this phenomenon as reflected among 
college students and attempts to answer the following 
questions: When did this movement begin? Does it in any 
way relate to the drug culture? What social and emo- 
tional factors have influenced its onset? Does it reflect a 
pervasive psychopathology, a futile attempt to resolve se- 
vere inner conflict or to escape reality? Do the religious 
experiences described by these young people promote ad- 
aptation or are they defensive, isolating, and destructive? 

This paper avoids discussion of the validity of the spe- 
cific spiritual convictions of these young people; neither 
does it attempt to “‘explain” their experience in terms of 
pathological dynamics or psychoanalytic formulation. 
The tendency to confuse labeling a process with under- 
standing it and the inclination of some to dismiss all reli- 
gious faith as “‘neurotically determined,” “an illusion,” 
‘a projection of childhood wishes,” “a hallucinatory psy- 
chosis,” etc., (2, 16-21) has not only interfered with un- 
derstanding this phenomenon but has contributed to the 
impression among a growing number of youth that psy- 
chiatry has a grossly distorted notion of the most funda- 
mental aspects of human existence. Recent research, 
however, has avoided this tendency to generalize, has dif- 
ferentiated pathological from nonpathological types of 
experience, and has focused on the maturing and in- 
tegrating aspects of religious conversion (9-15, 22). 

The observations reported here stem from: 1) gener- 
ally, my research, teaching, and clinical experience with 
college students during the past decade and 2) specifi- 
cally, a series of intensive interviews’ with 17 Harvard 
and Radcliffe students who experienced what they called 
a “religious conversion” while undergraduates. All but 
one of the subjects participated.in an undergraduate non- 
denominational organization formed to foster spiritual 
growth in its members and to encourage sharing their 
faith with others. One of the student leaders of this orga- 
nization and one of its faculty advisers provided the 
names of those who made up the sample. Though they 
were members of the same college, the students repre- 


' | interviewed nine of the subjects directly, in interviews that lasted an 
average of three hours, and Peter Everts, working on an honors thesis 
under my direction, interviewed the remaining eight subjects, tape- 
recording and transcribing each interview (23). Mr. Everts also admin- 
istered a questionnaire to each subject and to a friend of each subject. 
This questionnaire, which focused on changes in behavior and attitudes, 
was given to ascertain whether there were such changes from two per- 
spectives: that of the subject and that of one who knew the subject be- 
fore and after his conversion. Statistical analysis of these data will be 
discussed in a later paper. 


sented a wide range of social, economic, racial, ethnic, 
political, and educational (public and private school) 
backgrounds. The sample included neither psychiatric 
patients nor members of a cult. Only three had estab- 
lished any church or denominational affiliation. All 
based their faith solely on the Old and New Testament 
documents, which they studied assiduously in small 
groups. 


PRIMARY INFLUENCE 


Who influences these young people in their quest for 
spiritual values and religious faith? Are parents the pri- 
mary influence? Does this phenomenon merely represent 
the giving up of adolescent rebellion and return to the 
faith taught them in childhood? 

No member of the sample reported that his parents 
played a role in influencing him in his decision to commit 
himself to his newfound faith. In the two childhood 
homes in which some religious interest had been ex- 
pressed, the interest was nominal and short-lived. 

Who then provides the influence? Each of the students 
interviewed came to his faith through the influence of 
someone from his own generation—usually a recently 
converted roommate, sibling, or classmate. 

Peer influence, perhaps always strong among adoles- 
cents and young adults, provides the overwhelming deter- 
mining force today in reference to drug use and sexual ex- 
perience (24-28). However, the fact that young people 
now also turn to their peers for spiritual values—tradi- 
tionally the domain of parents and clergy—underscores a 
subtle but persistent change that has occurred within the 
American family during the past ten to 20 years; peer in- 
fluence has now intensified to such an extent that parents 
have relatively little direct influence over how a young 
person conducts his life, even at a very early age (29, 30). 

Research with college students has led to the impres- 
sion that an increasing number come from childhood 
homes in which the family has virtually disintegrated and 
the parents remain emotionally and physically in- 
accessible (25, 31,32). This observation has been cor- 
roborated by no less than 30 different studies of child- 
rearing practices in the United States, all of which 
pointed to a decrease in the amount of contact between 
parents and their children (26). Cross-cultural studies 
also bear this out: American parents spend considerably 
less time with their children than parents in the USSR, 
Germany, and other countries (26, 33, 34). Care of chil- 
dren in the United States has gradually shifted from par- 
ents to babysitters, nurseries, boarding schools, camps, 
other children, and the pervasive television set (26). The 
demands of his job on the time of the father and the 
changes in the role of the wife and mother contribute to 
parental inaccessibility. The American parent appears to 
be so busy providing materially for his child that he ne- 
glects the child’s emotional and spiritual needs. These 
changes contribute to the intensification of peer influence 
at an increasingly early age, with a concomitant decrease 
of parental influence (26, 31, 33, 34). 
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BEFORE CONVERSION: LIFESTYLES AND GENERAL 
ATTITUDES 


Drugs 


Like most students at this college (35), the majority (65 
percent) of those interviewed had been involved in vary- 
ing degrees with drugs before their conversion, from 
those who used marijuana infrequently to others who 
presented a long history of hallucinogenic drug use. 

What relationship exists between drugs and religious 
interest? Though many investigators have noted a rela- 
tionship, its nature remains unclear. Recent studies of 
college students have shown that drug users tend to be 
less involved in traditional religious practices, though 
they speak of their drug experiences in mystical terms 
and some participate in Eastern religious cults. (27, 36, 
37). 

Some investigators have implied that drug use itself 
has led to a preoccupation with the supernatural. My 
findings in this and other studies do not bear this out. 
Drugs do not precipitate interest in the spiritual; the op- 
posite holds true. Students turn to drugs because of an in- 
terest in the spiritual and because of a hope that drugs 
will meet their spiritual needs (24). 

Other investigators have reported that drug users differ 
from nonusers in that users have given up the religious 
faith of their childhood (36, 38). My findings indicate 
that these students have had no such faith. Many (65 per- 
cent) complained that their parents provided them with 
no spiritual precepts to embrace—or to reject. Thus, they 
described “a moral and spiritual void,” an absence of a 
moral frame of reference for their lives, and the con- 
fusion and turmoil of living without guidelines as to how 
to conduct their lives. 


Sexual and Social Behavior 


Although the students interviewed were, as a group, 
outwardly successful socially, they expressed dis- 
satisfaction with their lives, especially in their relation- 
ships with others. Like many college students today, they 
described their sexual relationships as less then satis- 
factory and as contributing little to providing the emo- 
tional closeness they desired. They expressed a profound 
loneliness and a “sense of not belonging.” Their sexual 
behavior by and large appeared to be a desperate attempt 
to overcome this loneliness. Haunted by pervasive feel- 
ings of guilt and troubled by the notion that they were us- 
ing others and being used as “‘sexual objects,” their expe- 
riences underscore Freud’s observation that, when sexual 
freedom is unrestricted, “love [becomes] worthless and 
life empty” (39). 


Existential Despair 


Preoccupied with questions of purpose and destiny, 75 
percent described a “vague restlessness” and confusion 
over the meaning of their college experience and what 
they wanted to do with their lives. Many (58 percent) par- 
ticipated actively in nonacademic activities, on the col- 
lege paper, in varsity athletics, and in service activities in 
the community. A few (12 percent) had been involved in 
radical politics—one, who had been a leader in Students 
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for a Democratic Society (SDS), had been asked to with- 
draw for a year because of his role in the 1969 riots. They 
referred often to an emptiness and despondency, some- 
times calling it “‘existential despair” or “depression.” 
This depressive mood, apparently, is partly related to the 
gap they feel between: their social conscience on the one 
hand and their personal morality on the other. It may 
also relate to the acute concern I have observed in college 
students with the passage of time, with aging and death, 
as paradoxical as this may seem in this age group. The 
20th or 21st birthday often precipitates a mild crisis— 
perhaps because the former signifies leaving one’s teens 
and the security of childhood, while the latter signifies en- 
tering adulthood with its burden of responsibilities and 
‘impossible decisions.” They speak despairingly of feel- 
ing old, of having accomplished little in their lives, and, 
as students, living a parasitical existence. 

The distance from family, the loneliness, the moral and 
spiritual void they feel, the disillusionment with drugs 
and with various cults in their attempt to fill that void, the 
dissatisfaction with themselves and their relationships 
with others, all these work to create a strong desire for an 
ideology that will help make sense of their existence, help 
them cope with the guilt they feel, provide them with an 
increased capacity to love, help them to come to terms 
with the realization of their own death, and give them a 
moral framework in which to live their lives. 


AFTER CONVERSION: CHANGES IN LIFESTYLE AND 
ATTITUDES : 


Following their conversion, the students described a 
number of changes in their lifestyle, feelings about them- 
selves, academic performance, career plans, and relation- 
ships with friends, family, and members of the opposite 
SEX. 


Drugs 


For reasons they could not fully explain, all but one 
stopped using alcohol, cigarettes, and drugs. This change 
may in part be attributed to new resources that help them 
to cope with inner conflict, to a new respect for their bod- 
ies as “temples of the Holy Spirit,” and to new friends 
who share their faith and whose lifestyle they tend to 
adopt. 


Self-Image 


The conversion experience brought about a change in 
how these students felt about themselves and in their self- 
esteem. An intense introspection made them acutely 
aware of how far short they fall from the ideal of per- 
fection their faith demands. Though one would expect 
this process to widen the gap between what they feel they 
are and what they think they ought to be, and thus to in- 
crease the agonizing despair that many struggled with be- 
fore conversion, the opposite appears to hold true. They 
speak of “spiritual resources” that give strength and re- 
newed hope and that foster a more open, more tolerant, 
and “more loving spirit” toward others. They refer fre- 
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quently to the theological concepts of “‘redemption” and 
“forgiveness” as being instrumental in reducing the “‘self- 
hatred” they feel. The forgiveness they experience appar- 
ently. helps them become less intolerant of themselves, 
helps them bridge the gap between what they feel they are 
and what they think they ought to be, and provides. re- 
sources outside themselves that make the future bridging 
of this. gap less hopeless. 


Relationships 


They described a marked change in the quality of their 
relationships. They spoke of a “new awareness of the 
needs of others,” “new insights into the significance of 
relationships,” a “greater love and concern for people,” 
and a need to share their faith with others. Though they 
maintained relationships with old roommates and 
friends, and often influenced them to the point that they 
became converts themselves, in a few instances friends 
found the new lifestyle rigid and alienating. 


Parents 


Relationships with parents also underwent change. 
Some parents expressed alarm over the “religious pre- 
occupation”’ of their children. Involvement in drugs and 
sex they could understand, but this new lifestyle they 
found eerie and uncomfortable. Several students (47 per- 
cent) reported that their parents expressed fear that they 
might be accepting “‘stock answers to difficult questions,” 
“avoiding reality,” or “becoming fanatic.” The students 
reported a “more open and more loving spirit” toward 
their parents, a sharing of their faith with their parents, 
and, in a number of instances, the conversion of their par- 
ents. We observe, therefore, a paradoxical trend in our 
society whereby the child sets the moral values and estab- 
lishes the ideology adopted by the parents. The overall ef- 
fect of the conversion experience on family relationships 
proved remarkably positive, despite the impression given 
by the news media, whose coverage focused primarily on 
involvement with gurus or strange cults. 


Sexuality ` 


Changes in sexual behavior demonstrated one of the 
more striking changes in lifestyle. The biblical standard 
of chastity or marriage with complete fidelity presents 
one of the most difficult (and curiously, one of the more 
challenging) aspects of these students’ new faith. Though 
this severe restriction conflicted strongly with their past 
behavior, and with current mores, they found the clear- 
cut boundaries imposed by this “new” morality less con- 
fusing than no boundaries at all and helpful in relating to 
members of the opposite sex as “persons rather than sex- 
ual objects.” This strict code sometimes caused bewilder- 
ment and resentment on the part of old friends and dating 
partners who did not share it, and consequently led to a 
tendency to date primarily those who shared their spiri- 
tual convictions. 

Though concern with sexual guidelines by no means 
occupies the center of their morality, it poses a singular 
challenge because it conflicts so strongly with their im- 
pulses and with all they see and hear around them. Not 


only is the sexual drive intense in this age group, but these 
young men and women have been reared in a permissive 
society that no longer considers one of its “civilizing 
tasks” to be the suppression and sublimation of sexual 
and aggressive impulses. Difficulties with impulse con- 
trol, therefore, comprise a significant percentage of the 
emotional conflicts observed today in this age group (31). 

Although students in this sample found keeping the 
high sexual standards of their new faith a struggle, and 
sometimes faltered, the rather sudden strengthening of 
certain agencies of the superego, the remarkable acquisi- 
tion of ego strength in controlling impulses, and the de- 
gree of success in maintaining these standards impresses 
even the most unsympathetic and cynical of outside ob- 
Servers. 


Affect 


Although their religious experience did not free them 
from alterations in mood, they spoke of a “sense of joy” 
not previously known and a marked decrease in the feel- 
ing of utter hopelessness and despair that they had strug- 
gled with previously. This finding corroborates the obser- 
vations of Erikson, Wilson, and others that religious 
conversion often has a markedly positive influence on af- 
fect (9, 13, 22). 


Other Changes 


Other changes reported by these young people relate to 
their academic functioning, priorities, goals, and attitude 
toward death. They described a two-fold change in their 
attitude toward studies. Though 88 percent of the sample 
had always been excellent students, they found after their 
conversion experience that they were able to take their 
work more seriously and thus were able to improve their 
performance, while at the same time they took great pains 
to keep their academic work “in perspective.” Their new 
ideology evoked in them a change in priorities so that 
their studies took third place, after their “vertical rela- 
tionship” to their Creator and their ‘horizontal relation- 
ship” to their neighbors. They tended to see the person as 
transcending in time and significance the educational in- 
stitution, the book, or the paper—the reverse of the prior- 
ities set by the rest of the university. 

Approximately 47 percent changed their career plans 
after their conversion, with the ministry, medicine, clini- 
cal psychology, and other helping professions (in that or- 
der) comprising the fields chosen. 

These students also mentioned a lessening of their pre- 
occupation with and fear of death. Although in our so- 
ciety we tend to deny the harsh reality of death, I have 
observed in my practice that students of college age give 
considerable thought to their own death and, once they 
have gained an attentive and sympathetic ear, speak of 
their fear of death openly. The solution to death that they 
find “in Christ” therefore provides them no little com- 
fort. 


SUMMARY AND CONCLUSIONS 


Changes within the American family during the past 
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two decades have left many young people feeling spiritu- 
ally bereft and in need of a moral frame of reference. 
These changes include the replacement of spiritual values 
with material, secular ones that leave both parents and 
children confused as to limits and basic priorities; the rel- 
egation of the care of children to babysitters, nurseries, 
day-care centers, camps, boarding schools, and the omni- 
present television set, so that parents play an ever-de- 
creasing role; and the emotional, as well as the physical, 
inaccessibility of parents. 

Since Burlingham and Freud’s research more than a 
generation ago (40, 41), all that we have learned about 
human behavior stresses the importance to the devel- 
oping child of the physical presence and emotional acces- 
sibility of both parents, but especially the mother (42), 
during the first years of life. Studies of child-rearing prac- 
tices in this country and cross-cultural studies indicate 
that American parents spend less time with their children 
than those of any other country except Eng- 
land (26, 33, 34). The percentage of mothers working 
outside the home has increased continually from 18 per- 
cent in 1948 to more than 43 percent in 1971, though only 
a small fraction work because of economic necessity (43). 
As more women become more educated, they tend to see 
the role of wife and mother not only as an intolerable 
burden but also as destructive of their “individuality.” 
This growing discontent, unless fully recognized and alle- 
viated, poses no small threat to the emotional integrity of 
the family. Although we are only beginning to under- 
stand the full impact of the inaccessible father, we do 
realize from many different studies (44-48) the truth of 
Freud’s observation that “ethical rules lose their powa in 
a fatherless society” (2). 

These changes within the family: 1) make it difficult to 
internalize whatever values may exist in the home; 2) 
cause children, as parental influence declines at a very 
early age, to become extremely susceptible to group in- 
fluence; and 3) result in what the young refer to as “ʻa 
moral and spiritual void” in their lives. 

In addition to coming from childhood homes that pro- 
vide few moral guidelines to accept or to rebel against, 
the young grow up in an extremely lenient society that 
gives few clues as to what behavior is expected of 
them (48). Not only parents but national leaders as well 
appear to be confused as to what constitutes ethical and 
moral behavior. Lacking both internal and external 
guidelines, young men and women today suffer a kind of 
“culture shock” within their own culture. They experi- 
ence an intense need for spiritual values to help clear the 
confusion and to help make sense of an increasingly com- 
plex existence, 

The quest for a religious dimension to life began to 
manifest itself several years ago as many young people 
turned to hallucinogenic drugs—in part because the 
drugs held the promise of a transcendental experience. A 
gradual disillusionment with these drugs has recently led 
to the exploration of more traditional avenues. In addi- 
tion, the most recent surveys of colleges show a marked 
fading of interest in courses on Far Eastern and occult re- 
ligions and a marked increase in courses in biblical stud- 
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ies (49). Though the mass media have focused primarily 
on a relatively small number who are involved in Oriental 
and other cults, the vast majority of college students in 
this movement base their faith on the documents of the 
Old and New Testament. 

Interviews with 17 college undergraduates who experi- 
enced what they called “ʻa religious conversion” showed 
that, whereas most had experienced untoward effects 
from past involvement with drugs, their religious experi- 
ence produced the opposite—a marked improvement in 
ego functioning. Changes reported included: a radical 
change in lifestyle with an abrupt halt in the use of drugs, 
alcohol, and cigarettes; improved impulse control, with 
adoption of a strict sexual code demanding chastity or 
marriage with fidelity; improved academic performance; 
enhanced self-image and greater access to inner feelings; 
an increased capacity for establishing “close, satisfying 
relationships’; improved communication with parents, 
though most parents at first expressed some degree of 
alarm over the student’s intense religious interest; a posi- 
tive change in affect, with a lessening of “existential de- 
spair’’; and a decrease in preoccupation with the passage 
of time and apprehension over death. 

These findings suggest that religious conversion may 
be one of the most profoundly transforming of human ex- 
periences and therefore a phenomenon that psychiatry 
and psychoanalysis ought not to dismiss lightly. This 
transformation appears to involve a strengthening of 
what Schaffer called “the controlling functions of the ego 
that foster adaptation” (11, p. 86). The maturational as- 
pects of these experiences underscore Erikson’s observa- 
tion that homo religiosus “‘is always older, or in early 
years suddenly becomes older, than his playmates or even 
his parents and teachers, and focuses in a precocious way 
on what it takes others a lifetime to gain a mere inkling 
of: the questions of how to escape corruption in living and 
how in death to give meaning to life” (9, p. 261). 
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On Trends in the Diagnosis of Schizophrenia 


BY JUDITH B. KURIANSKY, ED.M., W. EDWARDS DEMING, PH.D., 


AND BARRY J. GURLAND, D.P.M. 


A reexamination of hospital diagnoses made at New 
York State Psychiatric Institute in 1932-1941 and 1947- 
1956 (64 in each decade) indicated that the original diag- 
nosticians used a broader concept of schizophrenia in the 
second decade (77 percent of the 64 cases) than in the 
first (28 percent}. Rediagnoses by 16 A merican-trained 
psychiatrists showed practically no change between the 
decades (42 and 47 percent), while a British-trained psy- 
chiatrist rediagnosed more cases of schizophrenia in the 
first decade (31 percent) than in the second (19 percent). 
The authors believe these differences may be due to a de- 
crease in the number of ‘hard-core’ schizophrenics while 
the number of “ambiguous” schizophrenics increased, in- 
viting more diagnoses of schizophrenia by those with a 
broader concept of schizophrenia. 


THIS STUDY IS PART of the work of the U.S.-U.K. Cross- 
National Study of Diagnosis of the Mental Dis- 
orders (1, 2). The findings of this project on differences 
between U.S. and U.K. psychiatrists in their operational 
concepts of schizophrenia have been published else- 
where (3, 4). Psychiatrists working in New York public 
mental hospitals appear to have a broader concept of 
schizophrenia than do their colleagues in London. Stud- 
ies by videotape have shown the generality of this com- 
parison for other psychiatrists and regions in the United 
States and the United Kingdom (5-7). Thus regional and 
cross-national differences in the prevalence of diagnostic 
groups may not actually reflect differences in patients’ 
conditions, but rather in the psychiatrists’ training and 
their particular concept of any one disorder. We were in- 
terested in knowing when these differences in diagnostic 
habits had developed. We chose to examine two psychiat- 
ric hospitals, one in New York—-the New York State 
Psychiatric Institute—and one in London—the 
Maudsley Hospital. Both are associated with institutes 
that are regarded as highly influential in the training and 
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orientation of psychiatrists. 

The proportion of patients diagnosed as schizophrenic’ 
by the psychiatrists in each of those institutions was sim- 
ilar in the 1930s—about 20 to 30 percent (figure 1). How- 
ever, a dramatic change had developed by 1952. Whereas 
at Maudsley the proportion 'of patients diagnosed on ad- 
mission as schizophrenic had remained fairly constant 
across the years, at the New York State Psychiatric Insti- 
tute (PI) it started to increase rapidly in the 1940s and 
reached a peak in about 1952. At this point nearly eight 
out of ten admissions were diagnosed as schizophrenic. 
The question was raised whether this increased propor- 
tion reflects temporal changes in the kinds of patients ad- 
mitted or is an artifact of changes in the concept of schiz- 
ophrenia used at PI to identify those cases. The present 
study arose out of this question. | 

One way to examine this question was to rediagnose 
the patients on the basis of their case reports. Fortu- 
nately, the case reports at PI are exemplary: the format 
has remained relatively constant over a period of 40 years 
and the notes were extraordinarily complete, with exten- 
sive verbatim accounts of patients’ complaints and metic- 
ulous details of symptoms, behavior, and psychiatric his- 
tory. 

We selected for rediagnosis the case records of patients 
who were admitted to PI during two decades, 1932-1941 
and 1947-1956. The first decade was chosen because the 
hospital records indicated that the proportion of patients 
at PI diagnosed as schizophrenic was low (in fact, similar 
to the corresponding proportion at Maudsley), whereas 
in the second decade it had more than doubled. 


METHOD 


A sample of 64 case records of patients admitted to PI 
was Selected from each decade; see appendix | for the 
procedure used. The two samples reflected the dramatic 
change in the proportion of schizophrenics, according to 
hospital diagnoses, between the two decades. 

Patients were selected only from the age group 20-59 
years. Patients who had been previously admitted to PI 
were excluded so that all hospital diagnoses would have 
been made for the first time in the decade under question. 

Sixteen North American psychiatrists acted as rediag- 


“Schizophrenia” here refers to all subtypes of schizophrenia listed in 
the second edition of Diagnostic and Statistical Manual of Mental Dis- 
orders (DSM-IT} (8), as well as paranoid states. 
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nosticians (RDs) of the cases. The prerequisites for selec- 
tion of the RDs were that they had had several years of 
practice in full-time psychiatry beyond residency training 
and that they were not known to have an “‘idiosyncratic’”’ 
diagnostic orientation. An effort was made to obtain RDs 
from different clinical settings. . 

The various RDs’ current professional activities in- 
cluded research, teaching, private practice, and clinical 
affiliations with psychiatric hospitals. They had had from 
three to 45 years of experience in psychiatry in North 
America beyond residency training (median: 13 years). 
Thirteen of the 16 RDs had received their training (first 
four years of full-time psychiatry) entirely in the United 
States (seven of these at PI). The remaining three had re- 
ceived at least a part of their training in Germany (one of 
these also in Canada). Only one of the RDs had had any 
training in or practice of psychiatry in England (for one 
year only). Four of the RDs had been affiliated with PI 
during the decades under study (two of these during one 
year only), but they had not at that time personally exam- 
ined or diagnosed any of the patients in the sample. 

It was our intention to make available to the RDs all 
information known to the original hospital diagnosti- 
cians (ODs) that presumably influenced the latters’ diag- 
nostic decision, but not to reveal that decision itself. The 
RDs were accordingly presented with Xerox copies of the 
complete case reports (e.g., clinical summary, anamnesis, 
progress notes) from which we had obliterated all refer- 
ences to hospital diagnosis, specific treatment regimen, or 
year of admission. They were asked to record for each 
patient a main diagnosis covering the patient’s pre- 


dominant condition and, when applicable, subsidiary 
diagnoses covering additional conditions of the patient 
and alternative diagnoses covering alternate choices 
when the main diagnosis was in doubt. All diagnoses 
were based on the glossary in DSM-/I. The RDs were 
also asked to make ratings, on a set of four-point scales, 
of their confidence in their main diagnosis, opinion on the 
strength of evidence for or against a diagnosis of schizo- 
phrenia, and satisfaction with the completeness and ade- 
quacy of the case notes in allowing judgments leading to 
a diagnosis. 

In addition, all 128 cases were rediagnosed by one of 
the authors (B.J.G.). His training had been at the 
Maudsley. He had had ten years of experience beyond 
residency and had been involved in clinical research pri- 
marily in the area of psychiatric classification. He too 
had had no prior personal contact with the patients in the 
study. He followed the same procedure for making diag- 
noses as that outlined above for the RDs. Rediagnosis of 
all cases by B.J.G. produced a description of the entire 
sample for both decades based on a uniform set of diag- 
nostic criteria. 

It is important to note that the psychiatrists making re- 
diagnoses used consistent diagnostic concepts in diagnos- 
ing the cases from both decades. They diagnosed equal 
numbers of cases from both decades and based all their 
diagnoses on terms in the same glossary. Thus, any dif- 
ferences that would be found in the proportion of schizo- 
phrenics over the decades for a given RD would not be 
due to differences in his concept, which presumably re- 
mained constant, but to differences in the patients. On the 
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other hand, if the proportion of patients diagnosed as 
schizophrenic were to remain constant across the dec- 
ades, it would indicate that there were probably few 
changes in the patients and that the observed increase by 
the ODs had to be due to changes in the concept of schiz- 
ophrenia prevailing in each of the two decades. 


RESULTS 


Figure 2 shows the number of cases diagnosed as schiz- 
ophrenic by the various groups of psychiatrists (ODs, 
RDs, and B.J.G.) for the two decades. The diagnoses by 
the ODs show a dramatic increase between the two dec- 
ades in the proportion diagnosed schizophrenic, i.e., from 
18 out of 64 cases (28 percent) in the first decade to 49 out 
of 64 (77 percent) in the second decade. In significant 
contrast, rediagnoses by the 16 American-trained RDs 
show practically no change in the proportion diagnosed 
as schizophrenic over the two decades, i.e., 27 out of 64 
cases in the first decade and 30 out of 64 in the second. 
Rediagnosis by the British-trained psychiatrist (B.J.G.) 
also failed to show an increase in the number of schizo- 
phrenics over time. Since the criteria for rediagnosis were 
consistent across the two decades, it follows that the cri- 
teria for the hospital diagnosis of schizophrenia became 
broader in the second decade than they had been in the 
first. 

Other results are consistent with the diagnostic differ- 
ences noted above. Taking alternative diagnoses (wher- 
ever such were available) into account did not change the 
relative proportion of cases of schizophrenia between the 
two decades as diagnosed by either the RDs or B.J.G. 
The RDs considered schizophrenia as an alternative diag- 
nosis for an equal number of cases (i.e., three) in each 
decade, given a main diagnosis in a different category, 
and also offered an alternative diagnosis in a different 
category from the main diagnosis of schizophrenia in an 
equal number of cases (1.e., four) from each decade. Sim- 
ilarly, B.J.G. considered schizophrenia as an alternative 
diagnosis for eight cases in the first decade and five in the 
second, given a different main diagnosis, and offered a 
different diagnosis as an alternative for schizophrenia in 
six cases in the first decade and four in the second. There- 
fore, the net result of the number of schizophrenics they 
diagnosed in each decade, as well as the difference in pro- 
portion between the two decades, remains the same as 
that for their main diagnoses alone. Similarly, taking 
subsidiary diagnoses into account did not affect the pro- 
portion of cases diagnosed as schizophrenic in each dec- 
ade by either the RDs or B.J.G. 

Table I gives further support to the diagnostic differ- 
ences found among ODs, RDs, and B.J.G. Both the 16 
RDs and B.J.G. were at least reasonably confident in 
their diagnoses and satisfied with the case records in a 
similar proportion of cases in both decades. Thus the dif- 
ferences in the proportion of cases diagnosed as schizo- 
phrenic over the two decades by the RDs and B.J.G. can- 
not be accounted for by corresponding differences in the 
rediagnosticians’ confidence in their diagnoses, nor in 
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FIGURE 2 
Number of Cases Diagnosed as Schizophrenic out of 64 in Each Decade 
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their satisfaction with the records. 

We had anticipated that all psychiatrists making re- 
diagnoses—both the R Ds and B.J.G.—would differ from 
the original hospital diagnosticians in their estimate of 
the relative proportion of cases of schizophrenia in the 
two decades, since the RDs and B.J.G. were by design 
consistent in their diagnostic criteria across the two dec- 
ades, whereas the ODs were not necessarily so. We had 
also anticipated that the RDs, who were predominantly 
American-trained, might differ from B.J.G. in the /evel of 
schizophrenia diagnosed within each decade, since we al- 
ready knew that a British-trained psychiatrist tended to 
use a narrower concept of schizophrenia than his Ameri- 
can colleagues. However, we had not anticipated that 
B.J.G. would differ from the RDs in the relative propor- 
tion of cases of schizophrenia in the first and second dec- 
ades, i.e., that he would find a decrease in the second dec- 
ade. This decrease in the proportion of cases of 
schizophrenia over the two decades indicated by B.J.G.’s 
British-oriented diagnoses suggests that some changes in 
patients may have taken place. 

Figure 3 shows the relative proportion of cases from 
both decades diagnosed as schizophrenic by the RDs and 
B.J.G. The overlapping areas within the circles represent 
those cases in which both the RD and B.J.G. agreed that 
a given patient was schizophrenic. There was relatively 
little disagreement between the RDs and B.J.G. on the 
identification of cases of schizophrenia in the first decade 


TABLE |! 
Rediagnosticians’' Ratings of Confidence in Diagnosis and 
Satisfaction with Records 





16 Rediagnosticians B.J.G 


First Second First Second 
Decade Decade Decade Decade 
Item (N=64) (N=64) (N=64) (N=64) 
Confidence in diagnosis* 
Quite confident 27 12 9 8 
Reasonably confident 27 35 30 25 
Not very confident 8 12 17 24 
Not at all confident l 2 4 3 
Satisfaction with records 
Quite satisfied 29 I7 Ik 10 
Reasonably satisfied 22 31 39 27 
Not very satisfied ii 9 13 21 
Not at all satisfied i 2 7 | 6 


* The columns in this section do not total 64 because of incomplete data from 
raters. 


TABLE 2 
Demographic Characteristics of the Patient Sample in Each Decade 


First Decade Second Decade 


Characteristic (N = 64) (N = 64) 
Sex 

Men 23 25 

Women 4} 39 
Age 

20-29 years 35 32 

30-39 years 16 24 

40-59 years 13 8 
Marital status 

Single 36 38 

Married 26 22 

Divorced 0 3 

Separated l I 

Widowed I 0 
Race 

White 63 62 

Nonwhite l 2 
Previous admissions 

None 5ł 55 

One or more 13 9 


(nine out of 28, or 32 percent of the total cases diagnosed 
as schizophrenia), However, the disagreement increased 
twofold in the second decade (from 32 percent to 65 per- 
cent) because B.J.G. diagnosed fewer schizophrenics in 
this decade. Thus, over time there were fewer patients 
who met a narrow concept of schizophrenia and more 
patients for whom differences in diagnosis between the 
RDs and B.J.G. appeared. This is consistent with the hy- 
pothesis that there was an increase in patients who had 
ambiguous, borderline, or atypical schizophrenic symp- 
toms. 

Table 2 shows that any differences in diagnosis be- 
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FIGURE 3 
Extent of Agreement on Diagnosis of Schizophrenia in Each Decade 
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tween the groups of patients in the two decades cannot be 
attributed to differences in certain demographic charac- 
teristics. In fact, the two populations were strikingly sim- 
ilar with regard to sex, age, marital status, race, and 
number of previous admissions. 


DISCUSSION AND CONCLUSIONS 


The results indicate that the ODs at PI in the second 
decade used a broader concept of schizophrenia than the 
ODs at PI used in the first. In other words, the opera- 
tional concept of schizophrenia at PI changed between 
the two decades. Also, the clinical conditions found 
among patients in the second decade were probably dif- 
ferent from those in the first decade, though not to the ex- 
tent suggested by the original hospital diagnoses. 

On the basis of these observations, we propose the fol- 
lowing hypothesis. Patients can .be divided into two 
groups. Those in group S are generally agreed to be 
schizophrenic by all diagnosticians, regardless of their 
criteria. Those in group X constitute an ambiguous heter- 
ogeneous group, presenting difficult differential diag- 
noses. They may present symptoms characteristic of sev- 
eral disorders or just not fit neatly into one category or 
the other. In these cases observer bias probably influ- 
ences the choice, i.e., they are called schizophrenic by 
psychiatrists with a broader concept of schizophrenia. 
We postulate that between the two decades group S (the 
“hard-core” schizophrenics) diminished somewhat in 
number, while group X (the “ambiguous” schizophrenics) 
increased, inviting more diagnoses of schizophrenia by 
anyone with a broader concept. However, the concept of 
schizophrenia used by the ODs changed so much between 
the first and second decades that, although patients in the 
borderline group were not diagnosed as schizophrenic in 
the first decade, most of them were so diagnosed in the 
second decade. This would explain why schizophrenia ap- 
peared to decrease across the decades according to 
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B.J.G’s diagnoses (i.e., on the basis of a narrow concept, 
since B.J.G. is British-trained), to remain stable accord- 
ing to the RDs (i.e. on the basis of their somewhat 
broader American concept, since the increase in “‘ambig- 
uous” schizophrenia compensated for the decrease in 
“hard-core” schizophrenia), and to increase dramatically 
according to the ODs (whose concept of schizophrenia 
broadened considerably over time). 

This study shows that the use of consistent diagnostic 
criteria over time is crucial for comparing patients over 
time. Reliable patient comparisons over time are impor- 
tant for clinicians, to allow them to identify new syn- 
dromes, to consult past literature or senior colleagues, or 
to accumulate experience about etiology, treatment, and 
prognosis over the years. They are important for admin- 
istrators, to allow them to justify budgets on the basis of 
projected admission trends and to plan for new facilities. 
And finally, the reliable identification of patient groups 
over time is important for researchers, to allow them to 
develop family case histories for genetic studies, to trace 
changes in prevalence rates, and to evaluate the impact of 
treatment programs. 
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APPENDIX | 


Statistical Procedures 


The samples of patients for rediagnosis, 64 in each decade, 
were selected by a procedure known as Plan H (1). The advan- 
tage of this plan is that the final sample very nearly repro- 
duces the proportions of hospital diagnoses grouped under the 
three broad categories of schizophrenia, affective disorders (all 
subtypes of major affective disorders listed in DSM-J7 under 
section 296, as well as psychotic depressive reaction and de- 
pressive neurosis), and other (all diagnoses not included under 
schizophrenia and affective disorders, e.g., neuroses, personality 
disorders, organic syndromes) during the decade from which 
that sample was drawn. Moreover, this diagnostic distribution 
is maintained as close as whole numbers permit among the four 
patients from each decade assigned to each rediagnostician. 
This is accomplished by starting off with a preliminary sample 
that is several times the size of the final sample. The larger 
sample has a better chance than the smaller (final) sample to re- 
produce the proportions in the hospital records. The steps in the 
procedure follow. 

Step 1. Calculate on the basis of sampling theory and puta- 
tive results the optimum ratio for the size of the preliminary 
sample to the size of the final sample for rediagnosis. The cal- 
culations showed that this ratio might well be 3:1 or 4:1. 

Step 2. Using random numbers, draw the preliminary sam- 
ples from the hospital records for the two decades. This is easy 
to accomplish, since admissions are numbered consecutively. A 
random number in the interval between the opening number of 
a decade and the closing number identifies and selects uniquely 
some particular patient. 

Step 3. Discard from the preliminary sample the patients who 
were under 20 or over 60 years of age on admission. 

Step 4. Adjust the sizes of the remaining preliminary samples 
so that each is a multiple of 64 (size of the final sample). This is 
done by drawing more cases from the preliminary sample or by 
discarding some, always using random numbers. 

Step 5. Classify each preliminary sample into three strata de- 
fined by the hospital diagnosis: schizophrenia, affective dis- 
order, other. Maintain within each stratum the order in the 
original file.. 

Step 6. Label the patients in the preliminary sample for the 
first decade A, B, C, D, A, B, C, D, and onward from start to 
finish; each of the four letters appears 64 times. Label those in 
the second decade A, B, C, A, B, C, and onward; each of the 
three letters appears 64 times. 

Step 7. Select the B labels from each decade for ne final 
sample for rediagnosis. 

Step 8. Order the 16 psychiatrists | to 16 by random num- 
bers. 

Step 9. Number the patients with B labels 1, 2, 3, up to 16. 
Patients labeled 1 are for Psychiatrist No. 1, patients labeled 2 
are for Psychiatrist No. 2, etc. This plan distributes to each psy- 
chiatrist patients from each decade with diagnoses of schizo- 


phrenia, affective disorder, and other in numbers as nearly 
equal as possible. 

Step 10. Each psychiatrist now has eight patients, four from 
each decade. This is the final sample. Randomize the order of 
these eight patients. 

Step 11. Make Xerox copies of the case records in the final 
sample. Obliterate every word that could betray the diagnosis, 
reasons for diagnosis, or year of admission. 

Step 12. Deliver the proper package of eight records to each 
psychiatrist for rediagnosis. 

Step 13. Compile the results and draw statistical inferences. 
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DISCUSSION 


W. ROBERT BEAVERS, M.D. (Dallas, Tex.)—The authors’ first 
finding relates to the marked variation in the diagnosis of schiz- 
ophrenia in an American hospital in the 30-year period from 
the 1930s to the 1960s; the incidence went from some 30 percent 
to a peak of nearly 80 percent in the early 1950s and dropped 
off to around 50 percent in the late 1960s. It was interesting to 
compare this curve with data from Timberlawa Psychiatric 
Hospital, a southwestern private psychiatric hospital (1), in 
which a tabulation of 13,050 first admissions indicated a per- 
centage of schizophrenic diagnoses in 1933 of 12 percent, in 
1943 of 33 percent, in 1953 of 67 percent, and in 1963-down to 
43 percent, a curve very close to the one found at New York 
State Psychiatric Institute. 

This is further verification that the authors’ finding is relevant 
to other parts of the United States. Some of the factors involved 
in this phenomenon that the authors considered important in- 
clude more atypical schizophrenic patterns in the later popu- 
lation, changing patterns of criteria for diagnosis, and, in addi- 
tion, differences in admission policies, alternatives for care in 
the community, and treatment possibilities elsewhere in the 
community. 

I would like to suggest another factor that is, in my opinion, 
significant in incidence rates of schizophrenia, namely, that it 
takes more than one person to make a schizophrenic (2) and 
that the interactions of patient with helper at the time of diag- 
nosis (as well as before and after) greatly influer.ce the symp- 
tomatology considered important in the diagnosis of the schizo- 
phrenic syndrome. If this is indeed the case, then the 
relationship between the patients’ social class, ethnic back- 
ground, and general world view and those of the diagnosing 
physicians will be a significant factor in the apparent prevalence 
rate of schizophrenia in a given setting. 

The reason for this is that comprehensibility is a very marked 
factor in the probability of diagnosing a patient as schizo- 


phrenic. If he seems to be comprehensible, he ts less likely to be ` 


labeled schizophrenic. This comprehensibility is a two-way 
street, a result of the interaction between patient and helper, a 
distinct factor in addition to any intellectual concepts of schizo- 
phrenia that the clinician may possess. Faris and Dunham in 
their classical 1939 study (3) first found a much higher in- 
cidence of schizophrenia in the lowest economic classes, al- 
though Dunham in 1965 (4) challenged his own assumptions, 
rejected this prior interpretation, and focused on such factors as 
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the extreme competitiveness of an open-class society as contrib- 
uting to the development of schizophrenia. 

The degree of alienation of the hospital environment needs to 
be considered in epidemiological studies of the incidence of 
schizophrenia. I am concerned lest we make our epidemiologi- 
cal approach a one-sided focus on the patient half of the 
patient-helper interaction and then assume that shared concepts 
about symptoms will inevitably increase the accuracy of the la- 
bels applied to patients. 

“Bizarreness of thought” (which decoded means the verbal 
production of the patient in his interactional feedback loop with 
helpers) is highly correlated with the type and the quality of the 
listener. In a recent paper (5) I attempted to make this point by 
suggesting that “sophisticated and intuitive evaluators learn to 
correct for their major social deficiencies and to be aware that, 
for example, a middle-class, midwestern, Protestant physician 
interning in Bellevue in New York City must be extremely care- 
ful in calling another person schizophrenic because of commu- 
nication difficulty, if that person is an overwrought, Catholic, 
Puerto Rican, lower-class woman speaking of religious con- 
cerns.” 

If we are to sharpen epidemiological studies I would suggest 
that accurate descriptions of social class, occupation, and ethnic 
backgrounds of both the patient and the diagnosing physician 
may provide a way (perhaps a crude way, but a beginning) of 
reaching into this dynamic interaction statistically. Gurland 
and associates, in a previous paper (6), compared patient 
records in Brooklyn State Hospital in New York and Netherne 
Hospital in London and developed profiles of symptoms to 
evaluate the patients. They noted that difficulty in achieving 
diagnostic agreement was seen for those patients who had a © 
large affective component and only modest thinking difficulties. 
London psychiatrists tended to call this type of disorder an af- 
fective disturbance, while Brooklyn psychiatrists tended to 
diagnose it as schizophrenia. It is possible that English hospitals 
have a less alienated milieu, are more familiar with the nuances 
of their patients, and do not see eccentricities as evidence of 
“thinking disorder.” The in-hospital relationships strongly af- 
fect the style and manner in which a patient communicates. 

It has been said that Freudian patients dream Freudian 
dreams, that Jungian patients dream Jungian dreams, and that 
Rogerian patients dream not at all! Perhaps this suggests the 
reality of the interactional feedback loop in developing the 
symptoms presented by the patient. Rosenhan, in a recent ar- 
ticle, “On Being Sane in Insane Places” (7), described the ex- 
treme significance of interpersonal factors in diagnosis and of- 
fered compelling evidence of the degree of alienation between 
staff and patient in even ‘‘very good” U.S. mental hospitals. 

If epidemiological studies include this dimension of alien- 
ation in their considerations, I believe they will continue to be a 
boon to the efforts of psychiatrists. If we ignore that half of the 
relationship and encourage the assumption that thinking dis- 
order or bizarreness is an absolute, unaffected by the relation- 
ships that exist while the diagnosis is being made, we may find 
that we are attempting to catch a rainbow with a bucket. The 
authors have made a strong case that variations in diagnosis oc- 
cur because of conceptual differences. I suggest an added di- 
mension related to the quality of the relationships both at the 
time of admission to the hospital and subsequently. 

To paraphrase Pogo, “We have met the patient and he is us.” 
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Dimensions of the Therapeutic Milieu: A Study of Mental Hospital Atmosphere 


BY LEE GUREL, PH.D. 





Even though the environment of a mental hospital exerts 
a direct effect on the patient and even though evaluations 
of mental hospital performance take place constantly in 
the political arena, mental health professionals remain 
basically ignorant of how to measure or conceptualize a 
beneficial treatment environment. This paper is an at- 
tempt to extend the methodology for studying the atmo- 
sphere” of mental hospitals through the use of objective 
indices of hospital performance and factor analysis. Ap- 
plying this technique to 41 Veterans Administration psy- 
chiatric hospitals, the author identifies four factors and 
discusses their relationship to the objective character- 
istics of the hospitals. 


LIKE THE PERSONALITY of an individual, the personality 
of a mental hospital can be studied on several different 
levels using a variety of investigative techniques. Fore- 
hand and Gilmer (1) have distinguished four general ap- 
proaches to understanding the personality or climate of 
Organizations. The four strategies involve: 1) field study 
(i.e., straightforward observation), 2) perceptions of the 
Organization as reported by those participating in its ac- 
tivities, 3) objective indices of characteristics of the orga- 
nization, and 4) experimenta] manipulation of organiza- 
tional climate. 

Heretofore, practically all the studies on the atmo- 
sphere and milieu of mental hospitals have involved one 
or both of the first two approaches. The classical studies 
of Stanton and Schwartz (2), Belknap (3), and Goff- 
man (4) are illustrative of the first approach; the work of 
Ellsworth and Maroney (5) and Moos and Schwartz (6) 


on ward atmosphere illustrates the second. However, as 


Forehand and Gilmer suggested, inferences about the 
climate of an organization drawn from observation and 
the perceptions of participants suffer important limita- 
tions. Observational studies are necessarily highly subjec- 
tive and open to observer bias; this is a serious disadvan- 
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tage since practical considerations usually limit such 
studies to observation of one or at most a few settings. 
The second method, that of adducing organizational cli- 
mate via perceptions of participants, is somewhat less 
limited by restrictions of sample size, but yields a view of 
organizational characteristics that is inextricably con- 
founded with the characteristics of the perceivers. 

This study falls generally under the third method- 
ological rubric, the analysis of objective characteristics. 
Its purpose is to subsume a number of quantitative mea- 
sures of mental hospital operation under a set of concepts 
derived through factor analysis so as to clarify the dimen- 
sions underlying the otherwise vague notion of hospital 
atmosphere.’ . 

The long-range objective in seeking to quantify and 
consolidate indices of hospital atmosphere is to arrive at 
variables that might ultimately be related to measures of 
mental hospital effectiveness. In pursuing this strategy, | 
do not claim that the analysis of objective measures 1s 
necessarily superior to the other methods, but that the 
various strategies serve different purposes and are prob- 
ably best considered as complementary to one another. 


METHOD 

The study proceeded in three stages. First, it was neces- 
sary to establish that the measures to be used in the fac- 
tor analysis represented stable characteristics of mental 
hospitals. This was determined by collecting data over a 
five-year period on the total population of 41 Veterans 
Administration psychiatric hospitals. The measures in- 
cluded the size and composition of the patient load, the 
pressure for beds, release rates, funding, staffing, re- 
search and training programs, outplacement programs, 
employee suggestions, patient privileges, and the use of 
community volunteers. These measures were selected 
because they reflect the kind of information that is gen- 
erally available for non-VA hospitals. The data were 
then treated in the following way: monthly, quarterly, 
and annual measures of these characteristics were inter- 
correlated, as were averages of the periodic data; the re- 
sults were then interpreted as test-retest reliability co- 
efficients and part-whole correlations. These established 
the stability of the measures. 


‘Factor analysis is a statistical method for discovering how variables, 
in this case, measures of hospital functioning, relate to broader, more 
meaningful, and more manageable concepts. 
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TABLE I 


Rotated Factor Loadings of Hospital Characteristics (N=41 Hospitals): Four-Factor Solution 


*The rankings are given for factor loadings greater than .30, regardless of sign. 


In the second stage, the measures were subjected to 
factor analysis. In the third stage, 12 of the 41 original 
hospitals were scored on the factors obtained in the pre- 
ceding step and these factor scores were then correlated 
with other information about the hospitals. The other in- 
formation included variables that were meant to opera- 
tionalize * some of the concepts suggested by Bockoven’s 
scholarly study of moral treatment (7, 8). 


RESULTS 


Because they were so unambiguous and because they 
have been reported in great detail elsewhere (9), the find- 
ings pertaining to the stability of the hospital character- 
istics warrant only brief mention here. In sfiort, it was 
found that hospitals were remarkably stable relative to 
one another on the kinds of descriptive measures men- 
tioned above. This was the case in spite of absolute 


*Operationalizing or making operational is a process of redefining a 
concept, construct, or idea in terms of objective measures, i.¢., measures 
of phenomena that are identifiable, observable, and repeatable. 
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Factor | Factor 2 - Factor 3 Factor 4 
Variable Rank* Loading Rank Loading Rank Loading Rank Loading 
Average daily load of psychiatric patients 3 96 08 6. .03 
Number of patients with more than two years’ stay l .98 ~.02 14 Of 
Number of open-ward patients 9 7) 8 ~.36 ~14 ; 22 
Number of patients with grounds privileges 4 82 ~15 ~,09 29 
Daily dollar cost 7 18 1 iad [2 9 A8 
Number of registered nurses .26 3 77 ~,06 13 3] 
Number of nursing assistants 8 -18 9 oe 12 12 39 
Number of medical doctors 14 35 7 53 18 6 mh) 
Number of physical medicine and rehabilitation staff 5 82 29 AG 09 
_ Number of housekeepers 15 34 07 ~,08 3 66 
. Number of social workers 14 10 33 5 46 5 61 
Number of psychologists ~.O1 ~.12 8 36 l 16 
Applications 02 4 .74 , ~ 17 „25 
Waiting list 28 .09 2 69 .06 
Employee suggestions 15 .09 3 69 18 
Total average daily patient load 2 .96 d5 13 13 
Psychology trainee hours ~.Q2 ~.19 6 43 8 52 
Volunteer hours 26 ~.23 4 49 ‘14 I 
Ruralness ~.1} ~,04 7 ~ 43 4 ~.64 
Date of opening 12 ~.48 14 08 1 43 
Haun-style construction HI ~.58 18 13 7 55 
Residency program 16 25 09 2 67 
Nurse affiliate program 13 37 .26 03 ~.42 
Number of foster home placements ~ 07 02 l 76 17 
Percentage of per diem expenditures for: i 
General administration 10 —.71 .08 -2l ~14 
Care of patients ~27 . l 8i 12 ~ OI 
Dietetics 6 19 12 -31 28 -25 
Engineering .O9 2 ~.78 ~ 24 09 
Total number of discharges ~.16 5 71 ~ 21 23 
Total number of psychiatric discharges 29 6 55 07 07 
Research money 00 {7 .03 10 44 


changes in these measures and in spite of there being sev- 
eral areas--most notably in staffing and the internal dis- 
tribution of funds—where hospitals might have been ex- 
pected to shift their relative positions. The only 
exceptions to this picture of stability and uniform relative 
change occurred in the few programs that were subject to 
periodic management manipulation, e.g., foster home 
placement and employee suggestion rates. 

These findings have led to some rather pessimistic 
speculations about the possibility of effecting radical 
changes in the organization of mental hospitals, at least 
within a brief time span or without herculean efforts and 
massive administrative intervention. In particular, one 
would be skeptical that the frequently voiced wish for a 
new administrator to “come in and shake up the place” 
had much chance of becoming an early reality. | 

Apart from studying the issue in its own right, A second 
purpose of establishing the test-retest stability of hospital 
characteristics was to ensure that they reflected enduring 
and, to that extent, meaningful characteristics of hospi- 
tals. In a word, I was not content merely to test the com- 
puter’s capacity to rearrange an input of garbage into an 


output of garbage. 


One of the results of what was, in fact, a series of factor 
analyses is presented in table 1, a varimax rotation of 
four factors of an eight-factor, principal components ex- 
traction with ones in the diagonal.? The four factors 
shown in table | were the only ones that appeared to be 
interpretable. The first factor is rather unremarkable in 
that it reflects the pervasive influence of the size of the 
patient load. The second factor is also easily interpreted 
as reflecting the extent to which hospital workloads and 
facilities reflect a commitment to general medical and 
surgical treatment. The third and fourth factors are per- 
haps best considered both separately and together, since 
several measures loaded * importantly on both (e.g., vol- 
unteers, urban location, social workers, psychologists, 
and psychology trainees). In addition, the high loadings 
of many of the program description-type measures (e.g., 
foster home placement, employee suggestions, psychiat- 
ric residency program, and higher research funding) sug- 
gest a quality of activity and the likelihood that both fac- 
tors share characteristics of movement and activity 
within a hospital. 

However, in spite of the similarities between the two 
factors, individual consideration is useful in distinguish- 
- ing the separate emphases within their common frame- 
work. Both factors seem to imply activity, but each sug- 
gests somewhat different kinds of activity. Hospitals high 
on factor 4 tend to be the more recently built training and 
research centers, with higher operating costs and heavier 
staffing. The staff tends to consist more of professionals 
and workers that are most often found in medical teach- 
ing settings (e.g., physicians, nurses, nursing assistants, 
and housekeepers). By way of contrast, hospitals high on 
factor 3 are somewhat less likely to be urban-located, 
highly professional medical centers, built on the Haun 
plan of small-ward units (11). Their activity would more 
likely be expressed in community relatedness, as reflected 
in a greater degree of foster home placement and use of 
volunteers, and in total staff participation, as suggested 
by higher employee suggestion rates. 

As noted above, the measures or variables that went 
into the factor analyses were selected in part because of 
their availability for all VA psychiatric hospitals. In 12 of 
these hospitals, additional information including data on 


staff attitudes and on the use of various therapies were 


also collected. When correlated with scores on factors 3 
and 4, these bits of information were helpful in assigning 
conceptual meaning to the factors. Both factors were 
found to be positively correlated with the extent to which 
psychotherapy was being practiced in the 12 hospitals; 
there tended, however, to be more group psychotherapy 
in hospitals higher on factor 3 and more individual ther- 
apy in hospitals higher on factor 4. 


Rotation is a mathematical process for separating the factors maxi- 
mally to more clearly identify their uniqueness. Readers are referred to 
Harman’s book on factor analysis (10) for details of the process. 


“Factor loadings are correlations between the original measures and the 
factors. Loading refers therefore to the strength of the relationship or 
association between the measures and the factor, 


LEE GUREL 


Staff attitudes were measured on the five subscales of 
the Cohen-Streuning Opinions About Mental Hiness 
Scale (OMI) (12). A hospital’s score on the OMI was 
computed for so-called “atmosphere samples.” In such 
samples, personnel are represented in proportion to their 
number on the staff. The attitudes of all personnel groups 
in the hospital are therefore reflected. Both factors 3 and 
4 were found to be negatively correlated with OMI 
scores on Authoritarianism and Social Restrictiveness 
(which were themselves highly correlated). Factor. 3 also 
tended to be negatively correlated with the OMI Un- 
sophisticated Benevolence score, suggesting that staff in 
hospitals high on factor 3 had a less paternalistic orienta- 
tion toward patients. 

High scores on factors 3 and 4 can be interpreted 
therefore as reflecting more globally active and less 
tightly controlled mental hospitals. Factor 3 suggests 
more of a “‘sociotherapeutic” and community-oriented 
kind of activity that is less traditionally medical by virtue 
of involving a broader range of personnel in the treat- 
ment process. Factor 4, on the other hand, can be called 
“*medicotherapeutic’”’ since it carries an emphasis on 
staffing, training, and professional activity, much as takes 
place in an academic medical center. 

Although it is useful to emphasize the unique charac- 
teristics of the medicotherapeutic and the sociotherapeu- 
tic factors for purposes of clarifying and conceptualizing 
the structure of hospital atmosphere, it must be remem- 
bered that these factors are importantly correlated. It is 
therefore not surprising to find that they were highly cor- 
related in the subsample of the 12 more intensively stud- 
ied hospitals. The correlations typically fell between .6 
and .7, depending on the items entering into the factor 
scoring and the particular factor scoring method. With 
this much redundancy between the medicotherapeutic 
and sociotherapeutic dimensions, it seemed preferable to 
work with a single measure of atmosphere in the final 
step of this study, particularly since only 12 hospitals 
would be involved. 

The items defining this new measure are those whose 
loading on the third factor in table 2 is greater than .40. 
It is clear that this factor, which is labeled ‘‘nontradi- 
tionalism,” reflects a composite of the component 
medicotherapeutic and sociotherapeutic factors, in that 
it is defined by exactly the same items that defined the 
separate medicotherapeutic and sociotherapeutic orien- 


tations. 


I wish to stress that nontraditionalism is not an index 
of hospital atmosphere separate from the medi- 
cotherapeutic and sociotherapeutic dimensions. Rather, 
it is an expression in a single concept of two closely re- 
lated but separate concepts that can be thought of as 
components of nontraditionalism. For purposes of identi- 
fying the correlates of hospital atmosphere with a sample 
of 12 hospitals, it is methodologically more desirable to 
work with the single composite measure rather than with ` 
its two components. 

In interpreting the meaning of nontraditionalism, it 
may be instructive to note that my first thought for label- 
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TABLE 2 


Rotated Factor Loadings of Hospital Characteristics (N=41 Hospitals}: Three-Factor Solution 








Factor ] Factor 2 Factor 3 

Variable Rank* Loading Rank Loading Rank Loading 
Average daily load of psychiatric patients 2 96 .07 12 
Number of patients with more than two years’ stay | 98 ~.02 09 
Number of open-ward patients id 10 -.27 12 
Number of patients with grounds privileges 5 81 -.07 19 
Daily dollar cost 7 Al 8 40 13 43 
Number of registered nurses 2 l .82 15 
Number of nursing assistants 8 at 9 .40 15 36 
Number of medical doctors 14 34 6 .60 9 SI 
Number of physical medicine and rehabilitation staff 4 82 .29 17 
Number of housekeepers 15 32 22 1] 47 
Number of social workers 14 10 .38 3 74 
Number of psychologists ~.0] -.02 | 83 
Applications 00 2 19 04 
Waiting list 16 3} Oo} 12 46 
Employee suggestions LT 03 8 59 
Total average daily patient load 3 .96 17 a | 
Psychology trainee hours -02 -.14 4 69 
Volunteer hours ey -.22 7 56 
Ruralness ~I] ~.1] 2 -.77 
Date of opening 12 AQ 20 14 38 
Haun-style construction 11 ~.59 26 10 50 
Residency program 14 12 36 6 Be 
Nurse affiliate program 13 37 25 -.10 
Number of foster home placements ~,05 -.05 5 59 
Percentage of per diem expenditures for: 

General administration 9 -7I .06 ~.25 

Care of patients 27 3 77 .00 

Dietetics 6 .80 II -.37 ~ 00 

Engineering 08 5 ~.10 ~,02 
Total number of discharges ~17 4 76 00 
Total number of psychiatric discharges 29 T. 55 .05 
Research money ~,Q] 25 16 36 


*The rankings are given for factor loadings greater than .30, regardless of sign. 


ing it was “progressive management.” This term was at- 
tractive in light of the extent to which hospital directors 
in the VA system were able to differentially influence 
treatment programming and staffing emphases and 
thereby influence the atmosphere variables we sought to 
quantify. The switch to nontraditionalism reflected a feel- 
ing that it was a less inferential and perhaps less pejora- 
tive label. l 

Table 3 presents correlations between the composite 
factor nontraditionalism and a selected group of other 
hospital characteristics. I have excluded from table 3 a 
few redundant items and certain items that were unre- 
lated to nontraditionalism and whose lack of relationship 
seemed to be without significance. Although some pro- 
vocative relationships will be noted, I must caution in ad- 
vance that these results are based on a sample of only 12 
hospitals and must be interpreted with utmost caution. 

It can be seen that the more nontraditional hospitals 
tended to be smaller in overall size, to be less exclusively 
populated by psychiatric patients, and to have a smaller 
proportion of very chronic, continuous-stay patients. 
They tended to have a higher proportion of patients with 
grounds privileges, but did not differ with respect to the 
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proportion of patients on open wards. Fewer of their 
patients were released with leave of absence (LOA) 
status, as opposed to a presumably more liberal policy of 
release through a trial visit or outright discharge. Non- 
traditional hospitals were also characterized by higher 
overall staffing ratios and higher ratios for all of the staff- 
ing groups for which data were available. In addition, 
they were more likely to have a psychiatric residency 
training program, a more extensive psychology training 
program, and a more extensive volunteer program, but 
they were not distinguished in terms of having a nurse af- 
filiate training program. Staff members in nontraditional 
hospitals scored lower on the Authoritarianism and So- 
cial Restrictiveness subscales of the OMI and partici- 
pated more in the employee suggestion program. 

As would be expected in view of the well-known rela- 
tionships between per diem cost and staffing and between 
per diem cost and hospital size, nontraditional hospitals 
tended to be high-cost hospitals. They also had higher re- 
search budgets. However, it is of interest that the non- 
traditional hospitals spent higher proportions of their 
budgets on general administration and care of patients 
and lower proportions of their budgets for nursing, die- 


TABLE 3 
Correlations Between Nontraditionalism and Selected Hospital 
Characteristics (N=12 Hospitals} 








Correlation 
Variable Coefficient (r) 
Patient load variables 
Average daily patient load ~,54 
Percentage of psychiatric patients -.50 
Percentage of patients with more than two years’ stay ~.64 
Percentage of patients in open wards 04 
Percentage of patients with grounds privileges -.35 
Percentage of releases through leave of absence —.58 
Staffing variables 
Ratio of: 
Staff to patient .68 
Nurse to patient ee, 
Nursing assistant to patient 43 
Physician to patient 55 
Physical medicine and rehabilitation staff to patient 62 
Housekeeper to patient 38 
Social worker to patient 89 
Psychologist to patient 90 
Volunteer hours to patient .30 
Psychology trainee hours 16 
Psychiatric residency program 37 
Nurse affiliate program i .09 
OMI Authoritarianism score -.80 
OMI Social Restrictiveness score —.85 
Employee suggestion rate 62 
Financial variables 
Total per diem expenditure .59 
Percentage for general administration 61 
Percentage for care of patients .33 
Percentage for nursing -.40 
Percentage for dietetics —.53 
Percentage for engineering -.29 
Total research budget af 
Psychiatric research budget 65 
Program variables 
Extent of individual psychotherapy 33 
Extent of group psychotherapy 39 
Extent of shock therapy 7-24 
Extent of outplacement program 83 
Extent of foster home program 82 
Miscellaneous variables 
Rural location -.43 
Recency of opening 40 
Small-ward (Haun-style) construction 54 


tetics, and engineering, these designations being official 
VA accounting categories. 

In terms of treatment programs, nontraditional hospi- 
tals tended to have higher proportions of patients in indi- 
vidual and group psychotherapy and lower proportions 
receiving electroshock therapy. They were also character- 
ized by having more extensive outplacement programs in 
general and a more extensive foster home program in 
particular. Finally, nontraditional hospitals tended to be 
newer, to be constructed on the Haun (small-ward unit) 
pattern, and to be located in more urban locations. 

It would be tempting to speculate about further mean- 
ings that might be attached to the items characterizing 
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the nontraditional hospital. However, I prefer to heed my 
own words of caution and have chosen not to risk over- 
generalizing the findings. It is clear that the relationships 
described here are eminently consistent with contempo- 
rary thinking about mental hospitals, but, with findings 
based on so small a number of hospitals, one cannot be 
confident that the conclusions would reflect anything 
more than one’s being part of the mainstream of contem- 
porary thinking. My purpose, rather, has been to develop 
a quantitative grip on the somewhat nebulous and ab- 
stract issue of hospital atmosphere and to determine 
whether such a measure made some kind of clinical sense. 


DISCUSSION 


The skeptic might well question the concern in this pa- 
per with clarifying the nature of mental hospital atmo- 
sphere. It could be argued that the study of mental hospi- 
tals will become increasingly irrelevant over the next few 
years. In support of this view, one could cite the consis- 
tent drop in patient load, the closing of hospitals, the 
plans in some states for eventually phasing out all mental 
hospitals, and the prospect that community mental 
health centers will in time take care of the mental hospi- 
tal population. 

My own view is that decreases in patient load have 
been largely the result of the use of nursing homes and 
other long-term-care facilities for aged or infirm psychi- 
atric patients, and the maintenance of another sizable 
bulk of patients in community settings such as foster 
homes. Since my colleagues and I have shown elsewhere 
that over half the patients in VA psychiairic hospitals 
had no need of the services that are available only in hos- 
pitals (13), I am not at all surprised that an increase in 
outplacement has resulted in fewer hospitalized patients. 
However, I would anticipate a leveling off of the rate of 
decline within the next few years. Neither would I find 
convincing the assertion that community mental health 
centers will eventually obviate the need for mental hospi- 
tals. While centers undoubtedly serve many former 
patients, the bulk of community mental health center ac- 
tivity is likely to continue being directed toward the less 
disturbed, the less chronic, and the previously unserved. 
In brief, while I am aware of their many shortcomings, I 
would not anticipate the disappearance of mental hospi- 
tals any time soon. 

In the meantime, mental hospitals do exist, and they 
currently serve in excess of 300,000 inpatients at any 
given time. That the treatment milieu of the hospital can 
itself have direct and important therapeutic or antithera- 
peutic effects on these patients is no longer the remark- 
able insight it was only two decades ago. Nevertheless, 
much is still unknown about what characteristics consti- 
tute a favorable treatment climate, how these character- 
istics manifest and pattern themselves, and how they are 
best conceptualized. And, more importantly, we remain 
essentially ignorant as to how to measure the treatment 
environment of the mental hospital. 

The problem of measuring the effects of the treatment 
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milieu is, of course, more than just an academic pre- 
occupation. A more affirmative basis for studying the 
mental hospital environment is available in recent litiga- 
tion on patients’ rights to treatment. If mental health 
professionals are to help the courts move beyond a 
“numbers game” concept of hospital treatment—1.e., 
how many of what kinds of personnel define a level of 
adequate treatment—it becomes crucial that we follow 
up our attempts to refine our methodologies, concepts, 
and measurements of the therapeutic and antitherapeu- 
tic effects of hospitalization itself. Adequate treatment 
requires an appropriate treatment climate. Until mental 
health professionals can provide a quantitative definition 
of that climate and an evaluation of its impact on treat- 
ment results, they are not likely to influence the eval- 
uations of mental hospitals constantly taking place with- 
in the political arena. 
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The Black Patient and Research in a Community Mental Health Center: 


Where Have All the Subjects Gone? 


BY BRIAN L. WEISS, M.D., AND DAVID J. KUPFER, M.D. 


The virtual absence of blacks on psychiatric research 
wards has been reported previously. This paper attempts 
to explain this phenomenon with observations made at 
the Yale-Connecticut Mental Health Center, a center 
with a very active research program that is located near a 
large ghetto in New Haven. The authors identify three 
pertinent factors: the attitudes of the center staff toward 
black patients, the attitudes of the black patients toward 
the white-dominated research staff, and the attitudes to- 
ward blacks and other minorities embedded in the struc- 
ture and practices of the institution. They conclude that 
these factors must be dealt with if psychiatric research is 
to be generalizable to all segments of the population. 


IN THE PAST DECADE the integration of the black patient 
into the community mental health center system has 
progressed rapidly; in many areas blacks tend to use 
community mental health facilities at a higher rate than 
whites and to use them more than they do private psychi- 
atric facilities. For example, in a 1972 study of the Roch- 
ester Mental Health Center, Hart and Bassett noted that 
although the catchment area was 90-percent white and 
ten-percent black, the admission rate per 1,000 popu- 
lation per year was 6.4 for whites and 12.6 for blacks (1). 
In many mental health centers and especially at the Yale- 
Connecticut Mental Health Center (Yale-CMHC), 
where an entire research unit is devoted to psycho- 
biological investigation, clinical research receives high 
priority. Yet the percentage of black patients admitted to 
the research ward, which is entirely cost free to the 
patients, is extremely low—approximately 3.2 percent— 
and represents the participation of only 13 blacks out of a 
total of 402 patients between 1967 and 1973. This figure 
contrasts dramatically with the.percentage of black 
patients admitted to the nonresearch wards; official sta- 
tistics reveal a 22-percent minimum representation of 
blacks over the years 1967-1973 (p < 0.01, x? = 10.82 
with Yates correction). 


At the time this work was done, the authors were with the Yale Univer- 
sity Department of Psychiatry and the Yale-Connecticut Mental 
Health Center, New Haven, Conn. They are now with the Department 
of Psychiatry, University of Pittsburgh School of Medicine and the 
Western Psychiatric Institute and Clinic, 3811 O’Hara St., Pittsburgh, 
Pa. 15261. Dr. Weiss is Assistant Professor of Psychiatry and Dr. Kup- 
fer is Associate Professor of Psychiatry and Director of Research. 


The scarcity of black patients on clinical research 
wards may have important ramifications as investigators 
attempt to generalize their findings. For example, studies 
of schizophreniform perceptual abnormalities made on 
research or private wards where 97 to 98 percent of the 
subjects are white may not be universally generalizable. 
This is especially noteworthy since several studies report 
that the highest rate of psychological disorder or impair- 
ment occurs consistently in the lower social classes, many 
of whose members are from black or other disadvantaged 
minority groups (2, 3). Theories concerning the effec- 
tiveness of chemotherapeutic modalities, developed pri- 
marily on the basis of inpatient clinical trials, may not be 
entirely valid when applied cross-culturally. 

Secondly, it is clear that the elements of racism and 
discrimination that contribute to the absence of blacks in 
research wards are antagonistic to the basic principles of 
psychiatry and general medical practice. Furthermore, in 
an era in which psychological studies of special ghetto 
disorders and problems are extremely important, the use 
of facilities that are most suitable for certain kinds of re- 
search is severely limited and valuable time is lost. It 
seems worthwhile, therefore, to examine several of the 
factors responsible for the virtual absence of black 
patients on the psychiatric research ward. We have parti- 
tioned these factors into three broad categories: staff atti- 
tudes, patient attitudes, and institutional factors. 


SETTING 


Most of the following observations and all of the case 
reports were taken from the experiences of the research 
ward of the Yale-CMHC, which is an integral part of the 
Yale University Department of Psychiatry. The Yale- 
CMHC itself is located immediately adjacent to a large 
ghetto area in New Haven. The research ward ts a 17-bed 
inpatient ward; the average duration of hospitalization ts 
eight to ten weeks. Informal and written consent for par- 
ticipation in the research procedures is obtained from 
patients and family at the time of admission. Current re- 
search procedures include not only the completion of 
questionnaires, psychological testing, and other less tech- 
nical approaches but blood tests, a lumbar puncture, in- 
termittent sleep electroencephalograms, and measures.of 
cortical evoked response as well. The majority of patients 
have major affective or schizophrenic disorders, although 
some ‘teaching cases,” representing a wide variety of 
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psychiatric disorders, are also admitted. All patients re- 
ceive individual psychotherapy, group therapy, family 
therapy, and milieu therapy. There are approximately 31 
full-time staff members, including three senior psychia- 
trists and four psychiatric residents. At present, only five 
of the staff members are black (four are psychiatric aides 
and one ts a licensed practical nurse). | 


STAFF ATTITUDES 
The Black Patient As a Research Risk 


The admitting staff will frequently deny admission to a 
black patient because of the common feeling that he will 
not “pan out” as a research subject. The black patient is 
rarely expected to “succeed,” since a minimum hospital- 
ization of six weeks with rigorous adherence to research 
procedures is required. He is, instead, expected by the 
staff to resist research procedures, to break ward rules, 
and to leave the ward before the conclusion of the re- 
search procedure. Reacting to these expectations, the 
patient will frequently act out and fulfill the researcher’s 
prediction. Each unsuccessful black patient thus rein- 
forces this particular bias. 


The Black Man Represents a Danger 


We have encountered an attitude on the part of women 
staff members that the black man is dangerous physi- 
cally and sexually threatening, and, in the interests of 
“ward harmony,” should therefore not be admitted to the 
research ward. 


Case l. A 22-year-old black man, approximately six feet tall 
and of average weight and build, was seen in the Yale-New Ha- 
ven Hospital emergency room. He was experiencing an acute 
schizophrenic episode, with delusions and occasional auditory 
hallucinations, and had become a recluse in his room at the 
YMCA, with severe sleep and appetite disturbances. He had no 
history of violent behavior, no police record, and was coopera- 
tive in the emergency room. The friends who brought him to the 
emergency room described him as “gentle.” He was hospital- 
ized by the chief resident on the research ward. Immediately 
and every 30 minutes for the next several hours, the outraged 
nursing staff called the chief resident because of the “giant 
black man” who was “going to be terrible and dangerous” on 
the ward and who also could ‘‘eat us up alive” (quote of a 24- 
year-old white nurse). The chief resident was accused of “en- 
dangering the lives of the staff” (quote of a 50-year-old black 
psychiatric aide) and of “betrayal.” The patient, reacting to the 
immediate tension and hostility, slapped a young white psychi- 
atric aide, whom he accused of being his “white father.” The 
nurses asked, “Do you think we’re working in a state hospital?” 
The nursing staff then called the ward chief, who was alarmed 
by the nurses’ near-panic, and the patient was transferred to the 
state hospital that night. 


Other factors, such as age and diagnosis, are integrally 
related to the staff's attitude toward the black patient. 
Those patients who are best able to evoke unconscious 
fantasies, wishes, or fears in the staff meet with the great- 
est resistance and hostility. Sabshin and colleagues (4) 
stated that “black males are even more likely than black 
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females to be denied access to treatment, be viewed as 
sicker, and languish longer in custodial settings,” espe- 
cially since derivatives of the aggressive and sexual drives 
seem to be most stirred by (and projected onto) the young 
black psychotic man and least so by the older, non- 
psychotic black woman. The closer the black approxi- 
mates the white middle-class stereotype, the less threat- 
ening he or she appears, Educational background, skin 
tones, and speech style are all critical in determining staff 
anxiety and resistance levels. 


Case 2. The only “successful” black patient on the research 
ward in the past three years was a 54-year-old divorced black 
schoolteacher. She was experiencing her fourth depressive epi- 
sode but only her first hospitalization. Her chief complaint was, 
“I have trouble sleeping. I have headaches and no appetite.” 
Before the onset of the depression she was active in many com- 
munity activities, in which she had frequently assumed lead- 
ership roles. She was also director of a special education pro- 
gram for retarded children. In 1959 she had become the first 
and only black to teach in her city on the West Coast. On ad- 
mission she was described by the psychiatric resident as a 
“neatly dressed, middle-aged female.” 


The Black Patient Creates Extra Work 


Another attitude is that the black patient has difficulty 
comprehending research rationales and will resist proce- 
dures he may not understand. Thus a greater amount of 
energy and therapeutic work will be required if he or she 
is to be researched. In addition to the patient’s resistance, 
the predominantly white staff is not very adept or com- 
fortable in attempting to remedy the alleged greater so- 
cial disruption and environmental chaos found in the 
black patient’s background. The clinician, in short, ‘‘does 
not know the black experience” (5). The psychiatric resi- 
dents assume that the black patient does not fulfill their 
fantasied expectations of the therapeutic model, 1.¢., the 
young, insightful, verbal, attractive patient (6). In gen- 
eral, therapists prefer the “workable” family (7). The re- 
sistance of the white clinicians may also be heightened by 
the fear and hostility aroused in them by the violence that 
has tended to be aimed against whites in general as part 
of. the emergent black self-awareness and revolt (8, 9). 
Since he is a greater research risk anyway, why admit 
him and cause extra work? 


Staffs Own Anxiety About Psychiatric Research 


Previous studies have examined staff anxieties over 
clinical psychiatric research and the myths that develop 
as rationalizations for the research (10-12). Research 
may be rationalized as “therapy,” as treatment in itself, 
Or as an approach to the time when research will have 
cured all psychiatric disorders; these views may help allay 
the apprehension the staff may experience in dispensing 
placebos during baseline periods to acutely psychotic or 
severely depressed patients or in giving lumbar punctures 
that may be part of a particular research protocol but 
may not be otherwise indicated clinically. However, the 
black patient seems more verbal in his resistance to being 
a “guinea pig,” and the anxiety of the staff surfaces more 
readily at his objections, especially when he may perceive 


the research as punishment or as a form of racism. In its 
extreme, the situation may be perceived to be similar to 
the Nazi medical experiments on concentration camp 
victims. 


ATTITUDES OF PATIENTS 
“I’m no guinea pig; l'm angry and frightened” 


That the research subject is oppressed and the re- 
searcher is the oppressor is often felt by the black patient. 
Blacks who are depressed or paranoid seem particularly 
prone to use this perceived relationship to resist hospital- 
ization on the research ward. Researchers interviewing 
the black patient for possible admission are also aware of 
this strategy and might unconsciously reinforce it in of- 
der to discourage the patient. The patient’s fear of such 
procedures as the lumbar puncture or the sleep electroen- 
cephalogram not only might prevent the black patient 
from entering the ward, but also provides another ap- 
proach for the interviewer to manipulate the patient’s 
anxiety. 


The Black Orientation to Psychiatric Hospitalization 


As research protocols and minimum hospital periods 
are explained, the black patients often grow more resis- 
tive and less likely to voluntarily sign themselves into the 
research ward. Instead they will usually opt for the 
group-oriented, action—encounter-type therapies, crisis 
intervention, and shorter hospitalization. They seem less 
interested in chemotherapy and more interested in di- 
rectly ameliorating environmental stresses and thus are 
more concerned with relief from the present symptom- 
atology than with long-term prophylaxis. If, as frequently 
occurs, no such action-oriented ward or crisis unit (in- 
hospital or community based) is available, the black 
patient will either not be hospitalized or will choose to be 
committed to a state hospital. 


“My Family Needs Me” 


This attitude is often expressed by the black woman, 
who is usually the primary source of care for her children 
and who is for that reason reluctant to be hospitalized. 
However, this is sometimes not enough to prevent hospi- 
talization, and its sudden invocation in the face of immi- 
nent hospitalization might represent a specific avoidance 
of the research ward. 


Case 3. A 19-year-old black woman with a three-and-a-half- 
month-old son was interviewed for possible admission to the re- 
search ward. Although she had been severely paranoid and de- 
lusional since her son’s delivery, experienced nonthreatening 
auditory hallucinations, and functioned in a very restricted 
manner with severe curtailment of social contact, she was ap- 
parently able to care for her child. Her husband, a 21-year-old 
pharmacy aide, could no longer cope with the situation. Previ- 
ous Outpatient treatment with 400 mg. of chlorpromazine each 
. day was not effective. The patient’s family lived out of state. 
The patient grew increasingly restless and anxious as the ward 
was described to her, then suddenly refused admission to the 
research ward “because of my child.” An increase in pheno- 
thiazine was not effective, and she had to be hospitalized else- 
where, 
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INSTITUTIONAL FACTORS 
Apprehension About Community Reaction 


The concerns and fears about blacks are not limited to 
the admitting staff but also involve the administrators of 
the mental health center. The fantasy of the black com- 
munity rallying around the black “victim” of research 
techniques is easily elicited in administrators. The black 
‘community of New Haven, for example, is vocal and di- 
rect and has several times in the past few years pressed its 
grievances about mental health center policies or deci- 
sions directly to the director of the center. These encoun- 
ters have at least twice resulted in physical con- 
frontations. A number of other community mental health 
centers have faced similar confrontations with “articu- 
late and effective citizens’ groups” (13). 


Competition for Beds 


There is a competition for the limited number of non- 
state-hospital psychiatric beds. For people without in- 
surance who are thus essentially without access to private 
hospital beds, the few beds on the prestigious, cost-free 
research ward are in demand. Thus, to give a bed to a 
black patient, who may not be “‘researchable”’ anyway, is 
to deny the bed to a “more deserving” patient. 


Institutional Racism 


As contrasted to individual racism, institutional racism 
represents the existence of formal, relatively inflexible in- 
stitutional barriers to the black. Thus racial barriers ex- 
tending all the way up the educational ladder severely 
limit the number of black medical students, residents, so- 
cial workers, psychologists, and psychiatrists admitted to 
academic programs (4, 8, 14, 15). For example, in 1965 
the American Psychiatric Association Manpower Com- 
mission estimated that only about 300 of the nation’s 
17,000 psychiatrists were black. In addition, in 1972, only 
1.9 percent of the 4,216 men and women in psychiatric 
residency training were black (8). The whiteness” of the 
professional staff is widely known in the community, and 
a sense of distrust and alienation prevents many blacks 
from using psychiatric facilities, even when they are 
available. The research ward is known in the community 


_ as a “white” ward, both because of the absence of black 


patients and the paucity of black clinicians. 


CONCLUSIONS 


It is clear that the study and amelioration of disorders 
and problems peculiar to the black and the ghetto consti- 
tute a high-priority psychiatric task and should not be 
frustrated by discriminatory or restrictive practices in 
psychiatric research settings. In order to facilitate psy- 
chobiological and psychosocial studies involving blacks 
and other minority groups, current research designs and 
techniques may have to be modified. Techniques that tn- 
volve intensive longitudinal investigation of psychiatric 
variables over an extended period of time should perhaps 
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be replaced by short-term studies that make more exten- 
sive use of outpatient and day-hospital research facilities 
and periodic follow-up. Clinical rating scales, which are 
heavily used in research studies, should be redesigned to 
reflect various cultural and educational backgrounds. 
These and other modifications of current research mod- 
els must be implemented and the conscious and uncon- 
scious factors responsible for the virtual absence of black 
patients on research wards must be recognized if a more 
universal application of research-derived theories and 
methods is to be achieved in the near future. 
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Preventive Mental Health Programming for a Non-Health Agency 


BY SCOTT H. NELSON, M.D., PAUL B. BATALDEN, M.D., DAVID P. KRAFT, M.D., 


AND FREDERICK J. STODDARD, M.D. 


To introduce and maintain a preventive mental health 
program in a federal agency such as Job Corps has spe- 
cial requirements: a recognition of the goals of the or- 
ganization, selection of personnel on the basis of proved 
past experience or special talent, and responsiveness to 
the youthful high-risk minority population the agency 
serves and to the staff that works with them. This paper 
describes how the authors attended to these require- 
ments and developed a meaningful and effective mental 
health program. 


HOW CAN PSYCHIATRY and the community mental health 
movement make an impact on the actions of a federal 
agency that is not formally concerned with mental health 
but whose target population is one at high risk for mental 
illness? In this paper, we will describe some of the ways in 
which the Job Corps Mental Health Program, as part of 
the health office in the Job Corps national headquarters, 
has approached this complex situation; we hope that 
some of our experiences may prove useful for other men- 
tal health programs that are working with similar service 
populations in similar residential settings. 

The Job Corps is the only national live-in job training 
program for disadvantaged adolescents. As part of the 
Manpower Administration, U.S. Department of Labor, 
it serves some 50,000 young people aged 16 to 21 from 
poverty backgrounds each year. Its mission is to train 
these youths to become skilled and employed. In addi- 
tion, corps members are provided with remedial educa- 
tion, counseling, living quarters, and health care, all di- 
rected toward imparting the social skills and self-respect 
that are necessary to become employable in the fullest 
sense of the word. A preventive mental health strategy 
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ment of Labor, Washington, D.C. 20213. 


can make important contributions to this endeavor. 

Who comes to Job Corps? In general, it is youth with 
multiple failures—personal, social, academic, and in 
jobs. Over one-third of the corps members have court 
records. All originate from backgrounds of poverty. 
Some have educational deficiencies of such severity that 
they cannot read the alphabet. The Job Corps also con- 
sists of a mixed population of ethnic groups. Sixty-five 
percent of the corps members are black, 20 percent white, 
nine percent Mexican American, and the remainder are 
divided among Puerto Rican Americans, American In- 
dians, and others. These cultural and ethnic differences 
have provided a significant challenge to the development 
of a sensitive and responsive mental health program. 


Where are Job Corps youth trained? As of January 
1973, there were more than 70 residential training centers 
in inner-city, suburban, and isolated rural settings across 
the country. The number of corps members ranges from 
30 in a small center to 3,000 in larger ones, although the 
usual capacity of a center is between 220 and 350. The 
contractors operating the centers are from private indus- 
try, educational systems, and:such government agencies 
as the Department of the Interior and the U.S. Forest 
Service. 

The mental health problems brought to the Job Corps 
are related to the ages and hardships in the backgrounds 
of the enrollees. The more severe of these problems in- 
clude schizophrenia, mental retardation, and occasional 
instances of homosexuality and drug misuse. More com- 
monly, emotional difficulties arise from the stresses of 
being away from home for the first time and of adapting 
to a new group of peers and adults. Pressures generated 
from within the Job Corps center system itself may also 
lead to problems for the corps members. Such pressures 
may arise from the fact that the residential system must 
promote the well-being of the total group rather than that 
of single individuals exclusively. Poor communication, 
incompetence, and lack of confidence on the part of the 
staff or a lack of knowledge of the possibilities for struc- 
turing the center programs on the part of the center ad- 
ministrators may also contribute to the emotional diffi- 
culties of the corps members. 


PRINCIPLES OF OPERATION 


The Job Corps National Mental Health Program was 
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specifically developed to take into account the non- 
health-oriented manpower training setting in which the 
program operates, the high-risk population that it serves, 
and the cost and expertise of available mental health 
workers. From these basic considerations and from the 
past experience of the agency, we determined that: 1) 
preventing illness and deviant behavior (rather than sim- 
ply responding to them) and building on the known 
strengths of corps members would be the most desirable 
focus of a comprehensive mental health program for the 
Job Corps, 2) mental health professionals who are will- 
ing and able to work in settings like the Job Corps would 
be difficult to find, and 3) guidance would have to be pro- 
vided to the entire Job Corps operation in certain areas 
(such as the misuse of drugs) that would be responsive to 
the enrollee population and the needs of the agency. Job 
Corps mental health programs have attempted to deal 
with each of these areas. 


COMPREHENSIVE PREVENTIVE MENTAL HEALTH 
PROGRAMMING 


It became clear in the early days of the Job Corps that 
a traditional one-to-one treatment method would not 
make the best use of available expertise (1). Professional 
time was too costly and competent professionals too 
scarce to be used predominantly as therapists for individ- 
ual corps members. In addition, some administrators and 
staff wanted to use such professionals to remove trouble- 
some corps members from the program, thereby avoiding 
the more difficult task of helping them adapt to the ex- 
pectations of society and complete their training. 

For these reasons, the mental health professionals 
spend their time primarily in consultation with staff 
members about handling difficult problems. They also 
provide crisis identification and intervention services, ad- 
vice to center directors about structuring their programs 
regarding psychosocial needs, and specific training in 
mental health techniques and principles. In addition, staff 
members may be taught how corps members themselves 
can be organized into constructive self-governing organi- 
zations and how peer pressure can be directed in helpful 
ways (2, 3). 

Job Corps staff members spend at least 40 hours a 
week with corps members. For this reason it is recom- 
mended that all the staff be involved in mental health 
consultation. The staff thereby becomes more confident 
and competent in dealing constructively with corps mem- 
bers’ difficulties and in promoting their strengths. This is 
desirable because any staff member—including the jani- 
tor and food service personnel—may be sought out by an 
enrollee as a counselor. In order to take maximum ad- 
vantage of a mental health professional’s time and 
knowledge, therefore, the Job Corps Mental Health Pro- 
gram is designed primarily as a growth-promoting staff 
training and consultation service. 

Frequently there is an initial question in the minds of 
center directors as to whether or not an effective service 
can be purchased from mental health professionals at $25 
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to $30 an hour or more. This amount is often consid- 
erably greater than that spent for other helpful staff re- 
sources in the Job Corps center. The center director 
rightly wants to see results that are meaningful to the 
training program: higher retention rates, improved staff 
morale, better placement statistics, and an atmosphere in 
the center that is conducive to learning and free of dis- 
ruptive incidents. Distrust of the mental health profes- 
sionals’ competence or motives may be an issue; the 
center director and mental health professional may dis- 
agree on the goals of or procedures for mental health 
consultation. In order to gain access to the system and 
the confidence of the center director, a professional often 
must pass the test by primarily providing direct care in 
the context of center goals before being allowed to en- 
gage in any wider-reaching consultation to the staff. 


AVAILABILITY OF MENTAL HEALTH PROFESSIONALS 


The number of qualified mental health professionals 
available to provide the kind of outreach services desired 
by the Job Corps is small. In rural areas, the nearest tra- 
ditional mental health professional may be many miles 
away. Often such professionals do not possess the desire, 
skills, or responsiveness necessary to provide effective 
consultation to a Job Corps training center. 

To overcome this scarcity, the Job Corps Mental 
Health Program has made use of three basic approaches: 
1) multiple models for providing mental health service, 2) 
use of professionals from multiple disciplines, and 3) re- 
cruitment of newer professionals. 


Multiple Models 


Because of the wide variety of center types and loca- 
tions, the provision of mental health service has had to be 
tailored to the individual centers. Flying consultants, 
mental health teams, intermittent consultations to clus- 
ters of rural centers, telephone consultations, and thera- 
peutic community approaches have all been employed. In 
each case, the approach is geared to problem solving. 
Usually the needs for mental health services and consul- 
tation as these relate to specific program demands are 
first determined; an arrangement is then tailored to meet 
these needs. 


Multiple Disciplines 


In line with our basically pragmatic philosophy, we do 
not feel that mental health consultants must be psychia- 
trists. Rather, the kind and quality of services that the 
consultant can provide are the most important criteria 
for selection. For this reason, at both national and local 
levels we use the services of psychiatrists, other physi- 
clans, psychologists, social workers, nurses, clergymen, 
anthropologists, sociologists, and some people who have 
no degrees at all but who have special knowledge of the 
Jobs Corps population or a special area of concern. 
When the center mental health consultant ts not a physi- 
cian, psychotropic medications are usually provided by 
center physicians when they are needed. 


Recruitment of New Professionals 


In spite of their demonstrated effectiveness elsewhere, 
mental health programs are still considered too threat- 
ening or too costly by some centers. For this reason, the 
Job Corps National Mental Health Fellowship Program 
was established in 1970 in an attempt to recruit profes- 
sionals just out of training to work full-time in some of 
the larger Job Corps centers at salaries that are lower 
than the center would have to pay for an older, better es- 
tablished practitioner. Service is provided in exchange 
for the opportunity for fellows to develop their skills and 
interests in social and administrative mental health in a 
supervised program of work. Professionals recruited un- 
der this system have brought with them enthusiasm, a 
commitment to assist disadvantaged young people and 
minorities, and an effective approach to prevention. In 
order to ensure maximum workability, the National 
Mental Health Fellowship Program and the participat- 
ing centers make mutual decisions concerning the appli- 
cants and mutual reviews of performance. This not only 
avoids potential resistance on the part of the center, but 
promotes the center’s investment in and responsibility 
for the success of the consultation service. 


PROGRAMMING IN SPECIALIZED AREAS 


The Job Corps Mental Health Program has also taken 
program leadership for the national agency in certain 
specialized areas that relate to mental health. An ex- 
ample is drug misuse. The Job Corps program for the 
prevention and control of drug misuse is currently the 
only formal drug program in the Department of Labor. 
Like the other aspects of the mental health program, it is 
designed to be integrated with and useful in a manpower 
training context. Although the drug program has existed 
as part of the mental health program only since mid- 
1970, a significant amount of progress has been made in 
identifying drug problems, training staff in the prevention 
and control of drug misuse, determining what can and 
cannot be provided in the way of assistance for users of 
drugs in a manpower training program, and developing 
reasonable and responsive policy with regard to drugs 
and their misuse. 

Specific activities have included: 

1. A national survey of Job Corps enrollees and staff to 
assess the Job Corps population’s attitudes toward drug 
use, patterns of use, and level of knowledge about drugs. 
This was the first known study of the drug-related beliefs 
and practices of disadvantaged adolescents from varying 
ethnic groups and different parts of the country. This in- 
formation is being used to plan other constructive pre- 
ventive and educational programs for the Job Corps and 
other agencies that serve disadvantaged youth. 

2. A series of nine regional workshops on drugs, in 
which Department of Labor regional administrators, 
screeners, center staff, and corps members were assem- 
bled for three days of intensive large- and small-group 
discussions concerning drugs as they relate specifically to 
the Job Corps population and programs. This experience 
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has stimulated the writing of a monograph designed to 
help those who are planning workshops and other kinds 
of training efforts (4). 

3. Demonstration projects at three Job Corps centers, 
developed to determine what program models might be 
effective in a manpower training setting to prevent and 
control adolescent drug use and misuse and to formally 
evaluate drug-related problems in a center. Programs 
differ from each other depending on the size, loca- 
tion, and resources of the center involved and the type 
and extent of the drug problem encountered. For ex- 
ample, one center project employed a combination of 
urine testing, counseling, and off-center detoxification; 
the project was successful in helping all project corps 
members reduce their drug use and, as a group, achieve 
length-of-stay, training completion, and placement rates 
that were equal to or better than those of the entire center 
corps member population. Another center located on the 
West Coast employed a structured encounter-group ap- 
proach, which appears from initial reports to have been 
successful. Each demonstration project includes five com- 
ponents: a drug use identification strategy, an on-center 
drug program, a drug education and training program for 
both staff and corps members, linkage with community 
programs, and evaluation. 

4. A drug film that emphasizes the ethnic, cultural, so- 
cial, personal, and economic factors that relate to an ado- 
lescent’s starting and continuing to use drugs. This film 
adds to the small number of drug films that are relevant 


to high-risk young people. 


5. Development of a drug policy for the national 
agency (5): To gain needed support, all functional levels 
of the Job Corps were involved in the policy-making 
process, including corps members, center staff, screeners, 
and regional and national office personnel. The 23 drafts 
of the policy reflected the level of concern for drug issues 
within the agency and the difficulty of stating clear policy 
in an area where there has been inadequate resolution of 
key issues by our society at large. 


EVALUATION OF EFFECTIVENESS 


The difficulties inherent in evaluating the effectiveness 
of mental health programs are generally well known. 
That a variety of mental health services is available does 
not necessarily guarantee that things will work well. 
More important is the demonstration that the mental 
health program is contributing in a substantive way to 
achieving specific goals. In the case of the Job Corps, 
these goals relate to the successful job training of young 
people and to program requirements such as adequate 
lengths of stay for training, low dropout rates, high place- 
ment percentages, and reasonable costs. Mental health 
programs will be allowed to continue in the Job Corps 
only to the extent that they can be shown to further these 
objectives. 

As mentioned previously, the introduction of mental 
health services into the Job Corps system has not been an 
easy task. Despite our attempts to link centers with com- 
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munity resources, several centers still lack constructive 
mental health programs. On the other hand, some centers 
with outstanding mental health programs have the lowest 
dropout and highest completion rates in the Job Corps. 
Our experience has been that mental health programs 
that are sensitive to the needs of both centers and corps 
members have been effective in such areas as improving 
staff communications, promoting staff morale, and in- 
creasing staff competence and confidence, in addition to 
handling cases involving serious mental disorders. 

In addition, the mental health program has had a no- 
ticeable impact on the national agency itself. The Job 
Corps no longer bristles when the words “mental health” 
are used. In fact, program staff is regularly sought out for 
advice concerning matters that relate to the total Job 
Corps system, such as center operations and the devel- 
opment of a residential living policy, in addition to cases 
of mental illness. The open hostility of program adminis- 
trators to the drug program has in most cases changed to 
firm support. Methods used to recruit professionals to 
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plan conferences and to provide mental health services 
and consultations are now being emulated by other parts 
of the agency. 
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TOPICAL PAPERS: Treatment of Eating Disorders 





A Therapeutic Coalition for Obesity : Behavior Modification and Patient Self-Help 


BY LEONARD S. LEVITZ, PH.D., AND ALBERT J. STUNKARD, M.D. 


The effectiveness of a self-help organization for the obese 
was significantly increased by behavior modification 
techniques. Sixteen chapters of TOPS (Take Off Pounds 
Sensibly), with a total of 234 members, received one of 
four treatments: behavior modification conducted by a 
professional therapist, behavior modification conducted 
by the TOPS leader, nutrition education conducted by 
the TOPS leader, and continuation of the usual TOPS 
program. During the three-month treatment period, be- 
havior modification produced significantly lower attrition 
rates and significantly greater weight losses than did the 
alternate treatment methods. At nine-month follow-up, 
the differences among treatments were even greater. 


SELF-HELP ORGANIZATIONS for weight control are a large 
and growing vehicle for the control of obesity. Unfortu- 
nately, their effectiveness is limited; most members lose 
very little weight (1). Behavior modification seems to be 
more effective in treating obesity than any traditional 
method, but it has not been widely applied. We designed 
this study to see if self-help and behavior modification 
could be combined. Behavior modification, we reasoned, 
might provide self-help organizations with a more effec- 
tive treatment. At the same time, the self-help organiza- 
tions could provide a means for the widespread appli- 
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cation of behavior modification. 

We asked ourselves four questions: 

l. Can behavior modification be used in self-help 
groups for the obese? 

2. If so, can it produce greater weight loss and/or 
lower attrition rates than other treatment approaches? 

3. Can self-help group leaders who are given special 
training carry out a behavior modification program as 
successfully as professional therapists? 

4. Are there any predictors of treatment success? 


METHOD 


TOPS (Take Off Pounds Sensibly) is a 25-year-old 
self-help organization for the obese. It has 320,000 mem- 
bers in more than 12,000 chapters nationwide; most are 
women. The 16 chapters in our study were selected from 
21 chapters in the Philadelphia area whose weight reduc- 
tion records we had monitored for the previous four 
years. Two of the other five chapters had disbanded, two 
had fewer than six members, and one chapter declined to 
participate. 

At the beginning of the study the 16 chapters had 318 
members. We deleted from data analysis the records of 
20 members who were less than ten percent above their 
ideal weight; they had already reached their ideal weight 
or had joined TOPS in order to lose only a small amount 
of weight. Sixty-four members joined TOPS between the 
time the study was announced and its start. Interviews re- 
vealed that knowledge of the impending study influenced 
at least some of these persons to join TOPS. Accord- 
ingly, we analyzed the data from this group separately. 
The main sample thus consisted of 234 subjects. 

Each of the 16 chapters was assigned to one of four 
treatment conditions, with four chapters in each condi- 
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TABLE | 
Subjects’ Characteristics at the Start of Treatment 


Current Percent Previous Length of 
Number Weight (Ib.} Overweight Weight Loss ({Ib.) Age (Years) Membership (Months) 

Condition of Subjects Mean + S.D. Mean + S.D. Mean +S.D. Mean + S.D. Mean + S.D. 
Professional behavior 

modification 73 180.80 + 15.03 40.4 + 23.8 10.80 + 8.76 45.6 + 10.6 38.2 + 27.6 
Chapter leaders 

Behavior modification 54 181.31 Æ 11.27 44.5 + 19.0 11.00!+ 9.95 48.74 8.7 37.9 + 20.5 

Nutrition education 55 180.40 + 14.42 42.5 + 25.1 11.79,+ 11.95 43.34 14.8 35.3 + 27.4 
TOPS control 52 177.50 + 15.71 42.0 + 22.1 11.31-+ 9.50 45.1 + 11.6 33.6 + 24.9 


tion. Active treatment lasted 12 weeks. 


Behavior Modification Conducted by a Professional 
Therapist 


Three psychiatric residents and one graduate student 
in clinical psychology, all men, conducted these groups. 
At each weekly chapter meeting the therapist introduced 
two or three behavior modification techniques. Group 
members were asked to keep detailed records of their 
food intake. Each time a subject ate, she was asked to 
record the time, place, and duration of eating; the type, 
amount, and caloric value of the food consumed; and any 
associated emotions. At each meeting the therapist 
taught techniques designed to change any problem habits 
identified from the food intake records. Among the tech- 
niques, which are described more fully elsewhere (2), 
were: 1) introducing changes in the act of eating, includ- 
ing slowing down the pace and leaving food at the end of 
a meal; 2) developing control over the stimuli signaling 
eating, including learning to eat at specific times and in a 
very limited number of places and removing excess food 
from the environment; 3) planning food intake well in ad- 
vance of eating; 4) responding to boredom, fatigue, and 
emotional states with activities that do not involve eating; 
and 5) instituting group and individual rewards for be- 
havior change and weight loss. In addition, a special ef- 
fort was made to help subjects increase physical activity 
in their daily lives. 


Behavior Modification by the TOPS Chapter Leaders 


After two preliminary training sessions, each leader 
and coleader attended 12 weekly training sessions con- 
ducted by the investigators. Concurrently, the leaders in- 
troduced the previously described behavior. modification 
program to their members at the weekly chapter meet- 
ings. 

Nutrition Training 


TOPS leaders also attended a training program sched- 
uled precisely as above. They were taught general prin- 
ciples of nutrition and in turn taught these principles to 
their members. The program was designed to control for 
nonspecific training and therapeutic effects. Attendance 
and weight records in each of these experimental condi- 
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tions were given to the investigators each week. 
Control Group 


In the fourth condition the usual TOPS program was 
continued. This program, which has been described ex- 
tensively elsewhere (3), includes a weigh-in, an announce- 
ment of weight gains and losses, rewards and sometimes 
punishments, group singing, and a general discussion of 
weight-related topics. Each week the chapters’ atten- 
dance and weight records were mailed to the investiga- 
tors. Aside from this data collection, the four chapters in 
this condition had no contact with the investigators and 
received no information from them. 

Following the 12-week active treatment period, the 
therapist visits and training sessions were discontinued. 
For the nine-month follow-up period, leaders mailed 
weekly records of attendance and weights to the investi- 
gators. 

The homogeneity of TOPS membership made it pos- 
sible to match the subjects in the different experimental 
conditions very closely. Table 1 shows the remarkable 
match in age, current weight, percent overweight, length 
of membership in TOPS, and previous weight loss in 
TOPS. The average subject was a 45-year-old woman 
who had been a member of TOPS for three years and 
who had lost 5.0 kg. (11 Ib.) during her membership. She 
currently weighed 81.6 kg. (180 1b.), 42 percent above her 
ideal weight. 


RESULTS 
Attrition rate 


The first major therapeutic problem in obesity is the 
number of patients who drop out of treatment; attrition 
rates ranging from 20 percent to as high as 80 percent are 
reported (4, 5). Figure 1 presents the attrition rates of 
each experimental condition during the active-treatment 
and follow-up periods. 

During the three months of active treatment fewer 
TOPS members dropped out of the two behavior modifi- 
cation groups than out of the nutrition education and 
control groups. At 12 months this difference had become 
striking. Only 38 and 41 percent had dropped out of the 


FIGURE | 
Rates of Attrition in the Four Treatment Groups 
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TABLE 2 
Mean Weight Change During 12-Week Treatment Period 


Loss or Gain 
Pounds Kilograms 

Condition (Mean + S.D.) (Mean) 
Professional behavior modification -4.24 + 2.47 -1.92 
Chapter leaders 

Behavior modification -1.90 + 1.88 -0.06 

Nutrition education -0.25 + 1.83 -0.1 ] 
TOPS control +0.71 + 1.89 +0.32 


behavior modification groups, compared with 55 and 67 
percent for the nutrition education and control groups re- 
spectively (x? = 12.35, p < .01). 


Weight Loss During Treatment 


What happened to the subjects who remained in treat- 
ment? It must be remembered that their lower dropout 
rates seriously bias the results against the behavior modi- 
fication groups. Previous work has shown that poor 
weight-losers drop out at a more rapid rate than do those 
who lose greater amounts (1). Decreasing the attrition 
rates thus means retaining the less successful members. 

Despite this bias, groups using behavior modification 
lost significantly more weight than those in the control 
conditions (F = 10.7, p < .001). The chapters in which 
behavior modification was introduced by a professional 
therapist lost a mean of 1.92 kg. (4.2 1b.), significantly 
more (p < .00!) than the weight loss in both the nutri- 
tion education condition (-0.11 kg. or 0.2 Ib.) and the 
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FIGURE 2 
Mean Weight Change During Treatment and Follow-Up 
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TOPS control condition, in which subjects actually 
gained 0.32 kg. (0.7 1b.). Chapters in which behavior 
modification was introduced by professionals lost signifi- 
cantly more weight (p < .05) than those taught the same 
program by the TOPS chapter leaders (-0.86 kg. [1.9 
lb.] ). 

Consider now the three conditions in which leadership 
was provided by the TOPS chapter leaders. The behavior 
modification program produced significantly greater 
weight loss (p < .05) than did the continuation of the 
usual TOPS program. The difference between the behav- 
ior modification and nutrition education programs was 
not statistically significant, although the results favored 
the behavior modification program. The two control con- 
ditions did not differ significantly from each other. 

Behavior modification thus kept more persons in 
TOPS during and after treatment. It also produced 
greater weight losses, despite the bias against weight loss 
produced by the lower attrition rates. 


Weight Loss During Follow-Up 


Figure 2 shows the mean weight changes of subjects 
who ‘stayed in each experimental condition for 12 
months. Subjects in the behavior modification groups led 
by professionals not only maintained their higher weight 
loss for one year but even increased it slightly. This final 
mean weight loss of 2.63 kg. (5.8 lb.) was significantly 
higher (p < .001) than that of any of the other conditions. 
It also represented half the weight lost by these subjects 
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TABLE 3 
Weight Change at the End of One Year, Given in Percents* 


Professional Chapter Leaders 

Behavior Behavior Nutrition TOPS 
Weight Change Modification Modification Education Control 
Gained five pounds 15 21 46 37 
Lost five pounds 54 24 i5 17 
Gained ten pounds 5 6 23 21 
Lost ten pounds 24 9 8 10 
Gained 20 pounds 0 0 8 0 
Lost 20 pounds 7 4S 0 0 0 


* The percents given here for weight changes are cumulative, in that the greater 
losses and gains are included in the lesser categories above them. 


in their three previous years in TOPS. 

The initial weight loss of subjects in the behavior modi- 
fication program conducted by TOPS group leaders was 
not maintained during follow-up, and the subjects’ 
weights returned to their pretreatment levels. However, 
these subjects did better than the control and nutrition 
education groups. Subjects in these two conditions ac- 
tually gained 1.27 kg. (2.8 lb.) and 1.81 kg. (4.0 lb.) during 
the follow-up period. 

In addition to the mean weight changes, we also exam- 
ined the percentage of subjects gaining and losing certain 
amounts of weight. Table 3 shows the percentage of sub- 
jects in each experimental condition who attained three 
levels of weight change at the end of 12 months. The two 
behavior modification programs produced significantly 
greater rates of weight loss, and significantly lower rates 
of weight gain, at three criterion levels: 2.3 kg. (5 lb.) 
(x? = 39.69, p< .001), 4.5 kg. (10 Ib.) (x? = 12.85, 
p < .05), and 9.1 kg. (20 Ib.) (x? = 18.38, p < .01). In the 
professional-led behavior modification program, over 50 
percent of the subjects lost more than five pounds, while 
only 15 percent gained that much weight. By contrast, in 
the TOPS control condition, 37 percent gained more than 
five pounds while only 17 percent of the subjects lost that 
amount of weight. Behavior modification by TOPS lead- 
ers was similar to the nutrition education condition in its 
rate of weight loss, but resulted in a far lower rate of 
weight gain. 

A 9.1 kg. (20 lb.) criterion has often been used as a 
single measure of effectiveness. Only subjects in the pro- 
fessional-led behavior modification program achieved 
this degree of weight loss. The subjects who lost more 
than 9.1 kg. shared a striking similarity: all eight had 
been members of TOPS for more than two years and, 
during that time, all had gained weight! This criterion 
seemed an effective predictor of success in treatment. The 
mean weight loss of all subjects who met it was 8.35 kg. 
(18.4 Ib.), and 88 percent of them lost more than 9.1 kg. 
These results contrast dramatically with the seven sub- 
jects who had been in TOPS for.the same length of time 
but who had /ost weight during that time. None of these 
lost more than 9.1 kg. and their mean weight loss was 
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only 0.54 kg. (1.2 Ib.). 
New Members 


We analyzed separately the results of the small sample - 
(N = 64) of new members: During the active treatment 
period the behavior modification program again pro- 
duced lower attrition rates than did the control condi- 
tions: 11 percent for each of the behavioral conditions, 32 
percent for nutrition education, and 20 percent for the 
TOPS control. 

Mean weight losses during treatment followed the 
Same pattern as that of longer-term members. The two 
behavior modification conditions achieved mean weight 
losses of 4.54 kg. (10 lb.) and 3.46 kg. (7.6 lb.) respec- 
tively. Subjects receiving nutrition education lost an aver- 
age of 3.23 kg. (7.1 Ib.), arid those in the TOPS control 
condition 1.36 kg. (3.0 Ib.). Because of the small sample 
size, differences among the groups did not reach statisti- 
cal significance. 

During the follow-up period, the dropout rates showed 
a different pattern from those of old members. Subjects 
in the three active treatment conditions dropped out at a 
higher rate than those in the TOPS control condition. 
Three months after termination of treatment, the attri- 
tion rates in the behavior modification conditions were 57 
and 58 percent; in the nutrition education condition it 
was 52 percent. By contrast, the TOPS control showed a 
dropout rate of only 27 percent. At one year, 78 and 89 
percent dropped out of the behavior modification groups, 
73 percent out of the nutrition education condition, but 
only 53 percent from the TOPS control groups. Because 
of the small initial sample and the extremely high drop- 
out rates in the active treatment conditions, not enough 
subjects remained in the treatment groups at one year to 
permit a comparison of final mean weight loss. 


COMMENTS 


The introduction of behavior modification techniques 
substantially improved the effectiveness of patient self- 
help groups on two interacting and critical measures of 
success. The program resulted in far lower dropout rates 
and in greater weight losses for those who remained in 
treatment, both during the treatment period and at fol- 
low-up. 

The overall ineffectiveness of self-help groups for the 
obese was recently demonstrated in a two-year study of 
485 TOPS members (1). Attrition rates were 47 percent 
in one year and 70 percent in two. Furthermore, attrition 
was not a result of successful weight reduction; members 
who dropped out were those who had lost less weight: 
“Although a small percentage of persons joining TOPS 
are able to lose substantial amounts of weight and to 
maintain the weight loss, for the vast majority of mem- 
bers, TOPS is a relatively ineffective method of weight 
control.” The present investigation reaffirmed this con- 
clusion; the four TOPS chapters that served as controls 
gained weight during the year of study. 

The behavior modification program helped TOPS 


members .to lose weight. But the amount of weight lost 
was less than in other studies using similar treatment 
techniques (6-8). At least four factors may account for 
this difference. 

1. TOPS members are older, less well-educated, and of 
lower socioeconomic status than were the subjects of pre- 
vious behavior modification programs. Each of these fac- 
tors may unfavorably influence the effectiveness of be- 
havior modification. 

2. The TOPS subjects had already lost weight (mean = 
5.0 kg.); whereas other behavior modification studies 
used subjects new to treatment. A high percentage of 
obese persons lose weight at the outset of any weight re- 
duction program. 

3. Members who had reached or approximated their 
ideal weight before intervention were excluded from the 
data analysis. We thus started with a sample selected for 
their inability to lose weight. 

4. Probably most important, each TOPS group was 
considerably larger than those in earlier studies, which 
had rarely exceeded eight ‘members. By contrast, our 
chapters averaged 19 members. This larger size made it 
impossible to individualize treatment for each member. 

In addition to these theoretical reasons, a recent study 
provides further empirical evidence that the performance 
of TOPS members is poorer than that of the subjects in 
earlier behavior modification research. A behavior modi- 
fication program of individualized treatment for a small 
selected sample of TOPS members produced dropout 
rates and weight losses quite similar to ours (9). 

Professional therapists achieved significantly greater 
weight losses in their subjects than TOPS chapter lead- 
ers, even though both used the same behavioral program. 
Equally important, subjects in the professional-led (but 
not TOPS leader-led) groups maintained their weight 
loss after the end of treatment. In one year, these subjects 
increased by one-half the weight loss they had attained in 
three previous years of TOPS membership. Moreover, 
only in the professional-led groups were there members 
who lost as much as 20 pounds. 

We believe this is the clearest demonstration to date of 
the greater effectiveness of professional over non- 
professional therapeutic intervention. We have earlier 
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shown that it is possible for a nonprofessional, carefully 
selected for successful weight reduction and leadership 
qualities, to promote substantial weight losses in a behav- 
ior modification group (10). But within the context of 
TOPS, a professional therapist was able to produce 
greater weight losses than were the TOPS group leaders 
using any of a variety of treatment approaches. 

Neither investigators of obesity nor investigators of be- 
havior modification have been able to predict an individ- 
ual’s response to treatment. The identification of even a 
small group who can predictably lose weight is thus of 
considerable theoretical importance. Further, the favor- 
able response of persons whose motivation, unreinforced 
by weight loss, was high enough to stay in TOPS for two 
years is of practical importance. TOPS may be particu- 
larly useful in screening large numbers of obese persons 
to identify those with a good prognosis for weight loss. 
This would permit the more effective deployment of lim- 
ited professional treatment resources. 
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Treatment of Compulsive Eating Disturbances with Anticonvulsant Medication 


BY RICHARD S. GREEN, M.D., AND JOHN H. RAU, PH.D. 


Ten patients with symptoms of compulsive eating were 
treated pharmacologically with diphenylhydantoin. All 
but one had abnormal EEGs, indicating that neurological 
dysregulation may have been an etiological factor. Nine 
patients were treated successfully. The authors suggest 
that compulsive eating may be a function of neurological 
disturbance, with psychodynamic factors determining 
whether patients become anorectic or obese or maintain 
their weight at normal levels. 


THE SEVERELY OBESE or anorectic patient arouses special 
concern among internists because abnormal patterns of 
eating often result in serious medical consequences, e.g., 
hypertension, cardiovascular abnormalities, diabetes, 
amenorrhea, musculoskeletal difficulties, and premature 
death (1, 2). Such patients have been reported (1-4) to be 
refractory to supportive medical treatments. Ampheta- 
mines as an aid to weight reduction are only transiently 
helpful and their prolonged use may produce serious side 
effects (5). 

Psychiatrists and psychologists also regard such 
patients with serious concern since, from the psycho- 
dynamic viewpoint, eating disturbances are felt to reflect 
oral conflicts and concomitant deficits in early devel- 
opment. This constellation usually results in psycho- 
pathology that is deeply embedded in the personality (6), 
and psychoanalytic, psychological, and behavioral treat- 
ment modalities have not usually been particularly suc- 
cessful. The growth of nonprofessional ‘‘weight-watcher’’ 
programs suggests that professionals have failed to offer 
adequate treatment for the obese patient. 

Schacter (7) has described a program of research that 
provides a link between animal investigations (in which 
experimentally induced lesions in the hypothalamus give 
rise to abnormal variations in the animal’s eating behav- 
iors) and the behavior of obese persons. The evidence is 
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highly suggestive that some obese persons behave like hy- 
perphagic rats who have lesions in the ventromedial nu- 
clei of the hypothalamus, and Templer (8) has suggested 
a similar concordance between the behavior of anorectic 
patients and aphagic rats with lateral hypothalamic le- 
sions. Lundberg and Walinder (9) have reported on five 
cases of anorexia nervosa that showed clear indications 
of neurological pathology. 

One implication is that some persons with disturbances 
in eating behavior may suffer from hypothalamic neuro- 
logical dysfunction. Whether such dysfunctions could be 
directly caused by lesions in the hypothalamus, and/or 
from the feedback effects of cortical lesions, is not 
known. Furthermore, persons with severe eating distur- 
bances resulting from cerebral lesions might be expected 
to have abnormal electroencephalographic (EEG) pat- 
terns, and these patients might be responsive to anticon- 
vulsant medication. 

The present paper reports on ten patients with com- 
pulsive eating disturbances, all but one of whom had ab- 
normal EEGs. Each patient had a compulsive desire to 
eat and a belief (realistic or unrealistic) that he or she was 
fat. They all had used amphetamines in the past in an un- 
successful attempt to control their compulsive eating. All 
were treated with anticonvulsant medications during the 
present study. 

Three distinct groups of patients could be delineated. 
The patients in the first group (I) were extremely under- 
weight and were diagnosed as having anorexia nervosa. 
Sometimes they ate nothing, yet they constantly thought 
about food; at other times, they had episodes of bulimia 
and felt unrealistically that they were overweight. These 
patients would come under the primary anorexia nervosa 
category of King (10). 

The second group (II) consisted of persons of normal 
weight. They were also preoccupied with food and their 
compulsive wish to eat. They structured their entire lives 
to avoid exposure to food through various and com- 
plicated maneuvers. On occasions, they went on eating 
binges that could last for hours or days. Following this, 
they dieted back to their normal weight, in contrast to the 
group I patients, who always dieted back to below nor- 
mal weight. 

The third group (III) consisted of obese patients who 
gave in to their strong compulsion to eat. They had be- 
come overweight over a period of years, some rapidly and 
some slowly. They were resigned to their obesity and 
were 150 to 250 pounds over their normal weight. 

The similarities and differences among the three 


TABLE | 
Characteristics of the Three Groups of Patients 
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Objective Subjective Compulsive History of 
Group Weight Weight Eating Binges Vomiting Amphetamine Use Diets 
Group I Underweight Overweight Yes Yes Yes Yes 
Group II Normal Overweight Yes No Yes Yes 
Group III Overweight Overweight Yes No Yes , Yes 


groups are summarized in table 1. 


CASE REPORTS 


A clinical example of one patient from each group is 
presented below: l 


Case 1. On admission to the hospital five years ago, T.N. 
(patient 1), now 23 years old, weighed 81 pounds and was 5 ft. 
4 in. tall. She presented a history of episodic aggressive behav- 
ior, depression, and wrist cutting. She was diagnosed at that 
time as having chronic undifferentiated schizophrenia with 
anorexia nervosa. She was discharged after six months and was 
seen twice a week for outpatient psychotherapy by one of us 
(R.S.G.), who treated her with moderate doses of phenothia- 
zines, which were finally discontinued because of their ineffec- 
tiveness. 

In therapy she revealed that she was a compulsive eater and 
that, after eating, she would vomit; in this way she maintained 
her low weight. This had been her practice since the age of 14, 
when she had had a bout of whooping cough and started throw- 
ing up after eating. The compulsive aspect of eating had as- 
sumed such proportions that her family had locked the refrig- 
erator and the pantry to prevent her from eating everything 
available, During the second year of treatment, the patient was 
admitted to the emergency service of several psychiatric hospi- 
tals and on one occasion was detained by the police, all because 
of violent behavior. She had a very poor memory for each epi- 
sode, but she did recall “feelings of strangeness” before each 
one. After the fourth such occurrence, an EEG was taken. The 
EEG record showed no abnormality. However, while she was in 
the office one day the patient complained of similar “feelings of 
strangeness,” and an EEG taken then showed high voltage, neg- 
ative spike discharges in the right temporal and occipital areas 
during drowsiness. 

In light of this abnormality, 100 mg. of diphenylhydantoin 
(Dilantin) four times a day was prescribed in hopes of eliminat- 
ing the episodic aggressive behavior. Very shortly thereafter, 
however, the patient reported that her compulsive desire to eat 
had stopped. The need to vomit disappeared soon after. She was 
no longer preoccupied with food and her weight returned to 
normal. Ten months later, the patient discontinued the medica- 
tion on her own and the entire syndrome recurred within a few 
days. The medication was restarted and she again showed re- 
mission of symptoms. She has remained asymptomatic for four 
years, currently leads a productive life, working and socializing, 
and shows no signs of being schizophrenic. One year ago she 
married and recently gave birth to a baby girl, without sequelae. 
It was this patient’s response that stimulated a further search 
for patients with a compulsive eating syndrome. 


Case 2. J.S. (patient 5), a 29-year-old married woman, had 
been hospitalized because of depression, withdrawal, and a sui- 
cide attempt with barbiturates. After a relationship had been es- 
tablished with her therapist, the patient revealed an all-consum- 
ing obsession about food and a severe compulsion to eat. This 
had been hidden from everyone for years. Whenever she started 
to eat, she was not able to stop. For example, in attempting a 
vegetable diet, she ended up eating two heads of cabbage at a 
sitting. Sometimes the compulsion to eat was even stronger af- 
ter she had ‘ust eaten. Her entire life was devoted to plans to 
stay away from food. She would refuse all dinner invitations; 
she would not allow cookies, crackers, or other snacks in the 
house. Sometimes she refused to cook dinner for the family and 
would lock herself in a room. She felt her problem was hopeless, 
became increasingly depressed, and made a suicide attempt. 
Her EEG showed 14- and six-per-second positive spikes in the 
right temporal and occipital lobes during drowsiness, which is 
an unusual finding for a person in this age group (11, 12). 

The patient was placed on 100 mg. of diphenylthydantoin four 
times a day. Within three days she reported “‘a miracle,” that is, 
the compulsive drive to eat had stopped. Within two weeks the 
patient and her husband reported that they had a normal home 
life for the first time in the seven years of their marriage. One 
month later, however, the patient developed a maculopapular 
rash over her upper body, arms, and face. Medication was dis- 
continued and within three days the compulsive eating pattern 
had returned, along with her former behavior patterns. Admin- 
istration of 250 mg. of primidone (Mysoline) twice a day was 
ineffective and made the patient sleepy and unable to work. 
With 100 mg. of mephenytoin (Mesantoin) three times a day, 
she reported being in control of her compulsive desire to eat 
most of the time, but it was not as effective as diphenylhydan- 
toin. A seccnd trial with diphenylhydantoin, 100 mg. twice a 
day, was attempted; the rash did not appear, and she has re- 
mained asymptomatic. f 


Case 3. R.L. (patient 10), a 36-year-old man, is 6 ft. 2 in. tall 
and, when first seen, weighed 452 pounds. The patient had no 
psychiatric complaints, but he was concerned about his obesity 
for both medical and cosmetic reasons. He had a strong eating 
compulsion. As a young man, he had attempted on various oc- 
casions to ciet and exercise to control his weight, but to no 
avail. Over the past 15 years, the patient had gained more than 
250 pounds to reach his present peak weight. He was given a 
complete physical examination, including endocrine tests; all 
findings were within normal limits. The EEG revealed 14- and 
six-per-second positive spikes in the right occipital lobe during 
drowsiness. The patient was treated with 100 mg. of diphenyl- 
hydantoin four times a day with no instructions regarding diet- 
ing or any admonitions about what he should or should not eat. 
The patient reported an abatement of the compulsion to eat and 
a tremendots diminution in the amount of food that he was eat- 
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TREATMENT OF COMPULSIVE EATING DISTURBANCES 


TABLE 2 


Summary Description of Ten Patients Treated with Anticonvulsant Medication 





Objective 


Patient Age Sex Weight Vomiting Diagnosis 


I 23 F Underweight Yes Schizophrenia, anorexia 
nervosa 
2 18 F Underweight Yes Hysteria, anorexia 
nervosa 
3 24 F Underweight Yes Hysteria, anorexia 
nervosa 
4 19 F Underweight Yes Schizophrenia, anorexia 
; nervosa 
5 29 F Normal No Psychoneurosis 
6 36: M Normal No _ Psychoneurosis 
7 38 F Overweight No Neurotic depression 
8 45 F Overweight No Character disorder 
9 29 F Overweight No Depression 
10 36 M Overweight No Psychoneurosis 


*See case report 2 for further details on medication. 


ing; he found himself eating only when he was really hungry. 
When he was weighed after eight weeks on the medication, he 
weighed 423 pounds. After 14 weeks, he had lost an additional 
12 pounds, for a total loss of 41 pounds. The patient stated at 
that time that eating large quantities of food was so much a part 
of his lifestyle that he could not tolerate not wanting to eat, so 
at times he would discontinue the medication. 


Table 2 presents a summary description of the ten 
patients in the study and the results of pharmacological 
intervention. . 


DISCUSSION 


The cases reported above suggest, preliminarily, that 
neurological dysfunction may be the determining factor 
in some compulsive eating behavior and that symptom 
remission can occur with the use of anticonvulsant medi- 
cation. The manner in which the episodic compulsive 
drive to eat is dealt with varies according to the psycho- 
biological makeup of the patient (13). Among obese per- 
sons, the drive is not defended against and the patients re- 
sign themselves to being overweight. Among anorectic 
patients, the drive is defended against by reaction forma- 
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Diphenylhydantoin 


Treatment 


EEG Findings Results 


Negative spikes in right 100 mg. three 
ternporal and times a day 
occipital areas 

14- and 6-per-second 
positive spikes in 
right temporal and 
occipital areas 

14- and 6-per-second 
positive spikes in 
right occipital area 

Positive spikes in right 


Normal eating and 
behavior 


100 mg. three 
times a day 


Normal eating and 
behavior 


100 mg. three 
times a day 


Normal eating 


100 mg. three Normal eating; still 


temporal area times a day vomits 
14- and 6-per-second 100 mg. four times” Normal eating 
positive spikes in a day* 


right occipital area 
14- and 6-per-second 
positive spikes, 
right-sided 
Diffuse spikes in left 
and right temporal 
areas 
14. and 6-per-second 


100 mg. four times Normal eating 
a day 


100 mg. four times Normal eating; loss of 
a day 60 Ib. in one year 


100 mg. four times No response; 


positive spikes in a day discontinued 
right and left medication after 
occipital areas ten days 

Normal 100 mg. four times Normal eating; loss of 


a day 25 lb. in ten weeks 
14- and 6-per-second 100 mg. four times Normal eating: loss of 
positive spikes in a day 41 Ib. in 14 weeks 


right occipital area 


tion (e.g., not eating) and/or emesis. The third group of 
patients unsuccessfully defends against the impulse to 
eat, and the result is frustration and depression. Such a 
multiple-determinant model for psychiatric disturbances 
is well established (14, 15) and 1s consistent with the re- 
cent eclectic neurological-psychodynamic explanations 
of dysfunctional behavior (16). 


Neurological Factors 


Six patients’ EEGs showed 14- and six-per-second pos- 
itive spiking in the temporal and occipital areas. This pat- 
tern has a number of clinical correlates, such as episodic 
somatic symptoms (e.g., headache, nausea, dizziness, 
parathesia, micropsia, syncope, temperature dysregula- 
tion) and episodic aggressive impulsive dyscontrol (17- 
21). Recently, Struve and associates (22) have shown that 
it is also associated with a higher probability of suicidal 
ideation, gestures, and attempts. The results of the 
present study suggest that compulsive eating may also be 
related to this pattern. 

The exact brain locus of the 14- and six-per-second 
positive spike pattern is not currently known with cer- 
tainty. Although this matter is controversial, some inves- 
tigators believe this pattern reflects subcortical dysfunc- 


tion, possibly involving the thalamic or hypothalamic 
areas, among others (19, 23-25). The fact that com- 
pulsive eating may also be associated with 14- and six- 
per-second positive spike dysrhythmias lends indirect 
weight to the possibility that the hypothalamus may be 
the locus. 

Four patients showed spiking in the temporal and oc- 
cipital areas. While these abnormalities obviously reflect 
cortical dysfunction, they also may reflect subcortical 
disturbance, as was found when depth electrodes, im- 
planted in patients with abnormal EEGs, showed coexist- 
ing subcortical lesions (26). 

One patient did not show an abnormal EEG pattern. 
As the case of T.N. (case 1) indicates, the initial finding 
of the normal EEG does not preclude the presence of a 
significant episodic abnormality. An empirical positive 
response to anticonvulsant medication may turn out to be 
an ancillary indicator of cerebral dysregulation. 


Pharmacological Factors 


All patients were treated initially with diphenylhydan- 
toin, with doses ranging from 100 mg. twice a day to 100 
mg. four times a day. Two patients developed allergic re- 
actions; one dropped out of the study in anger when told 
that the medication had to be stopped because of leuko- 
penia, while the second (J.S.) was less successfully treated 
with mephenytoin, 100 mg. three times a day. For these 
two patients, as well as patients | and 4, cessation of 
medication was followed shortly by a recurrence of 
symptoms. In the case in which the diphenylhydantoin 
could be restarted, the compulsive eating behavior abated 
once more. 


Psychological Factors 


Patients may have anorexia nervosa or obesity and not 
present symptoms of compulsive eating, e.g., a paranoid 
patient who refuses food because of a delusion that it is 
poisoned, or the obese patient who eats in order to deal 
with his depression. It is important to differentiate sub- 
jects with an exclusive psychogenic disorder from the 
compulsive eater described in the present study. Such a 
differential assessment requires the development of a psy- 
chotherapeutic relationship, since patients do not readily 
disclose their symptoms of bulimia, mainly because of 
their feelings of shame. 

Many of the patients in the present study had psycho- 
logical problems that either occurred concomitantly with 
their neurological disorders or arose because of them. 
For example, one patient (patient 4) comes from a se- 
verely disturbed family. She competes with her troubled 
sister for parental attention by maintaining her anorectic 
state through vomiting, even though she no longer eats 
compulsively. The family is currently in therapy in an ef- 
fort to resolve their problems. Patient 10 (R.L.), whose 
case was described above, could not feel comfortable 
when he was not eating large amounts. Therefore, he dis- 
continued the diphenylhydantoin. It seems that com- 
pulsive eating and severe obesity had become such a large 
part of his personality that any threat to its removal was 
sensed as a real loss. Thus, even the discovery of a neuro- 
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logical determinant to the syndrome should not preclude 
a thorough assessment of other psychogenic factors, and 
some patients will require psychotherapy in addition to 
medication to achieve a satisfactory outcome. 


SUMMARY AND CONCLUSIONS 


The present study has reported on the pharmacological 
treatment of ten patients with the symptoms of com- 
pulsive eating. With one exception, they had abnormal 
EEGs, which indicates that neurological dysregulation 
may be one etiological factor. In nine out of ten patients, 
their compulsions were successfully treated with anticon- 
vulsant medication. While the evidence suggests that 
compulsive eating may be amenable to pharmacological 
intervention, a rigorous, double-blind investigation using 
placebo is obviously called for. 

The possible implication of the hypothalamus was dis- 
cussed, along with the role of psychological factors. We 
suggest that compulsive eating may be a function of neu- 
rological disturbance. Psychodynamic factors determine 
whether patients become anorectic or obese or manage to 
maintain their weight at great psychological cost. 
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An Integrated Treatment Program for Anorexia Nervosa 


BY RONALD LIEBMAN, M.D., SALVADOR MINUCHIN, M.D., AND LESTER BAKER, M.D. 


The use of behavior conditioning within the context of 
structural family therapy has proved effective in the 
treatment of anorexia nervosa. During the inpatient 
Phase, a behavior paradigm made access to physical ac- 
tivity dependent on weight gain; in the outpatient phase, 
social activities on the weekend were made dependent on 
weight gain. The authors found that early direct in- 
volvement of the family promotes significant rapid 
weight gain, while continued involvement of the family in 
therapy during the outpatient phase facilitates the neces- 
sary restructuring of the family to prevent relapses. 


ANOREXIA NERVOSA is defined as a clinical syndrome 
characterized by a voluntary refusal to eat, usually ex- 
plained by the patient saying that he or she doesn’t feel 
hungry, and a loss of 20 percent or more of the body 
weight without organic cause. It occurs more frequently 
in females, especially during adolescence and young 
adulthood. Cessation of menstruation and the clinical 
characteristics described by Hilde Bruch (disturbance of 
body image, misperception of internal physiological 
stimuli, a sense of ineffectiveness, and hyperactivity), al- 
though usually present, are not considered necessary for 
making the diagnosis. Other primary psychiatric diag- 
noses, such as depressive reactions, phobic states, and 
psychoses, must be ruled out. 

Much has been written about the treatment of ano- 
rexia nervosa. Most investigators recommend hospital- 
ization for a period ranging from several weeks to several 
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months. Treatment has been focused on weight gain in 
the hospital and many methods have been used to achieve 
this (1). A combination of behavior therapy and chemo- 
therapy has gained popularity for the treatment of the 
acute cachectic phase (2-5). ` 

Little has been reported about the clinical course of 
anorectic patients after they leave the hospital. It would 
appear, however, that in many cases improvement is not 
sustained after they return to their home environments. 
Bruch (6) reported that 30 out of 50 patients for whom 
follow-up information was available were leading re- 
stricted lives, were institutionalized, had died of anorexia, 
or were still anorectic. Brady and Rieger (7) followed up 
16 patients with anorexia (all of whom gained weight in 
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the hospital); they reported two deaths, four rehospital- 
izations, and three cases of poor social adjustment at fol- 
low-up. Blinder, Freeman, and Stunkard (1), who were 
able to produce an average weight gain of 3.9 to 4.8 
pounds per week in three hospitalized patients, reported 
that one of their patients committed suicide following 
discharge from the hospital after having a disturbing tele- 
phone conversation with her mother. 

It is our contention that anorexia nervosa can best be 
approached with a therapeutic focus on the context of the 
patient’s family. Direct involvement of the family early in 
the course of the acute cachectic phase promotes rapid, 
significant weight gain, facilitating the return of the 
patient to the family and peer group in a comparatively 
short period of time (two to three weeks). Continued in- 
volvement of the family in ongoing outpatient therapy 
makes it possible to restructure the family and thus to 
prevent relapses. Paradoxically, although investigators of 
anorexia have consistently described prominent family 
psychopathology (6, 8-10), few attempts have been made 
to modify the family environment to which the patient 
must return after discharge from the hospital. 

For example, Reinhart and associates (11) reported on 
the outpatient management of 32 children with anorexia 
nervosa. Brief periods of hospitalization were used inter- 
mittently to separate the child from a family environment 
described as chaotic. But different therapists were used 
for the child and the parents and there was no collabora- 
tion between the child psychiatrist and the pediatric staff. 
Only Minuchin and associates (12-16) have reported on 
direct confrontation of a family’s habitual interactional 
patterns to alleviate the symptoms of anorexia nervosa. 
Barcai (17) has also reported on the use of Minuchin’s 
approach with two anorectic patients in Israel. The four 
patients reported in this paper were treated with a com- 
bination of operant conditioning and structural family 
therapy. 

The four patients were all girls from white middle-class 
families. Medical evaluation revealed no organic etiology 
for the anorexia and weight loss. Their ages at the onset 
of symptoms ranged from nine years to 15 years, with an 
average of 12.6 years. The duration of symptoms prior to 
referral ranged from two months to nine months, with an 
average of 5.0 months. Prior to referral, two of the 
patients had had individually oriented psychotherapy and 
had been hospitalized for medical evaluation and weight 
gain, but they continued to lose weight. Weight loss 
ranged from 26 percent to 36 percent of total body 
weight, with an average of 31.7 percent at the time of re- 
ferral. 


THE TREATMENT PROGRAM 


The integrated program has a series of phases with spe- 
cific goals: 

I. Admission to the Children’s Hospital of Phila- 
delphia for medical evaluation and weight gain. 

2. Informal lunch sessions with the patient to assess 
the degree of negativism and anorexia. 
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3. Application of an operant reinforcement paradigm 
to initiate weight gain. 

4, Family therapy lunch sessions to accelerate and re- 
inforce weight gain. J 

5. Discharge from the hospital. 

6. Application of an outpatient operant reinforcement 
paradigm as a family task to prevent weight loss. 

7. Outpatient family therapy to change the structure 
and functioning of the family. 


Inpatient Phase 


After a complete medical and neurological evaluation 
failed to reveal the presence of an organic etiology for the 
weight loss, each of the patients was admitted to the Clin- 
ical Research Center of the Children’s Hospital of Phila- 
delphia. Periodically, the therapist ate lunch with the 
patient. On these occasions he told her that when he was 
hungry his stomach hurt and he felt light-headed. He said 
that it felt good to eat and be satiated. No attempt was 
made to get the patient to eat her lunch. The therapist 
asked her permission to eat some small part of her food, 
such as a piece of carrot or celery. Then he offered to 
share part of his lunch with her. This procedure enabled 
the therapist to ascertain the degree of negativism and 
anorexia manifested by the patient. It also provided an 
Opportunity to relate to her on the issues of sharing and 
eating food, thus avoiding a power struggle over the act 
of eating. During the lunch sessions, information regard- 
ing the patient’s family, peer group, and school relation- 
ships was obtained in an informal fashion. 

On the second day of hospitalization, the pediatrician 
explained the details of the operant reinforcement para- 
digm to the patient. On the third day, it was put into ef- 
fect by the pediatrician and his nursing staff under the su- 
pervision of the family psychiatrist! The behavior 
paradigm made access to physical activity completely 
contingent on weight gain (1). The patient was weighed 
every morning before breakfast. If she had gained less 
than halfa pound over the previous morning’s weight, she 
was not allowed out of bed for any reason. If she gained 
at least hal? a pound, she was allowed to be out of bed to 
eat, watch television, have visitors, and use the bathroom. 
She was also given a four- to six-hour period of unre- 
stricted act.vity on the ward or in the hospital. 

The patient was allowed to discuss the details of her 
menu with the pediatrician, nurses, and dietician. She 
could add or subtract certain foods as long as she ate a 
balanced diet at each meal. She could have three regular 
meals or five to six smaller ones. Confrontations over eat- 
ing were avoided. 

The pediatrician emphasized that the patient’s family 
had nothing to do with the program in the hospital. All 
negotiations were between the patient and the staff. The 
pediatrician met with the patient’s family, explained the 


"The Clinical Research Center is a medical unit that in no way resem- 
bles a psychiatric hospital unit. In treating children with anorexia ner- 
vosa (or other psychosomatic illnesses) there is close collaboration be- 
tween the farmly therapists and pediatricians. The nurses and other 
personnel are rained not to get into power struggles over the act of eat- 
ing. 
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program, and instructed them not to discuss it with the 
patient. Any questions were to be directed to him. The 
goal was to give the patient an increased sense of auton- 
omy and responsibility for her physical state. 

After the initiation of the inpatient behavior paradigm, 
there was in each case an initial period of slow weight 


gain. This decreased the anxiety of the staff and the. 


patient’s family, inspiring a more optimistic attitude. It 
also facilitated reaching the goals of the family therapy 
lunch sessions. 

The family therapy lunch session was usually held at 
the end of the first week and included the patient, her par- 
ents and siblings, the pediatrician, and the family psychi- 
atrist. This was the first time that the family met the psy- 
chiatrist and it marked the beginning of the transition 
from the inpatient phase to the outpatient phase. It also 
demonstrated that the family psychiatrist and the pedia- 
trician worked together in a mutually supportive way 
with the common goal of helping the patient and her fam- 
ily. 

The goals of the family therapy lunch sessions are: 

I. To enable the patient to eat in the presence of her 
parents without the development of a power struggle; this 
provides an entirely new experience for them with respect 
to eating. In our experience, it is necessary to make eat- 
ing a private issue between the patient and the therapist 
in order to prevent self-defeating intrusions from the par- 
ents. 

2. To redefine the presenting problem and dismantle 
the family’s myth that they are fine except for the pres- 
ence of their medically sick child. This formulation, 
which forces the patient into the rigid role of being the 
sole repository of all of the family’s problems, has to be 
transformed into a recognition of the interpersonal trans- 
actional conflicts that exist between the parents and the 
patient. This will decrease the patient’s centrality and the 
manipulative power of her symptoms. 

At the end of the first lunch session, a weight goal was 
established for discharge. In the four cases discussed 
here, the process of weight gain was significantly acceler- 
ated by the lunch sessions. Each of the four patients was 
discharged from the hospital within seven to 14 days 
after the first lunch session. On the day of discharge, a 
second family lunch session was held to explain the goals 
of the outpatient program. 


Outpatient Phase 


In the outpatient phase, the family psychiatrist as- 
sumed the primary responsibility, with the pediatrician 
functioning in a supportive-consultative way. This was 
the reverse of the system used during the inpatient phase. 
The general goals of the outpatient phase are: 

l. To eliminate the symptom of refusing to eat and to 
stimulate progressive weight gain. This has top priority. 
If the patient loses weight, the family will continue to 
concentrate on her symptoms as a way of avoiding or de- 
touring family conflicts. 

2. To elucidate the dysfunctional patterns in the fam- 
ily that reinforce the patient’s symptoms. 

3. To change the structure and functioning of the fam- 
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ily system in order to prevent a recurrence of the symp- 
toms or the development of a new symptom bearer. 
Weight gain alone is never considered sufficient. It is only 
a first step and must be followed by a restructuring of the 
family system. 

The initial weight gain and family lunch sessions 
started the process of disengaging the patient from her 
role in the family’s dysfunctional transactions. This proc- 
ess was continued by the assignment of an outpatient op- 
erant reinforcement paradigm, which the parents were to 
enforce. The behavior paradigm provided the parents 
with something concrete to do at home, which decreased 
their anxiety and previous feelings of helplessness in deal- 
ing with their sick child. The parents were supported in 
the endeavor by the psychiatrist and the pediatrician. 

The outpatient paradigm was defined as an inter- 
personal process. The parents were told that it was their 
responsibility as parents to enforce the paradigm, and 
that if they were working together in a mutually support- 
ive way they would be successful. If the patient refused to 
eat and lost weight, this would indicate that the parents 
were not working together. The patient was told that it 
was her responsibility to herself and to her parents to fol- 
low the paradigm. The authority for the paradigm rested 
with the psychiatrist and the pediatrician; if there was a 
crisis, the parents could call the therapist, but they were 
not to acquiesce to the patient’s refusal to eat. This for- 
mulation also gave the patient increased responsibility 
and autonomy. As long as she followed the paradigm, 
she could have control over the entire area of eating. 

The patient was told that she had to gain a minimum 
of two pounds a week in order to maintain normal activi- 
ties. If she gained less than two pounds, from Friday to 
Friday, she was not allowed out of the house during the 
weekend and she could not have friends comie to the 
house. In addition, a member of the family had to stay at 
home with her. This produced a great deal of stress in the 
family system, causing the members of the family to join 
together to ensure that the patient ate. If the patient 
gained between two and 2.5 pounds, she was allowed to 
be active on either Saturday or. Sunday, but not both 
days. She was given the choice of days and the choice of 
activities. If she gained more than 2.5 pounds, she was al- 
lowed to be active on Friday night, Saturday, and Sun- 
day. 

Once weight gain was progressing in a gradual fashion, 
the outpatient family therapy was organized by the as- 
signment of family tasks aimed at different subsystems of 
the family. The tasks were developed from an under- 
standing of the individual, interpersonal, and family sys- 
tem dynamics. They were aimed at expediting changes in 
the structure, organization, and functioning of the family 
and at changing the quality of the interpersonal relation- 
ships in the family. 


RESULTS OF THE TREATMENT PROGRAM | 


After the initiation of the behavior paradigm in the 
hospital, there was an initial lag period of about two to 


four days during which each of the patients was observed 
to be testing the staff members to see whether they were 
going to enforce the behavior paradigm. After the patient 
saw that the staff was consistently and persistently at- 
tending to the details of the program, there was an initial 
period of slow weight gain. Following the first family 
therapy lunch session, there was a period of much more 
rapid weight gain than had occurred with the use of the 
behavior paradigm alone. Seven to ten days after the first 
family lunch session, the patients were able to reach the 
‘weight goal required for discharge. After the weight gain 
and the first family lunch session, there was a dramatic 
change in the affect and behavior of the patients. Mani- 
festations of depression and negativism decreased signifi- 
cantly. They were able to choose their own meals and eat 
with other members of the hospital staff or their families 
in the cafeteria. In addition, the patients stated that they 
were too thin, that they needed to gain weight, and that 
the dieting and weight loss had occurred after an episode 
of emotional upset related to conflicts at home, at school, 
or in their peer groups. After the patient reached the goal 
required for discharge, a second family lunch session was 
held in order to ensure that the patient was still able to 
eat in the presence of her family. In addition, the date of 
discharge was announced and the details of the outpa- 
tient behavior paradigm were explained to the parents 
and the patient as a family task. 

There was a two- or three-week period of testing at the 
beginning of the outpatient phase during which the 
patients did not gain the required two pounds. The psy- 
chiatrist and pediatrician supported the parents in en- 
forcing the behavior paradigm. Then the patients began 
to gain the required amount of weight on a progressive 
weekly basis. The behavior paradigm was discontinued 
after the patient began to gain weight on a consistent 
basis or when the patient reached the goal determined by 
the pediatrician. 

In all four cases, as weight gain continued the focus 
shifted from eating and the behavior paradigm to con- 
cern about interpersonal issues. As intrafamilial and in- 
terpersonal issues began to be resolved, the emphasis 
shifted to school and community activities and the peer 
group relationships. Within the family, there was a grad- 
ual shifting of emphasis to the parental dyad. At this 
point, the parents were seen separately, with periodic 
family sessions as needed. Occasionally the children were 
seen alone to discuss age-appropriate issues. The general 
goal was the gradual disengagement of the children from 
the conflicts between their parents and their movement 
into age-appropriate peer group activities. 

In summary, the length of hospitalization varied from 
eight to 21 days, with an average of 14.5 days. Weight 
gain in the hospital varied from one-third to one-half the 
amount of weight lost prior to referral. The treatment 
modalities used were the operant reinforcement para- 
digms and family therapy as described above. Medica- 
tions were not used in any of the cases. The duration of 
family therapy ranged from four months to ten months, 
with an average of 7.2 months. All of the patients were 
able to reach and maintain normal weight with the resto- 
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ration of normal eating patterns. 


DISCUSSION AND CONCLUSIONS 


It is beyond the scope of this paper to discuss the theo- 
retical foundations of structural family therapy and the 
relationship between family structure and a child’s psy- 
chosomatic symptoms (12-16). The four families were 
each characterized by weak generational boundaries; in- 
effective, divided parents; and little autonomy and pri- 
vacy for individual members. They were rigid systems 
and were incapable of resolving conflicts, finding solu- 
tions to problems, or dealing effectively with stressful, 
frustrating situations. 

By concentrating only on the symptoms of the patient, 
the parents were able to deny and avoid dealing with 
problems that existed between them or with the siblings. 
The symptoms were therefore reinforced within the con- 
text of the family, When the structure of the family had 
been changed, family and parental conflicts could be re- 
solved. Then it was possible for the patient to move in the 
direction of increased peer group activities and relation- 
ships. If the structure of the family is not changed, con- 
tinuation or reappearance of the patient’s symptoms (or 
the appearance of a new symptom bearer) can be expected. 

In summary, with a clinical disorder that has a signifi- 
cant mortality rate (five to 15 percent), the physician’s 
top priority is to ensure the survival of the patient. The 
behavior paradigm and the family lunch sessions in the 
hospital begin the processes of weight gain and of dis- 
engaging the patient from the arena of submerged pa- 
rental conflicts. The outpatient behavior paradigm and 
the family tasks continue to support weight gain and to 
decrease the patient’s role as a means of detouring family 
conflicts. When used in the context of structural family 
therapy, behavior modification paradigms are effective 
methods of avoiding self-defeating power struggles. 

It will be noted that phenothiazines and antidepres- 
sants were not used in the acute cachectic phase. How- 
ever, psychotropic drugs could be used, as were the be- 
havior paradigms, as a lever to start the therapeutic 
process moving. The family interventions, such as the 
lurich sessions and the family tasks, are vital to the out- 
come of therapy. Other therapeutic modalities will be un- 
dermined unless there are constructive changes in the 
family system that make it possible for the family to pre- 
vent relapses and to support the continued growth and 
development of its members. 
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Nontranssexual Men Who Seek Sex Reassignment 


BY LAWRENCE E. NEWMAN, M.D., AND ROBERT J. STOLLER, M.D. 


Men other than those with true psychosexual inversion 
(e.g., transvestites, homosexuals, and schizophrenics } 
may Seek sex-reassignment surgery for a variety of rea- 
sons related to individual psychopathology. Unlike trans- 
sexuals, however, these patients have a deep underlying 
attachment to their masculinity, and their desire for sex 
change is transitory. Thus it is important that the psychi- 
atrist allow sufficient time to evaluate the stability of the 
patient’s desire for surgery. 


_ SPECIAL DIAGNOSTIC AND MANAGEMENT problems are 
created by the fact that patients with disorders other than 
transsexualism may seek sex-reassignment surgery. It is 
the purpose of this paper to underline the differences be- 
tween these patients and transsexuals and to call atten- 
tion to the importance of extended evaluation in arriving 
at the correct diagnosis. Case reports of transvestites, a 
homosexual, and a psychotic who requested sex reas- 
signment and then, during a period of evaluation, gave up 
this wish will be discussed. 

Since the advent of sex-reassignment surgery (1), psy- 
chiatrists have sought to develop a meaningful orienta- 
tion to the value of the procedure. Initially, many psychi- 
atrists assumed that individuals seeking such surgery 
were psychotic, and they opposed the procedure in prin- 
ciple as a compromise with a delusional aspiration, a 
compromise that was destined to fail. However, as expe- 
rience with patients seeking sex change accumulated, it 
became clear that there was a group of men characterized 
by extreme, lifelong feminine orientation and absence of 
a sense of maleness for whom sex reassignment was fol- 
lowed by greatly improved emotional and social adjust- 
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ment (1-4). 

Transsexuals find life as members of their assigned sex 
a continuous misery. From childhood on their interests, 
gestures, and mannerisms are so like those of the oppo- 
site sex and so unlike those of their own sex that they are 
subject to constant social disapproval. Despite these pres- 
sures, they are unable to conform to societal ex- 
pectations, and they continue to feel inwardly like mem- 
bers of the opposite sex (2-6). Moreover, all kinds of 
psychological treatment, including insight-oriented and 
behavior therapies, have proven ineffective in making 
these unique individuals comfortable with their biological 
sex and assigned gender role (2). For these individuals sex 
reassignment is palliative treatment that allows them to 
live and be accepted in the gender role for which they 
have been preparing themselves since childhood. 

Psychiatrists, at first skeptical about the existence of a 
syndrome of transsexualism and the value of sex-change 
surgery, now generally accept the new findings (7). Un- 
fortunately, the pendulum of skepticism has swung too 
far in the direction of acceptance. Many physicians—psy- 
chiatrists and others—now label as a transsexual anyone 
requesting sex change, and they then presume that sex re- 
assignment is the treatment of choice for anyone who 
requests it. But in making this diagnosis and this recom- 
mendation of treatment, the psychiatrist may be doing 
the patient a disservice. The crucial error lies in the as- 
sumption that the request for surgery is sufficient for the 
diagnosis of transsexualism. It is not. Although trans- 
sexuals do want to change their bodies, we feel that the 
diagnosis should also require evidence of lifelong femi- 
ninity, inability to live in one’s assigned (biological) gen- 
der role, and the capacity to pass effortlessly and contin- 
uously in society as a member of the opposite sex. We 
think that the prognosis for sex reassignment is best for 
these patients. For the others who request the change— 
the psychotics, fetishistic cross-dressers, homosexuals, 
and those with a mix of these qualities—such treatment 
may be hazardous. Let us return to proper standards of 
medical practice. The individual to be diagnosed should 
be studied for an extended period. If surgery is con- 
templated, he’should demonstrate a capacity and enthusi- 
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asm to live undetected as a member of the opposite sex 
for a minimum of one year (2, 5). 

The reason for caution here is obvious; once the patient 
believes that he is a transsexual, he may become obsessed 
with the idea that sex change is essential to his happiness. 
It becomes a panacea. The press, television, and the mov- 
ies have so popularized the idea of sex change that the 
patient may come to the psychiatrist already sure of his 
diagnosis and treatment. The psychiatrist must not crys- 
tallize these ideas without a proper work-up. 

The central issue to the correct management of these 
patients, therefore, is diagnosis. 


CASE REPORTS 


The. following case reports illustrate the kind of non- 
transsexuals who present themselves with a self-diagnosis 
of transsexualism, requesting sex change. 


Case I. A 50-year-old married actor, announcing himself as a 
male transsexual, said that he badly wanted a sex change. He 
was well-informed on the subject. 

He was not fearful of losing his genitals, only that he might 
not get surgery. He was not concerned that he might lose his 
considerable income by changing his sex role; he was prepared 
for the economic consequences, he said, because he had consid- 
erable savings. His wife, who loved him, said she would not 
leave him after he changed sex, although she hoped he would 
not change. He pictured the two of them living together after- 
ward in a lesbian relationship. 

The patient showed no evidence of schizophrenia, paranoid 
thinking, or other psychotic processes. He denied sexual feel- 
ings toward or sexual behavior with other men. Although he 
felt his sex drive had never been strong, it had been atmed only 
toward women. He was direct and confident: his manner was 
‘thoroughly masculine (without a trace to the observer of the 
femininity characteristic of transsexuals). Moreover, there was 
no evidence that he had had difficulty maintaining the social 
role of a man; on the contrary, he had always been successful as 
a man and took pride in this. Why, then, did he consider himself 
a transsexual? 

For much of his life the patient had been aware of a feminine 
undercurrent. As an adolescent, he was a transvestite, secretly 
dressing in his mother’s clothes and receiving intense sexual 
pleasure while doing so. Masturbation was invariably accom- 
panied by fantasies of himself dressed as a woman, dominated 
by real women. As an adult he no longer put on women’s 
clothes, but he continued to get fetishistic pleasure from enter- 
ing women’s beauty parlors and from owning items of women’s 
clothing. . 

One year before this evaluation he felt himself again wanting 
to dress completely as a woman, something that he had not 
done since adolescence. Dressing as a woman now seemed “‘nat- 
ural” and, moreover, was accompanied by intense but nonerotic 
pleasure. He continued to have sexual intercourse (while clad in 


a woman’s nightgown) with his wife, while imagining that they _ 


were no longer man and wife, but rather two women engaged in 
a lesbian relationship. He especially enjoyed it when she cooper- 
ated with this idea and referred to him by his chosen feminine 
name. 

The cross-dressing episodes got longer and longer until, by 
the time he requested consultation, he was content to give up his 
male social role entirely; he had had his facial hair removed by 
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electrolysis and was grooming his hair in a feminine manner. 
He expressed his desire to become as complete a woman as pos- 
sible (that is, to obtain sex change surgery). It was important 
that he be convinced that allowing time to evaluate his feelings 
was in—not against—his interest. Although he was ready at this 
point to go abroad for the surgery, which he could not arrange 
in Los Angeles, he was aware that he was moving precipitously 
and agreed to delay surgery. 

In the next few weeks he became more distressed; his wish to 
change sex did not decrease. Small oral doses of estrogen were 
then prescribed to partially satisfy the cross-gender urge, and he 
felt better. 

Paradoxically, in the following months, as minimal physical 
feminization took place (especially important for him was a 
small increase in breast size), the patient’s desire for sex surgery 
receded. He again was comfortable with living and working as a 
man. He no longer needed to dress outwardly as a woman and 
was satisfied by wearing women’s underclothing beneath his 
masculine clothing. When estrogen therapy was interrupted for 
a month, his cross-gender feelings and desire to become a 
woman unexpectedly returned. Yet on almost homeopathic 
doses of this hormone, and supported by psychotherapy, he 
took up his active, masculine social existence and reported that 
he was happier and more fulfilled in his work than ever before. 
The partial physical feminization satisfied the cross-gender 
“hunger” in this. man; he no longer wanted surgery. He no 
longer believed that he was a transsexual. 


This patient is one of those who are frequently and in- 
correctly diagnosed as transsexuals—the fetishistic cross- 
dressers (transvestites) with transsexual yearnings. The 
male transvestite differs from the male transsexual in 
that he enjoys his maleness, especially the erection under 
women’s clothes, and is usually successful and comfort- 
able in his male role. He may derive great pleasure from 
briefly imitating a woman, but he returns, refreshed, to 
the male role. Many transvestites imagine changing sex, 
but few actually seek sex reassignment. The transsexual, 
on the other hand, hates to use his penis for sexual gratifi- 
cation and is continuously uncomfortable in his male 
role. 

Estrogen was used in this case to calm the patient’s in- 
tense gender distress. The hormone allowed him to feel 
easier with himself and thus delayed surgery. In other 
cases, hormones have only increased patients’ wishes for 
sex surgery. Still, hormones permit patients to experience 
reversible physical changes (breast development, femi- 
nine body fat redistribution, impotence), giving the psy- 
chiatrist more time for evaluation before the patient pro- 
ceeds to irreversible surgery. We feel that surgery might 
have been disastrous for this man. Instead, he learned for 
himself what he most wanted and gave up his transsexual 
aspirations, apparently fulfilled by the partial feminiza- 
tion created by hormonal therapy. 

It is not often necessary. to use hormones in treating 
transvestites, but when intense distress or an in- 
appropriate wish for sex reassignment is present, small 
doses of hormones quiet the patient’s psychic pain, per- 
mitting time for extended evaluation. 

The following case, also of a transvestite, even more 
strongly emphasizes the importance of an extended pe- 
riod of evaluation. A history of fetishism is a danger sig- 
nal in individuals requesting sex-change surgery, for it is 


a warning of a deep, underlying attachment to the penis. 


+ 


Case 2. This man, a skilled machine operator in his thirties, 
was married for five years when his wife left him after she found 
him in her bikini, masturbating. Left alone, he was free to ex- 
pand his cross-dressing until he was able to go about publicly as 
a woman. Putting on women’s clothes was likely to excite him 
sexually; in'time, however, he decided that what he had consid- 
ered listlessness and the guilty disgust of sexual exhaustion was 
actually to be seen as feminine passivity. This discovery led him 
to the writings of transsexuals and to seek out people who desig- 
nated themselves as transsexuals. Learning from them of the 
“woman within,” he encouraged such a “personality” to sur- 
face, and in a year he was dressing only in women’s clothing. 
Rendered impotent by estrogen therapy prescribed by a physi- 
cian encouraging him to change sex, he was “cured” of his fe- 
tishism, and, entranced with his new breasts, which made him 
feel certain he was a transsexual, he began to raise money for 
his operation. 

During this time he met a fashion model, a former trans- 
sexual who had undergone sex reassignment surgery to make 
him a woman. Almost immediately he became tormented with 
uncertainty as to whether he should be a woman. He stopped 
the estrogen therapy and, with the return of erections, began 
sexual relations with this new friend. At the same time he de- 
cided that he was a man, returned to dressing only as a man, 
and is back at work in his former occupation. The two recently 
married. (One hesitates to predict the next act.) 


Case 3. This case illustrates a different class of non- 
transsexual who may request sex-change surgery-—the male ho- 
mosexual. 

A 20-year-old man, who was agitated and distraught, re- 
quested surgery to “change me into a girl.” The patient readily 
reported a history of extensive homosexual activity with a large 
number of partners, extending back to his preadolescent years. 
He engaged in all forms of homosexual activity, taking either 
the male or female role. He preferred the passive role; however, 
he definitely enjoyed using his penis in intercourse. He worked 
occasionally as a construction laborer, but was usually unem- 
ployed and was supported by handouts from friends. He was 
rootless and had maintained no contact with his family, all of 
whom lived in the East. 

The patient was muscular and rugged, with unkempt, shoul- 
der-length hair, and was dressed in laborer’s clothing. Despite 
his masculine mannerisms and gestures, he reported that he felt 
inwardly feminine. He enjoyed being held and “protected” by 
strong male homosexual partners. In fact, his pleasure in being 
held and hugged by a man often exceeded his genital gratifica- 
tion. He had fallen in love with a man described as bisexual. For 
two months the patient engaged in an intensely satisfying rela- 
tionship with this man, a relationship in which he felt protected 
and cared for as if he were “a wife.” But in the weeks prior to 
the consultations the patient’s partner seemed to lose interest in 
him and had begun to seek out new partners, including women. 
The patient, desperate about the imminent loss of his lover, had 
come to the conclusion that his partner could only love a “real” 
woman. With sex-change surgery the patient felt that his 
chances of securing this man’s love would be much greater. 
Hence, in a short space of time, driven by a sense of desper- 
ation, the patient had come to a decision to seek sex-reas- 
signment surgery. 

The patient was treated with crisis-oriented psychotherapy in 
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which the limitations of surgery in achieving the patient’s goal 
were realistically pointed out. The necessity of a long-term eval- 
uation, the fact that he had no real desire to live as a woman, 
and his attachment and identification with the homosexual 
world (which he would lose by becoming a woman) were 
stressed. Once the patient’s wish for surgery was openly dis- 
cussed, he reluctantly gave up his insistence on this course and 
was ready to work in therapy on the underlying sadness and 
desperation he felt about losing his lover. From here the therapy 
led into a general discussion of the direction his life had taken 
and the steps necessary to make it more productive and mean- 
ingful. l 


Many homosexuals have fantasies of sex change, par- 
ticularły those with significant feminine identifications. 
Certain homosexual “queens” (but not the patient de- 
scribed) enjoy dressing “in drag” for an evening and car- 
icaturing the behavior of women. Despite their pleasure 
in such acting out, their sense of identity as homosexual 
men is far stronger than their sense of femaleness. Few 
seriously seek surgery. When they do, crisis-oriented psy- 
chotherapy with a sympathetic therapist generally re- 
solves the drive to change sex by calling the patient’s at- 
tention to the value he places on what he proposes to give 
up: his penis, his maleness, and his identity as a homosex- 
ual. Extended psychotherapeutic evaluation may also be 
necessary, as with the transvestites described. 


Case 4. This is a case of a man who developed a desire to 
change sex during an acute schizophrenic episode. The key to 
correct management here is recognition of delusions and gran- 
diose thinking, which are symptoms of schizophrenia but not of 
transsexualism. 

This man, who was married and had children, was a school 
teacher in his forties. He had always been shy, an outward re- 
flection of an inner sense of not being manly. For several weeks 
he had become increasingly withdrawn, he experienced this first 
as a time of fear without cause, later of sadness turning to de- 
spair, and finally as a rapidly mounting expectation of disaster. 
This peaked with a burst of illumination, during which he be- 
lieved that Christ was a ‘‘crypto-woman” and that he was 
Christ’s new representative on earth. This episode lasted a day, 
during which he looked only quietly preoccupied. Since he did 
not cause a fuss, he was not professionally evaluated. 

Since then, his wife noticed that he had changed somewhat: 
He was both more assertive and more gentle. She was especially 
puzzled by the latter behavior, since it had an effeminate tinge 
to it. She did not know that he had recently begun putting on 
her clothes. He did this not for sexual pleasure but because he 
had learned that he was *a reincarnation of Mary Magdalen.” 
He was not sure, but he believed that he had also heard that he 
was to become a woman. Coincidentally (was it just a coinci- 
dence?), he saw an advertisement for a movie about sex change. 
He requested an appointment so that he could demonstrate his 
progressing miracle to interested researchers and to request 
that the task be expedited, if indicated, by the medical profes- 
sion. 


Correct care of this patient depended upon recognizing 
the diagnosis as schizophrenia and not transsexualism. 
Once the diagnosis was made, psychotherapeutic man- 
agement proceeded as it would with other schizophrenic 
patients in an acute delusional phase. 
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DISCUSSION 


Patients other than those with true psychosexual in- 
version may seek sex-reassignment surgery for a variety 
of reasons related to individual psychopathology. These 
include transvestites, homosexuals, and schizophrenics. 

For these patients the desire for sex change is of rela- 
tively short duration and often has the quality of provid- 
ing a magical escape from a specific life crisis. As the 
crisis passes, so too does the drive for sex reassignment, 
although it may persist as a lively part of the patient’s 
fantasy life. Transvestites and homosexuals desiring sex 
change often show evidence of significant cross-gender 
identification. Temporary but intense unhappiness in the 
assigned gender role (gender distress) may be evident. 
What is more significant, however, is the deep underlying 
attachment these patients do have to their masculine so- 
cial roles and to the use of their penises for sexual pur- 
poses or as symbols of maleness. 

The psychiatrist’s contribution in these cases is in rec- 
ognizing the existence of significant underlying masculine 
identification and in helping the patient through the pain- 
ful waiting period until his sense of maleness once again 
becomes valuable to him. Estrogens in carefully titrated 
doses may be necessary to quiet the patient’s temporary 
but intense gender distress. 

In contrast, the transsexual’s drive for such surgery is 
continuous, strong, and unchanging. Hence the impor- 
tance of permitting sufficient time (one year or longer of 
regular interviews) in order to evaluate the stability of the 
patient’s desire for surgery and the meaning of his 
request in light of his specific psychodynamics. 
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DISCUSSION 


FRANK G. BUCKNAM, M.D. (Hartford, Conn.)—In the 20 years 
since sex-reassignment surgery gained popularity in this coun- 
try, there have been many changes in the understanding of the 
underlying problem of transsexualism. Until science can un- 
cover the details of the etiology of transsexualism, we will con- 
tinue to be confronted with the dilemma Drs. Newman and 
Stoller discuss. Problems in diagnosis and management cannot 
be resolved without more clear-cut evidence of etiology. In the 
meantime, we must content ourselves with an imperfect system 
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of treatment. 

In regard to diagnosis, the authors have tried to make the 
matter clear and concise, stressing that we should not use the 
diagnostic term ‘“‘male transsexual” unless the patient presents 
evidence of lifelong femininity, inability to live according to his 
assigned gender role, and the capacity to pass in society as a 
member of the desired cross-gender. I think that it is only 
fair to say that this represents a recent refinement on the part of 
the authors, Only a few years ago workers in the field, such as 
Benjamin (1), would have included far more patients under the 
diagnosis—men who had married, had children, and had lived 
for extended periods of time in their biologically assigned gen- 
der even though internally they longed for transformation into 
the opposite sex. Only after a long probationary period, during 
which they received female hormones and passed as members of 
the opposite sex, did they finally gain approval for surgery. 

It seems to me that it would be quite difficult for any student 
in the field to come to the narrow diagnostic criteria of Drs. 
Newman and Stoller on the basis of a study of the previous lit- 
erature which, after all, goes back only ten years. Since so much 
emotion went into convincing psychiatrists that sex-reas- 
signment surgery should be allowed, it is also little wonder that 
today the request for such surgery is more readily accepted as 
one of the major criteria for diagnosis (2). 

Again, I must stress that much of the problem in diagnosis 
rests on the shakiness of our theories of etiology. In the earlier 
days, in order to support the justification for surgery, much em- 
phasis was placed on the fact that transsexualism did not consti- 
tute an example of psychopathology, that the patient was not 
suffering a delusion when he insisted that he was a woman 
trapped in a man’s body. Instead, it was emphasized that the 
patient was of perfectly sound mind and was not to be treated as 
a psychotic or neurotic person. He should be listened to, and his 
request to be changed as much as possible into a member of the 
opposite sex should be granted. 

It was theorized that these patients had probably reached this 
state as a result of some biological force, not yet demonstrated, 
which had caused them to feel feminine in such a strong way de- 
spite the fact that they possessed what appeared to be normal 
male genitalia. It was thought that perhaps the sex glands in 
these men produced a high amount of female sex hormone or 
that there were changes in brain structure or function that led to 
a feminine orientation despite the possession of genetically and 
biologically normal male bodies. Attention was also directed to 
the possibility that these patients had suffered, at some critical 
period, an exposure to female hormone which might have influ- 
enced them. It is interesting to note in this regard that just such 
a study by Yalom and associates was recently reported (3). Fol- 
low-up studies of men who as the offspring of diabetic mothers 
were exposed in utero to high doses of both estrogens and pro- 
gesterone suggest that prenatal sex hormone levels may influ- 
ence postnatal psychosexual development in boys. 

In more recent reports Stoller has swung more toward the 
etiological theory that views transsexualism as a personality 
disorder. The discovery of early infantile cases of trans- 
sexualism and the theoretical presumption that adult patients 
represent grown-up products of this early transsexual behavior 
led Stoller and his associates to stress the environmental factors 
without at the same time eliminating the possibility of a biologi- 
cal force (4, 5). As a child psychiatrist, I favor the theory that 
transsexualism is a personality disorder—the end product of 
lifelong developmental factors that include heredity, biological 
factors, and parental environment (6). I also favor Stoller’s 
view that not everything in our personality structure comes as a 
product of defense against instinct but may also be acquired ina 
positive sense through identification and other processes (7). 


w 


With this new theoretical framework, I think we can come to 
different opinions as to the best possible therapy. In the earlier 
days, when the emphasis was on the normality of transsexuals, 
the idea of using psychotherapy in any of its forms, whether 
psychoanalytic psychotherapy or behavior modification, was 
discarded on the basis that it was either not needed or was fruit- 
less (8). I think it is a fairly well accepted fact in most special- 
ties of medicine that just because there is a state of chronicity or 
malignancy that fails to respond to the available treatments tn 
the field, it nevertheless may properly belong in the diagnostic 
categories of that field. 

I still feel that transsexualism belongs in the area of psycho- 
pathology as a personality disorder. If we again look at it in 
terms of a developmental process, we certainly can expect bet- 
ter results from psychotherapy if it is instituted at an early 
age (5). (In my own practice I have had a little experience with 
patients in the latency and early adolescent age range, who also 
seem likely to respond to psychotherapy.) 

For the late adolescent and adult patients there is some 
promise contained in a recent report from the University of 
Mississippi Medical Center on the use of behavior modification 
in changing gender identity in a transsexual (9). After the initial 
failure of attempts to change patterns of sexual arousal and 
suppress central transsexual fantasies by the methods used suc- 
cessfully with homosexuals, the researchers defined, measured, 
and modified, piece by piece, the components of female role be- 
havior. Components of sitting, standing, and walking were iden- 
tified and changed from feminine to masculine. Next, masculine 
social behavior and vocal characteristics were instigated. Fol- 
lowing this, male sexual fantasies were initiated and strength- 
ened. By this time the attempts to change patterns of sexual 
arousal, which had failed earlier, were now successful. These 
data indicate that gender role may not be as inflexible as was as- 
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sumed. 

In order to use new modes of treatment (new only in their ap- 
plication to transsexualism), a change in attitude on the part of 
therapists will be required. Over a period of ten years Drs. New- 
man and Stoller have changed their attitude from one of con- 
viction that sex-reassignment surgery was the best treatment for 
a wide variety of cases to the point where they now would con- 
fine it to a very select group of the most severe feminine gender- 
orientated men. So, too, a conviction that psychotherapy and 
behavior modification have something to offer will allow thera- 
pists to approach transsexuals with a new enthusiasm and per- 


haps achieve better results than those same modalities achieved 


in the past. 
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Chlordiazepoxide and Hostility in Anxious Outpatients 


BY KARL RICKELS, M.D., AND ROBERT W. DOWNING, PH.D. 


Chlordiazepoxide proved significantly better than pla- 
cebo in reducing hostile, irritable, and anxious symptom- 
atology in 225 anxious neurotic outpatients. The findings 
reported here failed to confirm the increases in hostility 
believed to be induced by chlordiazepoxide observed by 
others. The authors see little justification for avoiding use 
of chlordiazepoxide by anxious outpatients with con- 
comitant hostility and irritability. 


OVER THE PAST ten years, chlordiazepoxide has emerged 
as one of the most extensively prescribed agents for the 
symptomatic treatment of anxious outpatients. Clinical 
experience as well as numerous controlled trials attest to 
the effectiveness of this drug in reducing not only symp- 
toms of anxiety but also concomitant depressive and 
somatic as well as hostile and irritable symptoms. Occa- 
sionally, however, there have been reports (1, 2) of in- 
creased hostility in low percentages of patients treated 
with chlordiazepoxide. Following up these reports, based 
largely on uncontrolled studies, DiMascio, Gardos, and 
associates conducted a series of well-designed experi- 
ments assessing the effects of chlordiazepoxide and 
oxazepam on anxiety and hostility in “normal, healthy” 
male volunteers (3, 4). 

These investigators found the antianxiety effects of 
chlordiazepoxide (30 mg./day) and oxazepam (45 
mg./day) to be more marked in normal subjects with 
high anxiety levels than in those with low anxiety levels. 
In fact, with both diazepine derivatives a “paradoxical 
anxiety increase” was observed in low-anxious subjects. 
It was also found that chlordiazepoxide “‘produced in- 
creases in a wide range of hostile-aggressive tendencies,” 
primarily in the high-anxious subject, while oxazepam 
did not. The authors stated that their results suggested 
the need to administer chlordiazepoxide with care to 
patients who exhibited poor impulse control or aggres- 
sive, destructive behavior. 

Through professional publications, newspaper ac- 
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counts, and presentations at scientific meetings, the re- 
sults and conclusions reached by DiMascio, Gardos, and 
associates have come to the attention of thousands of 
physicians (5). Concern has thus developed over the cur- 
rent practice. of prescribing chlordiazepoxide to anxious 
outpatients displaying relatively high degrees of hostility, 
anger, or irritability. We believe that such concern would 
be warranted only if research with anxious outpatients 
confirmed the findings made by DiMascio, Gardos, and 
associates in “presently asymptomatic”? normal volun- 
teers. Expressing a similar opinion in regard to the hostil- 
ity reported by the DiMascio group to be induced by 
chlordiazepoxide and diazepam, Ayd commented: “To 
assert that these drugs have the same effects in patients as 
they allegedly do in normals without actually demon- 
strating this in patients is fallacious” (5). 

Having assembled a data bank containing relevant in- 
formation on a large patient sample, we conducted sev- 
eral analyses designed to examine the effects of chlordia- 
zepoxide on anxiety, hostility, and irritability in anxious 
outpatients. It should be emphasized that these findings 
are not presented in an attempt to refute the results ob- 
tained by DiMascio, Gardos, and associates. Our concern 
is simply that results from research conducted with a 
small number of normal subjects, inappropriately applied 
to the clinical treatment of anxious outpatients, may 
limit the usefulness of an effective antianxiety agent. 


METHOD 


Patient Sample 


Data were available from our computer for 120 
chlordiazepoxide and 105 placebo patients from three 
clinical trials conducted with anxious outpatients. 
Patients were seen in three treatment settings: a hospital 
psychiatric clinic, private general practice, and private 
psychiatric practice. The majority of the patients were 
white married women in social classes III to V; the mean 
age was 42 years. In terms of its demographic composi- 
tion, the sample thus closely resembles the general popu- 
lation of neurotic patients receiving psychotropic agents. 
in outpatient settings. Patients generally adhered to a 
daily dosage regimen of 40 mg. of chlordiazepoxide or 
took placebo capsules identical in appearance for four 
weeks of treatment. 


Data Analyses 


Outcome criteria included three physician measures 
and two patient measures. The former were the anxiety, 
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Four-Week Change Produced by Chiordiazepoxide and Placebo in Anxious-Neurotic Outpatients 


Chlordiazepoxide Placebo Adjusted 
Pretreatment Four-Week Pretreatment Four-Week Four-Week Means 
N Scores Scores Difference N Scores Scores Difference F Ratio P Values 
Physician Questionnaire 
items (range l-7) 120 105 
Anxiety 4.60 2.49 2.11 4.38 2.99 1.39 13.99 p<.005 
Irritability 3.35 1.88 1.47 3.46 2.40 1.06 9.05 p<.005 
Hostility 2.26 1.50 0.76 2.11 1.73 0.38 4.87 p<.05 
Patient Symptom Checklist 
factors (range 1-4) 68 9] 
Fear-anxiety 2.52 ; 0.77 2.25 1.96 0.29 8.47 p<.005 
Anger-hostility 2.36 1.74 0.62 2.18 1.92 0.26 6.14 p<.025 
FIGURE | 


Treatment Differences Between Low-Anxiety and High-Anxiety 
Patients on the Irritability and Hostility Items 
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irritability, and hostility items from the Physician Ques- 
tionnaire (PQ) (6), rated on 7-point scales ranging from 
“not present” [I] to “extremely severe” [7]. Patient 
measures were the fear-anxiety factor and the anger-hos- 
tility cluster of the Patient Symptom Checklist 
(SCL) (7), rated on 4-point scales ranging from “not 
present” [1] to “extremely present” [4]. The fear-anxiety 
factor includes four items: suddenly scared for no reason; 
feeling fearful; having to avoid certain things, places, or 
activities because they frighten you; and nervousness or 
shakiness inside. The anger-hostility cluster includes 
three items: feeling critical of others, easily annoyed or ir- 
ritated, and temper outbursts. It should be noted that 
four-week PQ data were available for all 225 patients, 
while four-week SCL data were available for only 159 
patients. 

The results presented here are based primarily on a 
factorial analysis of covariance testing for drug 
(chlordiazepoxide vs. placebo) and level of anxiety (low 
vs. high) main effects, and drug X anxiety interaction ef- 
fects. Patients were divided into low and high anxiety on 


the basis of their PQ anxiety item prescores; scores from 
| to 4 were considered low and scores from 5 to 7 were 
considered high. 


RESULTS 


Table | gives F ratios for the main drug effects as well 
as initial, four-week, and difference scores for chlordia- 
zepoxide and placebo patients on the five dependent vari- 
ables employed. Significant drug effects in all measures 
indicated greater symptom reduction, irrespective of anx- 
iety level, for chlordiazepoxide than for placebo patients. 
Drug X anxiety interaction effects did not reach statisti- 
cal significance; yet, as figure | illustrates, drug-placebo 
differences were usually greater in high-anxious subjects 
than in low-anxious subjects. 

Results from several further analyses were consistent 
with these findings. First, almost identical results were 
obtained in two similar factorial analyses, one conducted 
for two-week data and the other conducted for four-week 
data, with patients divided into low-, medium-, and high- 
anxiety groups according to their initial SCL total scores. 
Second, analyses testing for heterogeneity of regression 
supported our factorial analyses by indicating, for the 
anxiety, irritability, and hostility items on the PQ mea- 
sure, that chlordiazepoxide consistently produced the 
greatest symptom reduction in patients who were initially 
sicker, while placebo did not; the F ratios ranged from 7.8 
to 16.8. Finally, a significantly larger (p < .01) decrease 
in irritability for chlordiazepoxide patients than for pla- 
cebo patients was observed in an analysis of covariance 
conducted for patients (N = 111) with either no irritability 
or only mild irritability (1.e., scores of | or 2 on the PQ ir- 
ritability item). 

Comparing the 120 chlordiazepoxide patients with the 
105 placebo patients without regard to initial level of irri- 
tability or hostility, we found no evidence of a greater in- 
crease in these items among the patients taking chlordia- 
zepoxide. In fact, an increase in irritability was found for 
only eight percent of the patients on chlordiazepoxide 
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and ten percent of the placebo patients, and an increase in 
hostility was observed for only ten percent of the 
chlordiazepoxide patients and 12 percent of the placebo 
patients. 


DISCUSSION 


The relationship between chlordiazepoxide treatment 
and a change in hostility found by DiMascio, Gardos, 
and associates among normal volunteers (3, 4) could not 
be confirmed for a large sample of anxious neurotic out- 
patients. Far from inducing hostility, chlordiazepoxide 
was significantly more effective than placebo in decreas- 
ing irritability and hostility, as rated by ‘physicians, as 
well as anger and hostility, as rated by the patients. Its ef- 
ficacy in reducing these symptoms as well as in reducing 
anxiety was particularly marked in patients who were ini- 
tially more anxious, Irritable, and hostile. 

Since the studies of DiMascio, Gardos, and associates 
differ from the present study in such important respects 
as type of population (i.e., college-aged normal male vol- 
unteers vs. primartly middle-aged female neurotic out- 
patients), duration of treatment (one week vs. four 
weeks), and measuring instruments (Buss-Durkee Hostil- 
ity Inventory vs. Physician Questionnaire and Patient 
Symptom Checklist), the discrepancy between their find- 
ings and our own are not particularly surprising. It ts also 
possible that the chlordiazepoxide-induced hostility in- 
creases as measured on the Buss-Durkee inventory ob- 
served by DiMascio and associates should not be equated 
with increases in clinical hostility. Indeed, the DiMascio 
group seems to suggest another possible interpretation 
when they point out that chlordiazepoxide “may facili- 
tate the expression of hostility leading to a therapeuti- 
cally beneficial self-assertive action” in anxious patients 
who are inhibited (4). 

Our own previous research indicates that chlordia- 
zepoxide may well induce increases in healthy assertive- 
ness rather than neurotic hostility, a phenomenon possi- 
bly related to its alleviation of neurotic anxiety. We have 
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observed that chlordiazepoxide produces significantly 
greater increases than placebo not only in the “‘aggres- 
sive” but also in the “friendly” factor of the Clyde Mood 
Scale (8). Lipman and associates found that significantly 
more positive life situation events were reported during 
treatment with chlordiazepoxide than with placebo (9). 
One would hardly expect increased friendliness and more 
frequent reporting of positive external events to be 
present in anxious patients experiencing increases in hos- 
tility. 

It thus appears to us that chlordiazepoxide does not in- 
duce or release clinical hostility in anxious neurotic out- 
patients. Unless further studies refute the results reported 
here, there seems little justification for avoiding the use of 
chlordiazepoxide by anxious outpatients suffering from 
concomitant symptoms of irritability and hostility. 
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Smoking and Alcoholism 


BRIEF COMMUNICATIONS 


BY BARRY M. MALETZKY, M.D., AND JAMES KLOTTER, M.D. 


The authors interviewed 57 hospitalized alcoholics and 
50 nonhospitalized control subjects to clarify the rela- 
tionship between alcoholism and cigarette smoking. They 
found that alcoholics smoked significantly more than 
nonalcoholics, even when only women subjects were con- 
sidered. In addition, there was a high positive correlation 
between the amount alcoholics drank and the amount 
they smoked. However, when they were abstaining from 
alcohol consumption, alcoholic subjects did not necessar- 
ily smoke more. The authors discuss the implications of 
these findings both for treatment and for two theoretical 
models, oral “drive” and susceptibility. 


SEVERAL STUDIES have confirmed the general impression ` 


that a high correlation exists between alcoholism and 
cigarette smoking. Walton, for example, interviewed 130 
men who had been hospitalized for withdrawal from al- 
cohol and 100 men who had been hospitalized for other 
reasons. While 62 of 100 nonalcoholics smoked, 126 of 
130 alcoholics did so; in addition, the alcoholic group 
smoked more heavily than the smoking non- 
alcoholics (1). A number of studies have demonstrated 
that alcoholics suffering from a variety of serious ill- 
nesses also smoke heavily (2-7). 

However, hospitalized alcoholics, especially those un- 
dergoing withdrawal, may indeed be smoking more than 
other alcoholics; hospitalized control subjects might sim- 
ilarly be expected to smoke more heavily than non- 
hospitalized controls. Moreover, women generally smoke 
less than men, yet existing studies have concentrated ex- 
clusively on men. While several studies have investigated 
the smoking habits of alcoholic outpatients (8, 9), no data 
are yet available on alcoholics under treatment. 

Additional questions might be raised about whether 
the increased smoking in alcoholics corresponds to an 
oral “drive” or, rather, represents some inherent suscep- 
tibility to become addicted to a number of substances, as 
some findings suggest (10). These hypotheses, of course, 
are not mutually exclusive. It would therefore be of inter- 
est to determine whether there is any correlation between 
the amount an alcoholic drinks and the amount he 
smokes; such a correlation might be predicted if a suscep- 
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tibility theory were correct. Conversely, an oral drive hy- 
pothesis would be supported if alcoholics who stopped 
drinking then consistently increased their tobacco con- 
sumption. In addition, should an oral drive hypothesis be 
confirmed, programs directed at alcohol abstinence 
might begin to examine whether treatment directed 
against smoking would also be appropriate. 

This study was therefore designed to answer the fol- 
lowing questions: Do nonhospitalized alcoholics smoke 
more than a corresponding random sample of non- 
alcoholics? Do women alcoholics in this sample smoke 
more than women nonalcoholics? Is there a correlation 
between the amount of alcohol ingested and the amount 
of tobacco smoked? Do alcoholics who stop drinking sub- 
sequently smoke more heavily? 


METHOD 


Alcoholic subjects were selected from the Drug and Al- 
cohol Abuse Program and the Department of Neuropsy- 
chiatry, Lyster Army Hospital, Fort Rucker, Ala. Fort 
Rucker is the site of the Army Aviation School and Cen- 
ter and has a base population of 8,750 and a total active 
duty, dependent, and retired military population of 
37,250 in the geographical area. Those alcoholic clients 
who were admitted to the drug and alcohol program or 
who were evaluated by the staff of the Department of 
Neuropsychiatry during the months of December 1972 
and January 1973 (57 in number) constituted the alco- 
holic group. Several civilians were included inasmuch as 
civilian employees are eligible for the drug and alcohol 
program. 

Selecting a control group posed a number of problems. 
Using nonalcoholic drug clients would be complicated by 
their generally lower age. Staff working in these areas 
could not constitute a control group since the nature of 
their work might have influenced them adversely with re- 
gard to smoking. Therefore, controls. were randomly cho- 
sen from two company units at Fort Rucker; they also in- 
cluded dependents of men attached to these units. The 
age and sex ratios were adjusted from a large random 
sample in order to match those of the alcoholic group. 

Table | presents demographic information for both al- 
coholic and control groups. Information concerning 
smoking and drinking behavior was gained from personal 
interviews with subjects; questionnaires were thought to 
be too indirect for these data. Smoking behavior was lim- 
ited to cigarettes and was quantified by the average num- 
ber smoked each day. Drinking behavior was quantified 
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TABLE | 
Demographic Data for Alcoholic and Control Groups 





Gis N “W Mean Mean 
up Men omen Age Rank* 

Alcoholic 57 43 14 34.2 E6 

Control 50 37 13 32.9 E6 


* This column excludes civilian subjects. 


TABLE 2 
Smoking and Drinking Data for Alcoholic and Control Groups 


Average Number 
of Cigarettes 


Average Alcohol 
Consumption 


Category Number (Grams Per Day) Smoked Per Day 
Alcoholic group 

Men 43 748 47.9 

Women 14 705 51.2 

Total 57 720 48.7 
Control group 

Men 37 33 . 13.1 

Women 13 Ze 10.7 

Total 50 30 12.5 


TAN aa m e a a e e A e y a e A a 


by the average number of grams of alcohol consumed 
each day. It was necessary to divide weekly quantities by 
seven to determine this figure for several subjects who did 
not drink daily. 

All comparisons between the alcoholic and contro! 
groups were made by chi-square analysis; correlations 
between smoking and drinking behavior were made with 
the Pearson product-moment correlation method. All 
alcoholics who had successfully stopped drinking (as con- 
firmed through clinical observations, Breathalyzer analy- 
ses, and blood alcohol determinations) were reinter- 
viewed four weeks after they had stopped. This period 
was to allow for withdrawal, which might have increased 
smoking behavior because of agitation. Smoking behav- 
ior was reassessed at the interview. 


RESULTS 


Table 2 shows the smoking and drinking data for the 
alcoholic and control groups. Alcoholics consumed an 
average of 720 gm. of alcohol daily compared with 30 
gm. daily for the control group, a significant difference 
(p < .01). Alcoholics smoked an average of 48.7 ciga- 
rettes a day compared with 12.5 cigarettes per day for the 
control group, again a significant difference {p < .0!). No 
alcoholic subject abstained from smoking while 29 con- 
trol subjects (58 percent) did not smoke (p < .01). If only 
the 31 control subjects (24 men and seven women) who 
did smoke are compared to the alcoholic group, it still 
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appears that the alcoholics smoked more: the 31 control 
subjects smoked an average of 31.2 cigarettes a day, sig- 
nificantly less (p < .05) than the 48.7 cigarettes a day av- 
eraged by the alcoholic group. 

The 14 women in the alcoholic group drank an average 
of 705 gm. of alcohol daily compared with 22 gm. for the 
13 women in the control group (p < .01). These alcoholic 
women smoked an average of 51.2 cigarettes per day 
compared with 10.7 cigarettes per day for women in the 
control group, again significant at the .01 level. 

It is of interest that the average amount of alcohol con- 
sumed daily by men or women in the alcoholic group was 
not significantly different; neither was the amount signifi- 
cantly different between men and women in the control 
group. 

The correlation coefficient between the number of ciga- 
rettes smoked and the grams of alcohol consumed daily 
was 0.74 for the alcoholic group and 0.29 for the control 
group. These coefficients were significantly different 
(p < .O1). There was no significant difference when this 
coefficient of correlation was computed separately for 
the men and women in our sample. 

Thirty-seven of the alcoholics successfully stopped all 
drinking during this study. These subjects were rein- 
terviewed four weeks after they stopped drinking. The 
average number of cigarettes that they had smoked each 
day before they stopped was 43.5; this was not signifi- 
cantly different from those who did not stop drinking 
(49.1). At reinterview, when they were not drinking, their 
average was 41.7. This difference was not significant. 
There was also no significant difference when these data 
were recomputed for men and women separately. 


DISCUSSION 


These results help us answer the four questions posed 
initially. 

l. The nonhospitalized alcoholics smoked signifi- 
cantly more than a corresponding random sample of non- 
alcoholics. Moreover, even when nonsmokers in the con- 
trol group were eliminated, alcoholics still smoked 
significantly more. . 

2. Women alcoholics smoked significantly more than 
women nonalcoholics in this sample. 

3. Among alcoholics, there was a high positive corre- 
lation between the amount of alcohol consumed and the 
number of cigarettes smoked. 

4. Among those alcoholics who were able to stop 
drinking, there was no appreciable increase in smoking 
behavior with abstinence. 

To a great extent, these data confirm previous reports 
of a positive association between smoking and drinking 
behavior. They extend the findings of these reports to the 
nonhospitalized, nonwithdrawing alcoholic population 
and to women alcoholics as well. 

Moreover, these data help to understand, if only in a 
limited way, some of the relationships between smoking 
and drinking behaviors. If an oral drive were responsible 
for the high correlation between alcohol consumption 


FIGURE | 
Smoking Behavior for a Sample of Ten Abstinent Alcoholics 
Undergoing Withdrawal 


AVERAGE NUMBER OF CIGARETTES 


* Beginning of withdrawal from alcohol. 


and cigarette smoking, some increase in smoking behav- 
ior might be expected during alcohol abstinence; how- 
ever, no increase was observed. An analysis of individual 
data also demonstrates the general absence of such an ex- 
pected rise: among the 37 alcoholics who successfully 
stopped drinking, only six significantly increased the 
number of cigarettes consumed during four weeks of ab- 
stinence. Several of these alcoholics actually decreased 
the number of cigarettes they smoked; one claimed that 
“I used to smoke a lot when I drank ...now I don’t 
drink and don’t have the chance to smoke as much ei- 
ther.” | 

To further confirm these data, a sequential analysis of 
smoking behavior upon termination of drinking was un- 
dertaken for a selected sample of ten hospitalized alco- 
holics who underwent withdrawal and who were treated 
with paraldehyde. Figure 1 demonstrates that smoking 
behavior did increase slightly on abstinence days two to 
four, but then actually decreased to below baseline levels. 
The question of whether smoking behavior would have 
increased to a greater degree without treatment cannot 
be answered with these data. 

While it might be argued that the rehabilitation under- 
taken by the entire alcoholic group successfully decreased 
an oral drive overall, the analysis revealed no subjects 
who significantly decreased their cigarette consumption 
while abstaining from drinking. It is highly unlikely, in 
addition, that the few weeks of treatment they were of- 
fered would have had any profound effect on such a hy- 
pothesized drive. It is of interest that among the 20 alco- 
holics who were not successful in stopping their drinking, 
there was also no significant change in smoking behavior. 
Some of these alcoholics were decreasing their alcohol 
consumption during treatment; at the four-week rein- 
terview, the correlation between smoking and drinking 
among these alcoholics had declined to 0.62 due to a de- 
crease in the amount of alcohol they were consuming; the 
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number of cigarettes they smoked was essentially the 
same as four weeks before, underscoring the apparent au- 
tonomy of these two addictive behaviors. 

These data thus do not support a hydraulic drive hy- 
pothesis, although they do not disprove such a hypothe- 
sis. There are alternative manifestations of orality, such 
as eating behavior, that were not measured in this study. 
Whether some inherent susceptibility toward addictive 
substances can explain these data remains to be deter- 
mined, although the high positive correlation between 
smoking and drinking behaviors is suggestive of such a 
possibility. 

Perhaps a more parsimonious way of approaching this 
question is in terms of separately conditioned behaviors. 
At the Fort Rucker drug and alcohol program, condi- 
tioning methods are employed to decrease drinking be- 
havior (11). With a decrease in drinking, a concomitant 
decline in smoking is not seen, as documented in the data 
above. When conditioning techniques directed against 
smoking are added, however, this behavior begins to de- 
cline (12). It may be that some general susceptibility to 
become addicted to certain substances exists; this would 
be demonstrated by our high correlation between smok- 
ing and drinking behaviors. However, once these addic- 
tions are established, they evidently operate indepen- 
dently of each other (although they can be behaviorally 
associated, as with the alcoholic for whom drinking 
serves as a stimulus to smoke). 

In terms of treatment, these data indicate that those in 
charge of programs directed against alcoholism need not 
worry that they are trading a decline in one destructive 
behavior (drinking) for a rise in another (smoking). Fur- 
ther studies must be undertaken, however, to confirm and 
extend these findings. 
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High Frequency of Dysphoric Reactions to Tetrahydrocannabinol 


Among Depressed Patients 


BY STEVEN L. ABLON, M.D., AND FREDERICK K. GOODWIN, M.D. 


This study reports a high incidence of dysphoric reactions 
to A’-tetrahydrocannabinol (THC) administered under 
double-blind conditions to a well-defined homogeneous 
population of hospitalized patients with unipolar depres- 
sive illness. Personality characteristics that might pre- 
dispose patients to dysphoric reactions are examined and 
the implications of the effect of THC on the mood of de- 
pressed patients are discussed. 


THIS PAPER DESCRIBES a controlled study of A’-tetra- 
hydrocannabinol (THC), focusing on the high frequency 
of dysphoric reactions in a homogeneous population of 
depressed patients. In a recent study from this group on 
the potential antidepressant effect of THC, Kotin and as- 
sociates (1) noted that dysphoric states were frequently 
observed. In the present study, we have extended these 
observations in a more systematic fashion. Using a spe- 
cially constructed scale for rating dysphoria, the fre- 
quency of these reactions was determined and correlated 
with personality variables from clinical observations and 
from the Minnesota Multiphasic Personality Inventory 
(MMPI) (2). The hypothesis that dysphoric reactions to 
THC are more common among patients with unipolar 
than with bipolar affective illness is examined. Observa- 
tions from this study are discussed in relation to the ef- 
fects of other psychoactive drugs and to theories con- 
cerning the psychobiological substrate of affective illness. 

In the classical literature (3), in individual case re- 
ports (4-10), and in various experimental settings (11- 
14), occasional dysphoric reactions to cannabis deriva- 
tives have been described. Of specific relevance to the 
data to be presented here are the previous reports of dys- 
phoric reactions to cannabis derivatives administered to 
depressed patients. For example, Parker and 
Wrigley (15) noted that such preparations accentuated 
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patients’ “schizoid symptoms” and Pond (16) observed 
“a more definitely unpleasant increased preoccupation 
with the fears and worries of their depressive condition.” 
The recent identification and synthesis of the major ac- 
tive components of cannabis (17) makes it possible to 
conduct a more systematic evaluation of dysphoric re- 
sponses to THC. 


METHOD 


Thirteen depressed patients hospitalized on a National 
Institute of Mental Health research unit for the study of 
affective illness received THC tablets in a sesame oil ve- 
hicle in a double-blind design with a matched placebo pe- 
riod. Patients were classified as unipolar or bipolar on the 
basis of the absence or presence, respectively, of a pre- 
vious hospitalization for mania. Ten female and three 
male patients were studied. All patients in this study were 
diagnosed by the consensus of two psychiatrists and a so- 
cial worker as having primary affective illness according 
to the criteria of Feighner and associates (18). Diagnostic 
observations were substantiated by observations during 
an initial drug-free period of at least three weeks. The 
doses of THC ranged from 5 mg. orally once-a day to 20 
mg. orally twice a day for one to seven days. Character- 
istically, the THC was begun at the lower dose and in- 
creased gradually if it was well tolerated over the one- 
week period. Twelve of the patients were naive users and 
One patient had used marijuana on only a few occasions. 

Several methods were used to evaluate the psychologt- 
cal and behavioral effects of the THC. AIl of the patients 
were rated twice daily for depression, mania, anxiety, 
psychosis, and anger by consensus of the nursing research 
team using a modification of the Bunney-Hamburg 
scale (19). In addition, special self-ratings and individual 
nurse ratings were completed as previously described (1). 
For this study, each patient was independently rated un- 
der double-blind conditions for degree of dysphoria by 
two psychiatrists and by consensus of the nursing re- 
search team on the basis of daily observations in both in- 
dividual and group settings. All available information 
was used to establish a global dysphoria rating according 
to the following five-point scale: 

0 =Absence of any unpleasant somatic, affective, per- 
ceptual, or physiologic drug effects. 

l = Minimal: minor somatic complaints, such as light- 
ness or heaviness in the extremities, palpitations, 


drowsiness, weakness, or changes in vital signs of less 
than ten percent. 

2 = Moderate: physiological changes reflected in hypo- 
tension, dizziness, hot or cold feelings, nausea, or mal- 
aise; cognitive changes, such as impaired memory, 
alteration in time sense, poor concentration, or poor 
comprehension; moderate anxiety. 

3 = Marked: fears of loss of control, going crazy, or 
dying; flooding and racing thoughts; marked anxiety. 

4 = Severe: panic reactions; delusions or hallucinations. 

The appearance of any of the symptoms in the above 
groupings resulted in rating the patient in the highest dys- 
phoria category represented. 

Each patient included in this study had normal findings 
on a physical examination and routine laboratory studies. 
Renal, hepatic, cardiovascular, and hematopoietic func- 
tions were monitored repeatedly. Temperature, pulse, 
blood pressure, and respiratory rate were obtained rou- 
tinely four times a day throughout the THC protocol. 


RESULTS 


Seven of 13 patients who received THC were rated as 
having predominantly dysphoric reactions on the basis of 
receiving a rating of at least 2 (moderate) on the global 
dysphoria scale without evidence of significant euphoria. 
The full course of THC administration was not com- 
pleted for six of the seven patients because of their dys- 
phoric reactions. Characteristically, dysphoric reactions 
occurred with the first dose of active compound and per- 
sisted if subsequent doses were given. For three of these 
patients, the dysphoria was severe, 1.e., it was character- 
ized by panic reactions with fear of going crazy, dying, or 
losing control and by delusions, particularly of being per- 
secuted. All of these patients experienced psychotic fea- 
tures, as indicated by an elevation in psychosis ratings of 
at least two points on the Bunney-Hamburg Scale (19). 
The following case report is characteristic of the three 
patients who experienced severe dysphoria and received 
ratings of 4 on the global dysphoria scale. 


Case l. P.C. was a 43-year-old woman with unipolar depres- 
sion. While on placebo, on the day prior to receiving the active 
compound, she confided to the nursing team that she felt more 
depressed. She described being easily irritated, being increas- 
ingly withdrawn from the other patients, and being frightened 
of many things, such as riding the elevator. Appearing frus- 
trated, tearful, and angry in group therapy, she related a dream 
about being on the verge of falling off a cliff. An initial dose of 
20 mg. of THC was given at 9:00 a.m. At 9:20 a.m. she suddenly 
appeared faint, dizzy, and weak. Her blood pressure was 148/ 
88; her pulse was 120 and thready. Her chest felt as if ‘ta heavy 
metal vest was closing in” and making it difficult to breathe. 
These symptoms came in waves. She feared that she was losing 
control of her emotions. At one point, feeling very scared and 
tense, she said, “My brain feels paralyzed and not attached to 
my body.” Experiencing racing thoughts, she was unable to 
concentrate and felt she was going crazy. Her arms and legs felt 
heavy, numb, and cold. Her time sense appeared distorted. 
There was no evidence of euphoria. Most of her symptoms had 
subsided by noon, and by 5:00 p.m. all effects of the drug had 
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disappeared. 


Among patients who were defined as having less severe 
reactions, there were distortions in body image, nausea, 
weakness, inability to concentrate, lethargy, and marked 
anxiety without panic. The following is representative of 
the four patients who had less severe reactions. 


Case 2. J.S., a widow, was a 60-year-old unipolar depressed 
patient. She received 10 mg. of THC at 9:00 a.m. At 11:30 a.m. 
she ran to her room and lay down on her bed. She was pale and 
her rate of respiration was 40 breaths a minute, but otherwise 
her vital signs were unchanged. Her extremities were cold and 
her hands were shaking and mottled. She said, “I feel so weird 
all over and my heart is racing and skipping. I’m so thirsty. I 
feel cold and then hot. I feel like I’m going to faint. I feel like 
I’m light and my muscles don’t feel attached. It’s like I’m losing 
control. This is frightening.” Three hours later, she felt better 
and rejoined group activities. The patient was well except for 
mild sensations of nausea and weakness in her arms and legs, 
which subsided after two days. She received a rating of 3 on the 
global dysphoria scale. 


The following case report, of a patient who received 
the full one-week trial of THC, is characteristic of the 
patients who were rated as experiencing minimal dys- 
phoria. 


Case 3. G.M. was an unmarried 39-year-old woman with uni- 
polar depression. She described herself as having felt depressed 
for approximately two months prior to her admission to 
NIMH. She felt “low,” spent much of the day in bed, and had 
insomnia and a poor appetite; she had lost approximately ten 
pounds. In the hospital she looked sad, was socially withdrawn, 
and had difficulty concentrating, but she was able to sleep bet- 
ter. She received 20 mg. of THC at 9:00 a.m. daily for one week. 
At 3:30 p.m. on the first day of receiving THC, the nurse rater 
recorded that the patient “felt drowsy, complained of a dry 
throat, seemed relaxed, and, while sitting in a chair, felt that her 
legs were very far away.” These symptoms varied in intensity, 
but generally persisted throughout the THC period. They were 
more prominent in the morning and subsided by the early eve- 
ning. The patient’s therapist, who was blind to the medication, 
noted: “She has days of being sleepy and giddy, still is distant 
from the group, but has made several attempts to try to be close 
to me.” There was no evidence of anxiety, panic, fearfulness, 
weakness, or confusion. During the drug trial the patient re- 
ported to a nonblind observer that she felt “more unpleasant 
than pleasant.” During the first two days on placebo following 
the drug trial, the patient’s drowsiness disappeared and she re- 
ported that she felt more “herself.” Her average global dys- 
phoria rating was |. 


None of the 13 depressed patients who received THC 
demonstrated any antidepressant response. There were 
no significant improvements in global depression ratings, 
individual two-hourly depression ratings, or self-ratings. 
Psychiatrists’ observations of these patients in group and 
individual sessions failed to reveal an antidepressant ef- 
fect during THC administration. Of our 13 patients, only 
one had a brief, subjectively euphoric experience with 
THC; it was not accompanied by a persistent improve- 
ment in depression. Her case report follows. 
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TABLE |! 
Patients’ Characteristics and Responses to THC 


Dysphoria Level of Depression 


Patient Age Sex Polarity 
PC, 43 F Unipolar 
R.T. 52 F Unipolar 
JS: 60 F Unipolar 
W.C. 46 F Unipolar 
W.K. 28 F Unipolar 
H.J. 19 F Unipolar 
G.M. 39 F Unipolar 
D.A. 24 F Unipolar 
CGG: 37 F Bipolar 
M.J. 27 F Bipolar 
F.C. 5] M Bipolar 
W.B. 48 M Bipolar 
M.K. 46 M Bipolar 


Case 4. M.J., a 27-year-old mother of one child, had a history 
of mania. She was moderately depressed at the time she re- 
ceived THC (10 mg. twice a day). She experienced effects from 
the medication four hours after the first dose and a half hour af- 
ter the second dose. After the first dose she said, “I felt dizzy 
and thought I’d faint. I tried to get to sleep but I couldn’t. I was 
in a dream state, like before you wake up in the morning. It 
seemed like I was in an echo chamber, people seemed very far 
away, miles and miles away. I had the sensation that my son’s 
fingers were caught in the glove compartment and | tried to get 
them out. I was unsure whether the dream was real or not. I’ve 
had that experience before. I heard people’s shoes on the floor; 
it sounded like applause. I didn’t know if I was at a concert. I 
had a telephone call from a friend. I couldn’t talk to her; I felt 
too sleepy and didn’t know what I would say to her.” 

After the second dose of medication she said, “I was embar- 
rassed not to be able to control my giggling. I had a flotation 
feeling; I felt like maybe I could fly. It was a good feeling but it 
was a little bit frightening that I couldn’t control my laughing. | 
couldn’t concentrate on the bridge game; I didn’t feel like I 
could follow a conversation very well. My arms weren’t at- 
tached. My eyes were going off like the sparklers of a friction 
toy inside of my head. My arms felt like if I held one up it might 
float off in the distance. Nothing felt really attached to me. I felt 
real giggly.” This patient had a global! dysphoria rating of 3. 


As is evident from table 1, there appears to be no rela- 
tionship between the baseline level of severity of depres- 
sion and subsequent dysphoric response to THC. Six of 
the eight unipolar patients (75 percent) had dysphoric re- 
actions to THC, while only one of five bipolar patients 
(20 percent) had similar experiences. This difference ap- 
proaches significance (p < .10 by Fisher’s exact probabil- 
ities test, one tailed). The composite MMPI profile for 
the seven patients who later experienced THC-associated 
dysphoria was abnormal and was characterized by peaks 
on the depression, psychopathic deviate, paranoia, psy- 
chasthenia, and schizophrenia scales. The six patients 
who did not have dysphoric reactions to THC had a 
markedly different composite MMPI profile (figure 1). 
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Rating Prior to Receiving 
Euphoria (0-4) THC 

No 4 Moderate 

No 4 Moderately severe 
No 3 Very slight 

No 2 Moderate 

No 2 Moderately severe 
No 2 Moderate 

No ] Moderate 

No l Moderately severe 
No 4 Moderately severe 
Yes 2 Moderate 

No 0 Moderate 

No l Moderately severe 
No 0 Moderately severe 


For comparison, composite profiles were constructed for 
other hospitalized depressed patients from the NIMH re- 
search units for the study of primary affective illness. Fig- 
ure 2 compares the composite profiles for 33 unipolar and 
34 bipolar patients. The unipolar group had noticeably 
higher scores on the depression, psychasthenia, and schiz- 
ophrenia scales. The similarity between the composite 
MMPI profiles for 33 unipolar patients and the seven 
patients who had dysphoric reactions to the THC can be 
seen by comparing figures | and 2. Since the sex distribu- 
tion in the unipolar and bipolar groups was unequal, we 
evaluated the relative contribution of sex versus history 
of mania by comparing the composite MMPI profiles for 
men and women regardless of polarity. The similarity be- 
tween the composite MMPI profiles for 24 men (15 bipo- 
lar and nine unipolar) and 43 women (19 bipolar and 24 
unipolar) is demonstrated in figure 3. 


DISCUSSION 


These data suggest that patients with unipolar depres- 
sive illness represent a high-risk group for the occurrence 
of dysphoric reactions to moderate amounts of THC. Al- 
though some of the individual symptoms included in the 
dysphoric reactions described here have been noted 


rather frequently among nondepressed subjects, it seems 


clear that among our depressed subjects these reactions © 
are more frequent and more severe. Oral administration 
per se does not appear to account for the high incidence 
of dysphoria, since experience with the administration of 
much higher doses of the same oral THC preparation to 
normal volunteers was associated with some dysphoria in 
only about one-third of the subjects (20). 

The degree to which this differential response among 
depressed patients is determined by other factors such as 
set and setting is an important question (21, 22). As oth- 


FIGURE | 
Composite MMPI Profiles of Patients Who Did and Patients Who 
Did Not Experience Dysphoria 
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FIGURE 2 


Composite MMPI Profiles of Other Unipolar and Bipolar Depressed 
Patients 
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ers have noted (23), the administration of THC under 
double-blind conditions precludes the development of 
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FIGURE 3 
Composite MMPI Profiles of Other Depressed Patients, 
Grouped by Sex 
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positive expectations on the patient’s part. In this study, 
the patient’s lack of preparation for an experience of al- 
tered mood and cognition could have contributed to the 
incidence of dysphoric reactions. On the other hand, 
some studies using single-blind administration of THC 
with matched placebo (24) did not report as high an in- 
cidence of dysphoria as we observed. 

In any case, these factors cannot explain the apparent 
difference in frequency of dysphoric reactions to THC 
between unipolar and bipolar patients. Of more intrinsic 
interest is whether our data indicate some predisposing 
factor in unipolar depressed patients. Negrete (25) 
summed up the widely held clinical and popular impres- 
sion that depressive moods predispose a person to a dys- 
phoric reaction to cannabis: ““Many experienced smokers 
consciously avoid taking cannabis in such circumstances 
(depressive or dissociative reactions) because they pre- 


_ sage an unpleasant experience.” 


Of the seven patients who had dysphoric reactions to 
THC, six were unipolar. Furthermore, the composite 
MMPI profile for the 24 unipolar women patients was 
similar to the profile for the patients with dysphoric reac- 
tions to THC and clearly different from the MMPI pro- 
file for 19 bipolar women patients. The composite MMPI 
profile for the seven women patients who had dysphoric 
reactions to THC was characterized by peaks on the de- 
pression, psychopathic deviate, paranoia, psychasthenia, 
and schizophrenia scales. Elevations on the depression 
and psychasthenia scales were also found by Kornetsky 
and Humphries (26) to correlate with subjective effects of 
drugs that act on the central nervous system, such as 
secobarbitol, sodium meperidine hydrochloride, chlor- 
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promazine hydrochloride, and LSD. Lebovits and asso- 
ciates (27) noted that the “higher the means of the neu- 
rotic and psychotic scales on the pre-drug MMPI, the 
more psychopathology was exhibited after LSD.” 

A recent study of our patients (28) has commented on 
these MMPI differences between unipolar and bipolar 
depressed subjects. Other studies have demonstrated dif- 
ferent clinical, biologic, pharmacologic, and genetic fea- 
tures in bipolar versus unipolar affective illness (29, 30). 
In addition, we have observed a considerable awareness 
of anxiety and depression on the part of unipolar 
patients, in contrast to the reliance on a variety of de- 
fenses, such as denial, projection, and impulsivity, among 
bipolar patients (31). The unipolar patient’s greater “‘ac- 
cessibility” to his affective state may contribute to a 
greater susceptibility to THC-induced dysphoric reac- 
tions. In the present study, three of the bipolar patients 
who did not have dysphoric reactions to THC were men, 
leaving open the possibility that sex differences in re- 
sponse to THC may exist. 

Based on the clinical experiences with depressed 
patients reported here, we would suggest that THC could 
more accurately be described as a “mood intensifier” 
rather than as a euphoriant per se. This would be consist- 
ent with the recent biochemical report by Lamprecht and 
associates (32) that animals exposed to stress after treat- 
ment with THC have an exaggerated adrenal response. 
In addition, many of our depressed patients experienced 
a characteristic identity diffusion (33), a disruption of 
their usual logical flow of thoughts (34), and distortions 
in time perception (35). These are all features commonly 
described by users of cannabis. These alterations seem to 
intensify the existing depressive state while diminishing 
the person’s ability to maintain an observing ego, which 
is based on a more complex and realistic view of time, 
mood, and personality variables. This is in agreement 
with Melges and associates (35) who, despite their overall 
finding that THC was a euphoriant for normal volun- 
teers, felt that “acute psychiatric patients, ... who do not 
know the source or time course of their temporal and felt 
distortions, usually react to temporal disintegration and 
depersonalization with terror.’ In fact, many of our 
patients found their anxiety, guilt, suicidal ruminations, 
and reality distortions intensified, and they experienced 
dysphoria. Furthermore, the apparent increased suscepti- 
bility to THC-induced dysphoria among our patients 
may be related to the increased preoccupation with 
somatic concerns that are found among patients with 
affective illness, particularly those with unipolar depres- 
sion (30, 31). 

Finally, the apparent difference between the THC re- 
sponse of depressed patients and that of normal subjects 
is consistent with similar patterns of differential response 
to other agents, such as amphetamines and cocaine, 
which are stimulants and euphoriants for normal subjects 
but not for depressed patients. Taken together, these 
pharmacological data suggest that the clinical states of 
depression and mania cannot easily be viewed simply as 
quantitative extensions of normal states, and this con- 
clusion would have implications for psychobiological the- 
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The Effect of a Community Mental Health Center Upon State Hospital Utilization 


BY GEORGE DYCK, M.D. 


A private psychiatric hospital that developed comprehen- 
sive community mental health services was able to reduce 
admissions to state hospitals from its catchment area to 
two-thirds less than the state average over a 12-year pe- 
riod. This was accomplished without the use of state 
funding for inpatient care. The author describes the vari- 
ous programs developed in collaboration with commu- 
nity representatives and other agencies, which have sig- 
nificantly reduced the need for state hospital care. 


TEN YEARS AFTER federal legislation authorizing the es- 
tablishment of a network of comprehensive community 
mental health centers was enacted, there is continuing de- 
bate about the respective roles and areas of responsibility 
of the centers and the state hospital. On the one hand the 
comprehensive mental health center has been hailed as a 
prospective replacement for the state hospital with its 
troubled public image. Others see the centers as making a 
costly excursion into the realm of social action, thereby 
dissipating resources and diverting them from the kinds 
of traditional treatment modalities the state hospital of- 
fers. 

It has been difficult to obtain hard data pertaining to 
this debate because the scope of the two systems is differ- 
ent. The comprehensive mental health center puts a 
greater emphasis on preventive activities but is generally 
not equipped to handle the patient deemed to require 
long-term hospitalization. Added to this is the problem of 
evaluating the quality of treatment and the long-term im- 
pact of preventive efforts. 


Dr. Dyck is Professor and Chairman, Department of Psychiatry, Wich- 
ita State University Branch, University of Kansas School of Medicine, 
Fairmount Towers, 2221 N. Hillside, Wichita, Kans. 67219, and Clini- 
cal Director of Tri-County Services, Prairie View Mental Health Cen- 
ter, Newton, Kans. 


The Kansas experience offers an opportunity to exam- 
ine some aspects of the relationship between the state 
hospital and the community mental health center 
(CMHC). In one catchment area a comprehensive men- 
tal health center was established quite early, while most 
of the rest of the state either has no local comprehensive 
services or has just recently established them. The pur- 
pose of this study was to compare the utilization patterns 
of Kansas state hospitals by the residents of the Prairie 
View Mental Health Center catchment area with those of 
the rest of the state. 

Prairie View was one of the centers described in the 
1964 Joint Information Service study of models for com- 
munity mental health centers (1). It had been founded ten 
years earlier and initially offered mainly inpatient serv- 
ices. It was started by lay people with church sponsorship 
and gradually developed a broader community 
base (2, 3). The movement toward greater community in- 
volvement led to Prairie View’s designation in 1963 as a 
comprehensive community mental health center, with a 
catchment population of 65,000 in three counties, com- 
prising about three percent of the state population. Rec- 
ognition for “its augmentation and redirection of services 
toward a comprehensive program responsive to commu- 
nity needs” came in the form of an achievement award 
from the Hospital and Community Psychiatry Service of 
the APA in 1968 (4). 

Topeka State Hospital, the designated state hospital 
serving the three-county catchment area of the Prairie 
View Mental Health Center, is about 135 miles distant 
from the two largest cities in the area. It is one of three 
state hospitals in Kansas serving districts of approxi- 
mately equal populations and urban-rural ratios. The 
fact that it is the only state hospital located in a larger 
city and has an extensive professional training program 
may account for its admission rate, which has generally 
been higher than the rates of the other two state hospi- 
tals. Until 1972 Topeka State Hospital had a utilization 


Am J Psychiatry 131:4, April 1974 453 


BRIEF COMMUNICATIONS 


FIGURE | 


Comparison of Admissions to State Hospitals from Prairie View 
Catchment Area and the Rest of the State 
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rate (average number of inpatients per unit of popu- 
lation) that was considerably higher than the average of 
the other two state hospitals. In 1972 a patient’s average 
length of stay was about five months. 


DELIVERY OF SERVICES TO THE CATCHMENT AREA 


The strategy of delivery of mental health services in the 
Prairie View catchment area has been to involve the com- 
munity in identifying needs and setting priorities (5). As 
a church-sponsored nonprofit corporation Prairie View 
has not been very dependent on public financing. Only 20 
to 25 percent of the budget is derived from federal and 
county funds; the rest comes from fees and third-party 
payers. Community mental health services boards have 
been set up in each of the three catchment area counties 
to administer the county funds derived from a mill levy 
amounting to about one dollar per capita annually. These 
boards contract for services with Prairie View and partic- 
ipate in setting priorities and planning programs. They 
review the progress of existing programs at monthly 
meetings and also review the continued funding for treat- 
ment of selected clinical cases. This development has 
been encouraged by Prairie View because it helps the 
board to participate more intelligently in decision mak- 
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ing and also helps to minimize the inevitable conflicts be- 
tween the community and the mental health center. 
Patient confidentiality is maintained by not revealing the 
identity of the individual patients, although on certain oc- 
casions patients and former patients have volunteered to 
discuss their treatment with the board to give them a bet- 
ter grasp of the treatment process. They are similarly in- 
volved in consultation and education programs, fre- 
quently taking the initiative in proposing program 
changes. 

A formal liaison between Prairie View and Topeka 
State Hospital was established in 1964 at the beginning 
of an NIMH-funded five-year demonstration project to 
provide aftercare for state hospital patients. Monthly 
meetings were set up to provide continuity of care for 
patients discharged from the state hospital. The lessons 
learned in providing aftercare services were useful in 
helping other patients to avoid hospitalization (6). 

Another additional dividend of the cooperation be- 
tween the state hospital and the CMHC has been the en- 
hancement of respect for each other’s roles and respon- 
sibilities in the provision of mental health services. 
Competition for patients and evasion of responsibilities 
have been minimized, thus lessening the amount of 
wasted and duplicated effort. At this point the CMHC is 
routinely consulted about patients from the catchment 
area before their admission and, when appropriate, they 
are referred to Prairie View for evaluation and possible 
treatment. This has been facilitated by assigning one 
ward to handle all the referrals from the catchment area. 
Now most of the patients who go to the state hospital do 
so only after prior contact with the CMHC. Some effort 
on the part of both the state hospital and the CMHC was 
required to acquaint referral sources with the rationale 
for this policy. Joint meetings held periodically in each 
county with welfare, county health department, and court 
personnel have helped to bring about this change in refer- 
ral patterns. 

No direct public funding is available for inpatient 
treatment at Prairie View. This severely limits the mental 
health center’s ability to provide inpatient services to 
people without means (7). A partial answer to this prob- 
lem has been to set aside a percentage of the income from 
the total operation of Prairie View to provide enough 
funds to make one or two inpatient beds available to 
catchment area residents who cannot afford treatment. 
Inpatient treatment under this arrangement is limited to 
two weeks, which means that if the patient cannot be 
shifted to other treatment modalities he or she must be 
transferred to Topeka State Hospital. Criteria other than 
ability to pay, such as patient preference and the avail- 
ability of special treatment programs, also enter into the 
decision to make referrals to the state hospital. 


COMPARISON OF UTILIZATION PATTERNS 


The 12-year period from 1960 to 1972 was studied to 


determine how utilization of the state hospitals by catch- 


ment area residents compared with the utilization by the 


FIGURE 2 
Comparison of Patient Days Spent at State Hospitals by Patients from 
the Prairie View Catchment Area and the Rest of the State 
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rest of the state. Total admissions gradually rose; the in- 
crease amounted to 76 percent over the 12 years (figure 
1). Admissions from the Prairie View catchment area 
dropped 38 percent during the same period, with the most 
marked drop coming when the aftercare demonstration 
project was initiated. In 1972 the admission rate from the 
Prairie View area was 67 percent lower than that from 
the rest of the state. 

Another parameter studied was the patient-day rate 
(figure 2), determined by multiplying the average number 
of inpatients by the number of days in the year and then 
dividing by the number of units of population in the area 
studied. A progressively shorter length of stay allowed 
the state to show a 55-percent drop in the patient-day 
rate in the face of a rising admission rate. The Prairie 
View area’s drop amounted to 70 percent; in 1972 the 
rate was 27 percent less than for the rest of the state. 
When compared with the rest of the Topeka State Hos- 
pital district, the Prairie View area had a 34 percent low- 
er patient-day rate. 

The state’s prorated expenditure of tax funds in 1972 
at Topeka State Hospital was over $30 per patient day 
after the amount collected in patient fees was deducted. 
The lower utilization of the state hospital by the Prairie 
View area as compared to the rest of the district can be 
translated into a saving to the state of $3 per capita annu- 
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ally in the catchment area. This amount is of the same or- 
der as the total federal allocations to Prairie View for all 
mental health services in the form of staffing grants. 


REASONS FOR CHANGES IN UTILIZATION 


A relationship between the decrease in state hospital 
utilization and the evolution of the community mental 
health center program is suggested by the data. Though 
many factors have contributed to a change in state hospi- 
tal utilization patterns, no other obvious change in the 
mental health services delivery system has acted differ- 
entially upon the catchment area as compared to the rest 
of the state. Several factors contributed to the lowered 
use of the state hospitals. 

l. The mental health center staff and the county 
CMHS boards have placed a high value on providing 
treatment in the local community whenever possible. 
There has been a conviction that removal of the patient 
from the community and its sources of support creates a 
reentry problem that can be avoided or minimized if the 
patient is kept in the community (8). 

2. The use of modalities other than inpatient treat- 
ment, including day treatment, home visits, other out- 
reach services that utilize paraprofessionals, as well as 
traditional outpatient treatment, can often serve as an al- 
ternative to inpatient treatment, particularly if personnel 
is continuously available to monitor the needs of the 
patient (9). Satellite locations tend to promote early de- 
tection and intervention. 

3. The continued and aggressive follow-up of former 
patients with chronic psychiatric illnesses has helped to 
reduce the number of relapses and the rate of rehospitali- 
zation. Medication clinics are held twice monthly for 
patients who need continued monitoring. When signs of 
decompensation are noted, changes in medication or an 
increased level of support can be quickly initiated to pre- 
vent further decompensation (10). 

4. Short-term hospitalization (less than two weeks) is 
frequently all that is needed to allow the patient to re- 
cover sufficiently that he can be moved into less expensive 
treatment settings. This transfer can be achieved much 
sooner when there is a continuum of services available 
and there is continuity among the different service mo- 
dalities. The patient moves readily to the least amount of 
support that he requires at that particular time. The re- 
sult is a minimum of inappropriate utilization of ex- 
pensive treatment modalities. 

5. When long-term residential care is required, this 
can often be found in the community. Rehabilitation fa- 
cilities, halfway houses, and nursing homes can provide 
the necessary support for many chronically ill patients, 
particularly if there is a close liaison between these facili- 
ties and the mental health center. The advantage of com- 
munity placement is that the patient can often be rehabil- 
itated in a setting that is closer to home; he may more 
easily find his “ecological niche” in familiar surround- 
ings. 

6. For those patients who are transferred to the state 
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hospital, continuing contact with mental health center 
personnel can speed discharge planning and provide more 
adequate care after the patient’s return to the commu- 
nity. 

7. The ready availability of crisis intervention to the 
entire community, including such agencies as the courts 
and police, often results in early intervention, which pre- 
vents more serious difficulties. It also helps forestall the 
need for issuing court orders, which of necessity prolong 
the evaluation and treatment process and frequently 
compound the patient’s problems. 

8. Consultation and education programs designed to 
prevent mental disorder probably have a less direct effect 
upon state hospital utilization than the factors already 
mentioned, but over a period of years they help change 
public attitudes about mental illness. The disturbed per- 
son’s resistance to facing his problem and getting help is 
reduced. He may thus be prepared to seek help before the 
community forces him to do so. 

9. Mental health center personnel who live with the 
people they treat and with the people who form a net- 
work of community care givers can more easily develop a 
“feel” for the needs of the community. It is therefore eas- 
ier to support this network and increase its capacity. 
There 1s an emphasis on helping physicians, pastors, 
teachers, and other care givers to increase their capacity 
to deal with emotionally troubled people. Frequently this 
can be done simply by offering the assurance of the avail- 
ability of consultation whenever it is needed. Prairie 
View, with its tradition of lay leadership, has emphasized 
excellence in the provision of services but has deempha- 
sized the “expert” model. Other care givers with a desire 
to help have been encouraged to do what they are able to 
because it is felt that proximity and the willingness to 
help are important factors in dealing with emotionally 
troubled people. 

There is usually a lag between the genesis of local com- 
prehensive community mental health programs and the 
reduction in state hospital utilization because it takes 
time for programs to become effective and for commu- 
nity attitudes to change. For many years the state hospi- 
tal has served as a repository for individuals who were 
evicted from the community because their behavior de- 
viated from the norm but did not fit into the criminal cat- 
egory. The community learns only slowly to tolerate the 
mentally ill person with deviant behavior in its midst, 
even though he may be receiving treatment and presents 
no danger. In the same way the concept of day treatment 
only slowly becomes a reality in the minds of lay people. 
The training and acceptance of paraprofessionals takes 
time to evolve. However, the more community in- 
volvement there is in a community mental health center 
program, the more rapidly information is disseminated 
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and incorporated into popular thinking. 


CONCLUSIONS 


Much of the impetus for the development of the com- 
munity mental health center concept came from a belief 
that mental illness can best be dealt with in the local com- | 
munity, where strategies of prevention can be developed 
and early effective treatment can be delivered, usually 
without uprooting the individual. While factors other 
than the comprehensive community mental health center 
have acted to reduce state hospital populations, this study 
points to a relationship between the establishment of such 
a center and reduction of state hospital utilization by 
residents of its catchment area. The utilization reduction 
was accomplished without the transfer of public funding 
for inpatient care from the state hospital to the commu- 
nity mental health center. The center’s proximity to the 
community it serves can result in a more efficient delivery 
of mental health services as well as a greater respon- 
siveness to local needs. 
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Early- Warning Signs of Violence: Is a Triad Enough? 


BY BLAIR JUSTICE, PH.D., RITA JUSTICE, PH.D., AND IRVIN A. KRAFT, M.D. 


While noting that a triad of childhood symptoms—enu- 
resis, firesetting, and cruelty to animals——has been ac- 
cepted as predictive of violence in adulthood, the authors 
believe that other symptoms may serve as even more use- 
ful predictors. On the basis of a literature search, inter- 
views with many persons who had had contact with trou- 
bled youth, and in-depth interviews with eight convicts 
who had shown behavior problems as children, they iden- 
tified four symptoms—fighting, temper tantrums, school 
problems and truancy, and interpersonal difficulties-—as 
early-warning signs that may indicate serious emotional 
disturbance which is likely to result in violent behavior. 


VIOLENCE IS NOT NEW to our society, either as a reality 
or as a subject for research concern (1). For at least 15 
years researchers and clinicians in many fields have 
sought understanding and predictors of the violence- 
prone individual (2-4). In the field of psychiatry a triad of 
childhood symptoms—enuresis, firesetting, and cruelty 
to animals—-has had fairly widespread acceptance as 
being predictive of individual violence in adulthood. The 
purpose of this study is to examine the sufficiency of this 
triad. 

Firesetting, enuresis, and cruelty to animals have been 
associated with violent aggression both as individual 
symptoms and as symptoms appearing conjointly (5-7). 
What seems to have been ignored in much of the litera- 
ture is the fact that although these predictive symptoms 
do appear, other symptoms correlate with this triad and 
emerge as even more useful childhood predictors of later 
violence (2, 4, 8,9). The diversity of symptoms listed in 
the literature as childhood predictors of adult violence is 
so great that we set about determining if a consensus—or 
even synthesis——exists. 


METHOD 
The first step in identifying early-warning signs of vio- 
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lence was to find out what signs or symptoms were al- 
ready being identified as predictors. A systematic analy- 
sis of the literature between 1950 and 1971 in the fields of 
psychiatry, psychology, sociology, medicine, criminol- 
ogy, behavioral science, and law was conducted. A total 
of 1,500 references on individual violence was found in 
237 journals; 188 of these contained references to predic- 
tors of violence. The content of these 188 references was 
analyzed for frequency of mention of symptoms or be- 
havior patterns. 

In addition to analyzing the literature, we conducted 
779 tape-recorded interviews with people in 25 profes- 
sions having contact with troubled youth. A total of 264 
of those interviewed were in health professions, including 
physicians (23 persons), mental health personnel, nurses, 
and health educators. The interviewees were asked open- 
ended questions on what they thought were predictive 
symptoms of violent behavior. The responses were re- 
corded by trained collators and analyzed by computer. 

A final source of information was 1,055 case studies of 
schoolchildren that had been worked up between 1955 | 
and 1958. At the time the case histories (or “‘social histo- 
ries”) were taken, the children were having learning or 
behavior problems in the classroom, or both. The social 
histories were taken by visiting teachers under the super- 
vision of one of us (1.A.K.), who was the consulting psy- 
chiatrist for the school district. The names of these 1,055 
children were checked against the files of the Texas De- 
partment of Correction (TDC), and 57 were located.' Of 
the 57, eight had been convicted of violent offenses. These 
eight were interviewed in depth to assess the presence or 
absence of early indicators of violent behavior. 


RESULTS 


Using the information gathered from the literature 
survey, the 779 interviews, and the case studies of the 
eight follow-up interviews, four early-warning signs or 
behavior patterns were identified. 

As table | indicates, fighting was the most commonly 
cited early predictor of potential violence; it appeared as 
a symptom in all the follow-up case histories. Temper 
tantrums, school problems and truancy, and inability to 


' These 57 people were under the jurisdiction of TDC on January |, 
1971, when the search was made. Some others may have been under the 
jurisdiction of TDC and released, but accessible TDC records did not 
reflect this information, 
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TABLE 1 
Prevalence of Childhood Behaviors Predictive of Adult Vialence 


Number of 
Percent of Citations in 
Number of Interviewees Follow-Up 
Citations Citing the Case Histories 
Behavior in the Literature* Behavior (N = 8) 
(N = 799)** 
Fighting 83 15.5 8 
Temper tantrums 50 9.8 6 
Inability to get 
along with 
others 28 12.5 6 
School problems 
and truancy 24 11.0 8 
Bedwetting 25 0.3 0 
Cruelty to 
animals 9 3.8 4 
Firesetting 2 0.8 | 


*Some publications (N = 188) cited more than one behavior. 
** The behavior was cited in response to the question, “What do you feel are 
early-warning signals in the behavior of a person who might commit an act 
of violent crime?” 


get along with others ranked behind fighting as predic- 
tors. 

In only one category, number of citations in the lit- 
erature, did bedwetting rank higher than any of the four 
behaviors mentioned above. In the other two categories 
bedwetting appeared infrequently. Cruelty to animals 
and firesetting were seldom mentioned in articles and in- 
terviews, and only cruelty to animals appeared fairly of- 
ten as a symptom in the follow-up case histories. 

These behaviors-—fighting, school problems and 
truancy, temper tantrums, and inability to get along with 
others—are manifested by all children at some time; but 
when they. appear together, excessively, or at in- 
appropriate ages, the four behaviors indicate a strong 
possibility of violent behavior in adulthood. 

The identification of these four behavior patterns as 
predictors of violence does not mean that other predic- 
tors are invalid. Enuresis, firesetting, and cruelty to ani- 
mals, as well as many other symptoms, were listed as pre- 
dictors of violent behavior. However, fighting, temper 
tantrums, “‘aloneness,” and truancy and school failure 
appeared more frequently. 


CASE REPORTS 


The following case history summaries were taken from 
the eight: follow-up interviews conducted with inmates 
who had shown signs of disturbance as children. 


Case 1. Donald, aged 19, was serving a life sentence for mur- 
der with malice and theft. When interviewed by the visiting 
teacher at age 10 he was inattentive in school, lied, was involved 
in fights two or three times a week, was a bully, and was having 
moderate to severe difficulty in reading, spelling, and arithme- 
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tic. He had few friends and spent most of his idle time watching 
television or wandering around alone. At age 10 he began skip- 
ping school and dropped out in the seventh grade. He began 
stealing (taking candy bars) at age six. 


Case 2. At age 25, Larry was confined to maximum security 
in prison because of an “overall history of instability.” At the 
time of the interview he was serving a ten-year sentence for bur- 
glary with an intent to commit theft, preceded by 13 years of 
multiple offenses of various types, ranging from assault to mur- 
der. 

At age [2 Larry had been listless, daydreamed, and had se- 
vere staring spells. In regard to school he played truant, lied, 
and had severe learning problems in reading, spelling, and 
math. Larry also fought, threw temper tantrums, had few 
friends, and burned cats. He was not enuretic. 


Case 3. Gilbert was first arrested at age 11 for vandalism; he 
had destroyed some park benches. Three years later he was ar- 
rested for aggravated assault after threatening another youth 
with a pocketknife. At age 20 he was serving a six-year term for 
auto theft. Gilbert first came to the attention of school authori- 
ties at age seven because of his chronic truancy. He was in- 
attentive in class and had severe learning problems in reading, 
spelling, and math. 

Gilbert remembered that his first fight occurred when he was — 
10 years old. He had temper tantrums “once in a while” 
through adolescence, had few friends, and reported that as a kid 
he would “throw cats as far as he could.” There was no report 
of enuresis or firesetting. 


Case 4. At age 18 Richard was serving a life sentence for rape 
and robbery by assault. By age 14, when Richard was inter- 
viewed by the visiting teacher, he had a juvenile probation de- 
partment record for breaking and entering and car theft. In 
school he was seclusive, inactive, inattentive, tired, had staring 
spells, and he stole, lied, and fought. 

Richard recalled having few friends and remembered hurting 
an animal only once—a dog that was trying to bite him. Neither 
enuresis nor firesetting was reported. 


DISCUSSION 


As already noted, the early-warning signs of violence 
defined in this study are behavior patterns that appear in 
every child at some time. How, then, is it possible to be 
certain that a child exhibiting these behaviors will later 
commit violence? It is not. 

These warning signs do not pinpoint a specific individ- 
ual who is certain to commit an act of violence. Rather, 
the early-warning signs are behavior patterns designed to 
serve as an “alert.” This “alerting” appreach is similar to 
that of the American Cancer Society with its list of seven 
warning signs. It is clear that no one sign means a person 
has cancer, but its presence should be a source of concern 
and should stimulate follow-up action. Similarly, the be- 
haviors that represent the early-warning signs of poten- 
tial violence should stimulate action. 

The four early-warning signs identified in this study—— 
fighting, temper tantrums, school problems and truancy, 
and inability to get along with others--seem to appear 
more frequently in violent persons than do firesetting, 


bedwetting, and cruelty to animals. The triad has not 
been found incorrect in predicting adult violence; that 
was not the purpose of the study described here. How- 
ever, the triad does appear to have more limited breadth 
in diagnosis than do the four early-warning signs. Neither 
the triad nor the “quartet” offers infallible diagnostic 
tools, but both, particularly taken in conjunction, are in- 
dicators of serious emotional disturbance that is likely to 
result in violent behavior. i 
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Multimodality Treatment of the Hyperkinetic Child 


BY ANNE C. FEIGHNER, M.S8.W., AND JOHN P. FEIGHNER, M.D. 


This paper describes a comprehensive program for the 
diagnosis and treatment of hyperkinetic children. The 
program is an intensive but short-term undertaking and 
includes a complete evaluation of the child, pharma- 
cotherapy, behavior modification, curriculum counseling, 
training for parents and teachers, parent-child interaction 
videotaping and feedback sessions, and a coordination of 
the treatment effort with the child, his family, and his 
school. The program allows for a progression at the 
child’s pace in order to ensure continuity of both care and 
development. 


THE NEED FOR DEVELOPING a standardized, systematic 
approach to the diagnosis and treatment of hyperkinetic 
children is becoming increasingly apparent. Average esti- 
mates are that from three to six percent of all school-age 
children are suffering from hyperkinesis in varying de- 
grees (1-3). Although the syndrome was first described 
more than 100 years ago (4), debate over nomenclature, 
diagnostic criteria, etiology, and treatment has over- 
shadowed the need for a comprehensive method of eval- 
uation and for the development of multimodality treat- 


ment programs. Despite increasing evidence that 
hyperkinesis is a chronic, many-faceted problem (5-7), 
the diagnosis and treatment of this disorder continues to 
be based on an oversimplified view (8). Unidimensional 
programs that use traditional individual psychotherapy, 
pharmacotherapy, or behavior therapy exclusively ignore 
the full spectrum of psychosocial and biological com- 
ponents of the disorder (9, 10). This paper reports on a 
program at the Psychiatric Center at Alvarado that em- 
ploys a combination of pharmacotherapy, behavior mod- 
ification, family and teacher educational groups, curricu- 
lum counseling, and videotape feedback techniques. 


Read at the 126th annual meeting of the American Psychiatric Associa- 
tion, Honolulu, Hawaii, May 7-11, 1973. 


Ms. Feighner is Psychiatric Social Worker, Director of Social Services, 
and Coordinator of the Hyperkinetic Program at the Psychiatric Cen- 
ter at Alvarado, 6310 Alvarado Court, San Diego, Calif. 92120. Dr. 
Feighner is Assistant Clinical Professor of Psychiatry, University of 
California at San Diego School of Medicine; Associate, Psychiatric 
Centers at San Diego; and Director of the Western Neuropsychiatric 
Research Clinic and Foundation. 


The authors wish to thank Ms. Sheila Orysiek for her help in preparing 
this paper. 


Am J Psychiatry 131:4, April 1974 459 


BRIEF COMMUNICATIONS 


EVALUATION PROCEDURE 


The function of the initial evaluation is to obtain per- 
tinent information in an organized manner for diagnosis 
and determination of treatment. 

Before the initial visit information on the child is ob- 
tained. A child developmental questionnaire is completed 
by the parents and a behavior rating scale' by the child’s 
teachers. A physical examination is required to rule out 
medical or neurological disorders that might be asso- 
ciated with the syndrome; as the evaluation progresses, 
otological and ophthalmological examinations are also 
requested if needed. 

The initial intake interview is done whenever possible 
with both parents present to review and supplement the 
information obtained by means of the questionnaire. This 
is followed by an examination of the child to determine 
his mental status, his activity levels, and soft neurological 
signs (i.e., whether he has minimal brain dysfunction). 
Collaborative information is gathered from school 
records, the child’s current teacher, his family physician, 
and any other agency that has dealt with the child or the 
family. Occasionally a home visit by the social worker or 
home-care psychiatric nurse can aid in pinpointing be- 
havior determinants. 

The child’s current functioning is assessed in terms of 
personal behaviors, family relationships, and school per- 
formance. The specific maladaptive behaviors as well as 
the child’s assets are noted. The significance of the hyper- 
active or maladaptive behaviors is usually measured by 
the severity of the dysfunction they have caused the child 
in his home, with his peers, and at school. Slow speech 
development, soft neurologic signs, and, especially, re- 
tarded fine and gross motor coordination are noted by ex- 
amination and historical report. Family relationships are 
of particular importance, especially between the parent 
and child, as this relationship has the most opportunity to 
influence change in the child. Inconsistencies in child 
management and differences in expectations between the 
parents are particularly important. Stress factors within 
the family that are not necessarily related to the child are 
important; careful assessment must be made of the fam- 
ily’s capacity to change its patterns where indicated. Re- 
cent studies (11, 12) indicate a higher than normal in- 
cidence of psychiatric disorders (sociopathy, hysteria, 
alcoholism) in families of hyperactive children; any treat- 
ment program must therefore pay special attention to the 
presence of these disorders in the family. 

School performance is a critical area of assessment be- 
cause of the increased incidence of school dysfunction 
that usually characterizes the hyperkinetic child. Wher- 
ever possible, evaluation is made in terms of differenti- 
ating behavior between classroom and academic ability, 
as the school dysfunction may be influenced either by 
overactivity and diminished attention span, a specific 
learning disability, or both. If school records do 
not provide adequate or recent testing data, it is rec- 

A 


'The child developmental questionnaire and behavior rating scale are 
available on request from the senior author, Ms. Feighner. 
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ommended that the child receive a full battery of tests in- 
cluding IQ, achievement, visual motor function, language 
skills, and tests of specific perceptual skills, such as audi- 
tory discrimination. 


DESCRIPTION OF PATIENTS 


There is considerable variation in the overt manifesta- 
tions of this syndrome; however, in general, patients show 
evidence of dysfunctional hyperactivity, distractibility, 
impulsiveness, and excitability. The specific diagnostic 
criteria reported by Stewart and colleagues (1) are used 
to define the patient population as hyperkinetic children. 
Unlike early studies (13-16), the current description of 
the hyperkinetic syndrome (developmental over- 
activity) (17-19) excludes patients with overt evidence of 
significant brain damage and/or mental retardation. 
Patients with soft neurological signs (i.e., minimal brain 
dysfunction) are included here providing the other diag- 
nostic criteria are met. Accurate history taking usually 
reveals a pattern for most of these children that begins at 
an early age and that is well established by age two. 
While these children are significant discipline problems 
at home, the disorder becomes most apparent when they 
enter school, where they have not only behavior prob- 
lems but often significant difficulties in learning related 
to hyperactivity, distractibility, decreased attention span, 
and/or specific perceptual handicaps as well. Most have 
unsatisfactory peer relationships because of impulsive, 
silly, or obnoxious behaviors. Team sports and other 
physical activities are often a source of frustration be- 
cause of impulsivity and delayed development of fine and 
gross motor coordination. The child’s self-esteem is fre- 
quently impaired because of persistent negative feedback 
in interaction with others and lack of achievement in so- 
cially accepted endeavors. 


TREATMENT 


Treatment of the hyperkinetic child should be as sys- 
tematic and as deliberate as the evaluation and should 
consist of a multidisciplinary attack on all problem areas. 
Various treatment modalities should be used in a com- 
plementary manner as dictated by the clinical needs of 
each case. 


Pharmacotherapy 


In a recent review, Fish delineated the complexities of 
the psychopharmacology of hyperkinetic children (8). It 
is not the purpose of this paper to provide a detailed dis- 
cussion of this very important topic. However, on the 
basis of previous studies, most children diagnosed as hy- 
perkinetic are placed on medication that ts primarily de- 
signed to improve attention span, cognition, and learning 
and to decrease hyperactive behavior (20-30). 

To date there is no validated clinical technique to assist 
the clinician in easily identifying those who respond to di- 


rect stimulants (27). However, unless they are con- 
traindicated by a history of allergy or treatment failure, 
the direct stimulants (e.g., methylphenidate and dex- 
troamphetamine) are generally the initial drugs of 
choice (20-24). Dosage is adjusted at one- to two-week 
intervals according to side effects and clinical response. It 
usually takes four to six weeks before an optimum main- 
tenance dose is established. Frequently medication can be 
reduced or discontinued over weekends and school vaca- 
tions. Because of recent evidence suggesting a relation- 
ship between the use of stimulants and impairments in 
weight gain and physical development, weight and 
growth charts are maintained for all patients (28). 

In those cases in which a response to direct stimulants 
is not useful clinically and in which pharmacotherapy is 
nevertheless desirable because of the severity of symp- 
toms, other psychotropic agents have been shown to be 
useful. These include the phenothiazines (20, 22), anti- 
histamines (8, 29), and tricyclic antidepressants (30). 
These should be used carefully and systematically, and 
only by professionals with specific knowledge and experi- 
ence of the dosage schedules, effects, and side effects of 
these agents in a pediatric population. 

Drug therapy does not permanently alter maladaptive 
behavior patterns, but it can significantly enhance school 
performance and responsiveness to other treatment mo- 
dalities. Parents and teachers are cautioned not to expect 
“miracles” with pharmacotherapy and think that it can 
replace consistent behavioral management. 


Educational Groups 


To allow for the more efficient use of the therapist’s 
time and to enhance continuity of care, many aspects of 
the phenomenology and management of the hyperkinetic 
child can be taught in groups. Unless severe pathology is 
present in the parent and requires individual attention, 
most parents of hyperkinetic children work effectively in 
these groups. 

Parent groups involve six weekly sessions; initially they 
are devoted to an explanation of the nature of hyper- 
kinesis and the basics of behavior modification (31, 32). 
Parents then share common experiences and assist each 
other in working out individual programs for their chil- 
dren. Additional reading assignments are also given to 
reinforce the learning process concerning information 
about the syndrome (18) and behavior modification tech- 
niques (33). 

These group sessions appear to be more constructive 
and efficient than individual counseling since the group 
process acts as a behavior modifier to help parents accept 
new methods of behavior management. Many parents 
feel guilty about having a hyperkinetic child and the 
group sessions allow them to vent these feelings and get 
support from others experiencing similar feelings and cir- 
cumstances. 

Teacher education groups have a similar goal of teach- 
ing about the syndrome and the specific behavior modifi- 
cation techniques that can be used for classroom man- 
agement. 
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Behavior Modification 


As the literature suggests, behavior modification is 
useful in eliminating specific maladaptive behav- 
iors (34, 35); the group instruction places primary em- 
phasis on selecting and defining rules, achieving con- 
sistency in limit setting, and making use of positive 
reinforcement for acceptable adaptive behaviors. Positive 
reinforcement combined with an exploitation of the 
child’s innate assets can help in the formation of self-es- 
teem and in counteracting the negative self-image that 
occurs commonly in hyperkinetic children. 

The goal of behavior modification is to provide con- 
sistency of environmental controls to facilitate inter- 
nalization of controls by the patient, resulting in more 
adaptive and socially acceptable behavior. 


Videotape Feedback 


In families in which pathology is prominent, more di- 
rect methods of teaching the parents how to use behavior 
modification are used by adding an audiovisual feedback 
taping system to the treatment regime (36). In this 
method short segments of the interactions between the 
parent and the child are recorded; on-camera maladap- 
tive behaviors are isolated and in playback sessions the 
parents are carefully instructed in the application of be- 
havior modification principles to their children’s con- 
duct (37). 

In families in which changing behavioral determinants 
are difficult to attain by office visits alone, the home-care 
psychiatric nurse instructs the parents in the home so that 
they can make immediate use of appropriate behavior- 
management techniques. 


Classroom Management and Curriculum Counseling 


All school-age children enrolled in the program require 
some type of intervention in the classroom. Here the role 
of a therapist as the coordinator of a treatment program 
is most important, for an effort is made to promote con- 
sistency of expectations and methods of behavioral rein- 
forcement between the home and school to further rein- 
force desirable nonhyperactive behaviors. This is 
accomplished by making regular phone contacts with the 
teacher, encouraging teachers to attend the educational 
groups, and coaching parents and teachers in group ses- 
sions on how to communicate effectively with each other. 

If accompanying learning problems exist, the therapist 
can help the parent find the most appropriate resource 
for the deficit, either in the school or the community. Al- 
though a discussion of specific remediation procedures 1s 
beyond the scope of this paper, it should be stressed that, 
although the child’s handicap can be pinpointed through 
testing, it is rare that he reaches the appropriate remedial 
program unless there is professional follow-up. The 
whole educational process is so important to the devel- 
opment of the child’s self-image and future success that, 
if the disorder is left untreated, other efforts to help the 
child will certainly be made more difficult, if not futile. 
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Psychotherapy 


Individual psychotherapy as a treatment method for 
the specific symptoms of hyperkinesis has not been used 
in this program because of the lack of evidence that it is 
effective with this disorder (19, 20, 38). However, particu- 
larly with older children, in whom long-standing mal- 
adaptive behavior patterns have resulted in any number 
of emotional difficulties, psychotherapy may be pre- 
scribed as an adjunctive treatment modality. 


DISCUSSION 


The importance of multimodality treatment programs 
is underscored by the data revealed in follow-up studies 
of hyperkinetic children (5-7). These investigations re- 
veal that, although the symptom of overactivity usually 
diminishes with age, many patients will experience an 
educational and social lag into teenage years and adult 
life. These continuing handicaps obviously affect a per- 
son’s ability to make a satisfactory life adjustment in 
family relationships, vocation, and interpersonal rela- 
tionships. 

The multimodality treatment approach described in 
this paper is not unnecessarily time-consuming and, in 
fact, has proven remarkably efficient in providing rapid 
and significant clinical improvement. The efficiency of 
the method is enhanced by using the therapist to instruct 
groups of parents and teachers in becoming consistent 
behavior modifiers within the child’s environment. This 
suggests that many parents and teachers can be trained 
through group process, thereby lowering the cost of 
patient care and providing an opportunity to treat a 
much larger population than is possible through tradi- 
tional individual treatment methods. 

Only patients meeting the criteria for developmental 
hyperkinesis (1) are discussed in conjunction with the ap- 
plication of this treatment program. However, a variety 
of other childhood disorders having overactivity and 
problem behaviors as prominent symptoms (8, 39) can be 
treated in a similar manner by a modification of this pro- 
gram. 

The common criticism of many studies has been a lack 
of diagnostic criteria in the selection of patients and of 
appropriate follow-up data. This program uses the cri- 
teria previously reported, but evaluation of the effec- 
tiveness of the total treatment program and its individual 
parts is still lacking. Data collection via systematic inter- 
views with parents and teachers is currently being done at 
regular intervals with all patients enrolled in the pro- 
gram. Long-term follow-up of these patients after they 
leave the program in their teenage and adult years will 
be necessary to statistically validate this treatment ap- 
proach. 
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Board Certification in Child Psychiatry: Recent Developments 


BY JOHN F. MCDERMOTT, JR., M.D., CHRISTINE MCGUIRE, AND STUART M. FINCH, M.D. 


The authors describe the evolvement of board certifica- 
tion procedures in child psychiatry and a nationwide 
three-year study undertaken by the Committee on Certi- 
fication in Child Psychiatry of the American Board of 
Psychiatry and Neurology, Inc. The purpose of the study 
is to improve the validity.and reliability of the Board ex- 
amination, identify and incorporate new developments in 
the field in anticipation of future national requirements 
for periodic recertification, and generate data that will 
assist training directors to increase tne efficiency and 
effectiveness of their programs. 


SINCE THE 1920s medical specialties in the United States 
have developed their own “boards” with dual functions: 
maintaining standards of training through accreditation 
of programs and measuring the competence of individ- 
uals practicing that specialty through certification exam- 
inations. In recent years there has been increasing criti- 
cism that American medicine has not been policing itself 
satisfactorily and mounting public pressure for the 
broadening of meaningful ongoing certification. 

Within the psychiatric profession there has been criti- 
cism of the way in which these board functions are car- 
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ried out (1-3). At the same time, we are in an era of edu- 
cational planning and evaluation in which objectives of 
training programs and evaluation of the results are be- 
coming more and more systematic. Some have com- 
mented on deficiencies in specialty board certification, 
most notably in the limited nature of professional com- 
petence that the examinations sample, and have noted 
that at best these examinations measure predominantly 
the candidate’s ability to recall fragments of information 
solicited by the examiner (4, 5). Furthermore, it has been 
observed that with the usual examining procedure the in- 
formation chosen for examination is likely to be arbi- 
trary and frequently highly variable from candidate to 
candidate. This is a reflection of the examining body 
rather than of medicine itself and of accidents in the can- 
didate-examiner assignment. Traditional examination 
procedures that emphasize the recall of information may 
also bear little relation to such complex clinical tasks as 
interpreting data and solving problems and even less to 
such skills as interviewing and examining patients. For 
this reason some specialty boards, notably the American 
Board of Orthopedic Surgery, have taken a different ap- 
proach in which the essential components of competence 
are assessed through a nationwide survey of board-certi- 
fied practitioners and translated into operational or be- 
havioral terms. Test situations are then devised in which 
the standards of acceptable performance are pre- 
determined (6, 7). 

In line with the continuing development of the board 
certification examination in psychiatry, studies have be- 
gun in an attempt to define basic clinical competence as it 
appears both in general and in child psychiatry. Clinical 
competence is an elusive and many faceted entity, but if it 
can be defined and broken down into its various com- 
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ponents, it may then be assessed with greater validity and 
reliability. This will promote a more direct and contin- 
uing feedback to training programs throughout the coun- 
try. 


RECENT DEVELOPMENTS IN THE EXAMINATION 
PROCEDURE 


The American Board of Psychiatry and Neurology’s 
child psychiatry board examination has traditionally con- 
sisted of six one-hour sessions for each candidate: “*His- 
tory and Literature” and “Growth and Development” as 
basic science examinations; “Interprofessional and Com- 
munity Relations” to measure the essential skill of con- 
sultation and to test the examinee’s recognition of the 
modern role of the child psychiatrist; “Preschool Child,” 
“Schoolage Child,” and “Adolescent,” the three clinical 
examinations. In 1971 a consultant (C.M.) began 
making systematic observations of the entire series of ex- 
aminations. She observed the type of interaction between 
examiner and candidate in each of the sections and the 
consistency of the content of the exam from examiner to 
examiner within a section. This study was repeated by 
a different observer (Eta Berner) in 1973, in order to 
determine interobserver reliability and the consistency of 
the examiners and their evaluations of the candidates. It 
was found that the three clinical examinations (‘‘Pre- 
school Child,” ““Schoolage Child,” and ‘Adolescent”’) 
were highly standardized. The examination in “‘Inter- 
professional and Community Relations” placed empha- 
sis on general theory and principles and on their appli- 
cation to hypothetical situations. ‘History and 
Literature,” as well as “Growth and Development,” the 
basic science examinations, appeared primarily to test 
the candidate’s knowledge and fund of information 
rather than clinical skill. These last two sections will be 
combined into a written Part I examination beginning in 
1974, much as the board examination in general psychia- 
try has been divided into a Part I (written) and a Part H 
(oral), the first to test information and knowledge in a 
standardized way, the second to test the candidate’s clini- 
cal skills. 

As an illustration of the development of the clinical ex- 
aminations and their standardization, an experiment with 
one of them will be described. The “Preschool Child” ex- 
amination has focused specifically and principally on an 
in-depth assessment of how the candidate observes, in- 
tegrates, formulates, and then manages a single clinical 
or developmental problem. It emphasizes the process of 
his thinking and reasoning (clinical judgment)—his skill 
in gathering and using knowledge and information rather 
than how much and what kinds of information he has ac- 
cumulated. 


THE EXAMINATION 


At the beginning of each hour the examiners and can- 
didates assemble in a room with television monitors. The 
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chief of the section asks each candidate to imagine that 
he is a consultant to a normal nursery school and that the 
teacher has asked him to observe one of the youngsters 
who has been a problem for her. Vital statistics such as 
age and length of time in school are given and the can- 
didates are told that they will see a five-minute sample of 
the youngster’s typical behavior. The candidate is told 
that he will then spend 30 minutes with an individual ex- 
aminer discussing four distinct areas (in each of which he 
will be graded): 

1. The observed behaviors of the youngster that he felt 
were most significant. 

2. Additional information about the child he needed 
(other historical material or behavioral observations, 
drawings or psychological testing, which were available 
if requested and which he would be asked to interpret). 

3. A formulation of what might be wrong (if any- 
thing), i.e., a working differential diagnosis, and, if appro- 
priate, the most probable diagnosis. He would be asked 
to discuss possible etiologies, i.e. how this may have 
come about in terms of his own and other theoretical 
frames of reference. 

4, A management plan (including specific advice to the 
nursery school teacher as to how she might deal with the 
child; the examiner plays the role of the nursery school 
teacher). 


DISCUSSION AND FINDINGS 


In all cases the examiners were instructed to assist the 
candidate in his formulation of the case by asking specific 
questions about what the candidate saw and what it 
meant to him, why he would like certain information, 
what might have induced certain behavior patterns in the 
child, and what specific recommendations he would 
make, etc. If he was not able to progress through a partic- 
ular stage of the examination he was given additional 
help by the examiner and they proceeded further. The 
candidate was also asked to apply developmental and 
psychopathological theories to the case when appropri- 
ate. For example, he might be asked specifically about 
neurological issues, psychological testing, and medica- 
tions and their indication. Following this the examiner 
rated him in a standardized way so that each candidate 
was given four separate grades: 1) observational skills; 2) 
data collection and interpretation; 3) differential diag- 
nosis (assessment and formulation relating devel- 
opmental and psychopathological knowledge to observa- 
tions and data collected); and 4) management plan and 
interpretation. 

It was found that well-prepared candidates were good 
observers of the child’s behavior, asked for appropriate 
additional information, then interpreted and formulated 
what they saw, and related it to developmental consid- 
erations. They were able to discuss the child’s specific 
strengths as well as weaknesses, considered possible de- 
terminants, raised alternatives, and recommended a 
course of action that they were able to defend. The can- 
didates who inadequately presented their abilities saw 


little of the relevant data in the tape, were unable to place 
the child in an appropriate developmental stage and com- 
pare his behavior to such a stage, and had a vague or only 
global appreciation of the child in question and his differ- 
ence from peers and norms. They saw only problems and 
not strengths of functioning and had little idea of “how 
children get that way.” Finally, they were unable to form- 
ulate a rational plan that could either be defended at a 
professional level to colleagues or interpreted to a simu- 
lated nursery school teacher with specific reference to her 
need to manage this child’s behaviors in the group. 

An analysis of this examination (8) demonstrated that 
it was significantly uniform from examiner to examiner. 
It made little difference which examiner a candidate 
drew, and it was possible for an observer to move from 
room to room without sensing anv significant disconti- 
nuities in sequence of discussion, Virtually all the ques- 
tions asked by the examiners were simply variations of 
the following: “What did you observe in the tape that you 
thought significant?”’; “Is there anything else you would 
like to know about the child?”’; “What do you make of 
that additional information, or why would you ask 
that?’’; “What is your evidence for that interpretation?”’; 
“What might have induced or explained that behavior?” 
and ““What is your plan of management?” 

In requiring the candidate to focus on a specific set of 
clinical or developmental observations (to find out what 
additional data he thinks he might require) and then to 
develop a plan of management, the examination ap- 
peared to assess primarily the candidate’s interpretive 
skills, his problem-solving ability, and his fundamental 
understanding of preschool children. For example, it was 
clear that some candidates were misinterpreting the data 
because they were not very knowledgeable about children 
of this age; others did not elicit adequate additional data 
and for these and other reasons arrived at questionable 
recommendations. In short, the examination appeared to 
evaluate the candidate’s powers of observation and clini- 
cal judgment. It does not, however, assess the candidate’s 
total fund of information about a broad spectrum of dis- 
orders in this age group. This body of knowledge may be 
most systematically assessed on a written examination. 


CONCLUSIONS 


The American Board of Psychiatry and Neurology is 
involved in continuing research and development of its 
certification procedures through a sharper definition of 
the basic knowledge, skills, and attitudes required for the 
practice of psychiatry and through specific assessment 
procedures designed to measure these qualities. A spe- 
cific example is described in this report, which represents 
one development in the certification of child psychia- 
trists. A national three-year project to assess system- 
atically and broadly the basic competencies required by a 
child psychiatrist has been undertaken by the board’s 
Committee on Certification in Child Psychiatry in coop- 
eration with the Center for Educational Development, 
University of Illinois College of Medicine. 
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Its purposes include improving the validity and reli- 
ability of the examination intended to assess basic com- 
petence in child psychiatry, to identify and incorporate 
new developments in the field in anticipation of future na- 
tional requirements for periodic recertification, and to 
generate data that will assist training directors of child 
psychiatry programs to increase the efficiency and effec- 
tiveness of their programs. In view of recent and antici- 
pated guidelines for payment by third parties requiring 
board certification, the importance of certification proce- 
dures becomes paramount. 

During the first year of the project a survey will be con- 
ducted of child psychiatrists and child psychiatry trainees 
in the United States. The study will focus on their current 
roles, duties, and responsibilities, as well as selected epi- 
sodes of practice in which they felt they performed partic- 
ularly effectively or ineffectively. The results of this sur- 
vey will be analyzed and will lead to an empirically based 
definition of the essential components of competence in 
the specialty of child psychiatry. The board certification 
examination will then be modified to test candidates in 
each area of competence identified as having a high prior- 
ity. The project will include introducing training pro- 
grams for examiners, use of simulated patients, and new 
examination techniques such as audio-visual materials 


‘and programming. 


In the second and third years of the project, board cer- 
tification examination procedures will be designed to 
measure the extent to which candidates demonstrate sat- 
isfactory levels of achievement in each area of com- 
petence identified as having high priority. The project will 
provide for the introduction of training programs for ex- 
aminers, simulated’ patients, the increased use of audio- 
visual material, and the use of new examination tech- 
niques. 

It is hoped that the project will help to better define the 
core components of child psychiatric competence for 
training program directors to consider. It is also hoped 
that it will provide for more systematic determination 
and measurement of the evolving essentials of that com- 
petence. 
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A Reminder for Authors 


Authors presenting numbered papers or new research papers at the annual meeting in May 1974 
are reminded that the Journal will NOT consider any of these papers until after the annual 
meeting itself. Please bring two copies of your paper to Detroit to hand in to the secretary of 
your session; the secretary will then hand in the papers to the Journal office. If you plan to mod- 
ify your paper on the basis of the discussion at the meeting and submit it later, please notify the 
secretary of that fact. 
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John C. Whitehorn 
1894-1973 


ON OCTOBER 4, 1973, John C. Whitehorn, M.D., the 77th Presi- 
dent of the American Psychiatric Association (1950-1951) died 
in Baltimore in his 79th year. He was easily one of our most 
distinguished Presidents because of his outstanding careers in 
two fields, biochemistry and psychiatry, and his far-reaching in- 
fluence as an academic administrator. It would not be easy to 
recite his many labors and honors; these are best studied in his 
own writings, which are constructive and clearly written (1-4). 

In these troubled times, accompanied by accelerated change 
and information overload, it is worthwhile to spend a moment 
to glance at John Whitehorn—the person and his career. Few of 
us know people who were literally born and bred in a sod hut in 
the days of the Indian Territory, with all of the values implied in 
that culture. John, who was born on December 6, 1894, grew up 
in a large family, taught Sunday school and elementary school, 
and worked around the homestead farm and later in a shipyard 
during World War I. As a poor country boy from Doane Col- 
lege, Neb., he went to Harvard Medical School on scholarships. 
He stayed at Harvard 17 years, working principally but not ex- 
clusively in the laboratories at the McLean Hospital and the 
Massachusetts General Hospital. He had notable publications 
in biochemistry from this period and was said to be the best 
mathematician in the group with the famous Otto Folin. The 
“Whitehorn method” listed in medical dictionaries refers to his 
blood chloride method described in 1921. His physiological and 
biochemical studies, focused upon the physiology of emotional 
reactions, were characterized by a scrupulous critical study of 
methodology. Unfortunately his method for the chemical esti- 
mation of epinephrine in blood, which was patiently developed 
to a sensitivity of approximately one part in 250 million, did not 
prove to be sufficiently sensitive for the clinical differentiation 
of the emotional reactions of patients. His methodological pa- 
pers on “Permutit” as a reagent for amines, published in 1923, 
were a Stimulus to many others in the development of chroma- 
tographic methods. Also cited are achievements based on 
Whitehorn’s fundamental study of base exchange (1). 

Space does not permit even a brief description of his intense 
interest in the language and speech behavior of ordinary people 
under varying conditions and of schizophrenics, or of his publi- 
cations in personality functioning, habit patterns, and the classi- 
cal problems surrounding mind-body areas, conditioned re- 
flexes, and instinct theory. In spite of his mastery of laboratory 
and clinical methods, he was much too critical of existing theo- 
retical models (which he considered simplistic) and current 
cliches to attempt creation of a unifying theory. Nor did he 


proselyte disciples for a school, although he had ample opportu- 
nity to do so at Washington University, St. Louis (1938-1941), 
and at Johns Hopkins University (1941-1960), where he suc- 
ceeded Adolf Meyer. 

Whitehorn was a master clinician who was completely de- 
voted to patients and did not distort their messages. They re- 
warded him and themselves by improving. Doctors and their 
wives were particularly eager to be his patients. In time he 
left the laboratory in order to devote himself to the clinic. For- 
tunately, some of his clinical and educational papers will appear 
later this year in a volume coauthored by his long-time asso- 
ciate Barbara J. Betz, M.D. (4). 

Much could be said about Dr. Whitehorn as an educator at 
Harvard, Washington University, and Johns Hopkins. But 
more important to me and to many others was his indefatigable 
leadership at the national level as an officer and a com- 
mitteeman. President of three national organizations, often 
during turbulent periods, he was the only one to be reelected 
three times to the American Board of Psychiatry and Neurol- 
ogy when schism was imminent. He was the only man twice ap- 
pointed to the National Advisory Mental Health Council. He 
served his country and our profession on the National Research 
Council’s Committee on Neuropsychiatry, was a part-time con- 
sultant to the War Department, and served three months over- 
seas studying combat exhaustion. He was on six editorial 
boards of professional journals, was awarded four medals (the 
Hamilton, Gutheil, Bowis, and Salmon medals), and received 
three honorary degrees. 

During the period when psychiatry and the medical-behav- 
ioral sciences were expanding at an explosive rate he spent an 
inordinate amount of time on national affairs. He justified this 
in his own reflective evaluation for the Harvard Medical School, 
Class of 1921, Fifty Years in Retrospect: A Biographical His- 
tory, 1921-197]: 


Although I have wondered at times if I were just being a 
busy-body, caught “in the thick of thin things,” as Alan 
Gregg used to say, I should state my opinion that, on bal- 
ance, many of these outside activities have been signifi- 
cantly useful (3, p. 67). 


Dr. Whitehorn was shy, laconic, and soft-spoken, not at all 
representative of the extroverted man. His privacy was invaded 
by very few, including his family. He was most gentle, yet he 
was immensely admired and respected for his enormous 
strength of spirit in bitter controversies. He was always honor- 
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able, courteous, and fair. His farsighted intelligence and judicial 
perspectives have been interwoven into the fabric of much that 
is good in our therapeutic, educational, and governmental sys- 
tems of the past three decades. 

His wife Jeannette and two sons died before he did -she in 
1969, Richard in 1971, and Alfred, who was killed in action in 
World War II, in 1945. His daughter Joanna, now Mrs. S.T. 
Boggs, lives in Honolulu with her anthropologist husband and 
three children. Richard also had three children. A sister, Mrs. 
Gladys Jorgenson, lives in Winner, S.Dak., and a brother, 
Merle Whitehorn, in Casper, Wyo., while Mrs. Ada Peterson, a 
cousin who lived with the family as a sibling, lives in Silver 
Spring, Md. 


470 Am J Psychiatry 131:4. April 1974 


i) 


REFERENCES 


. Brosin HW: John C Whitehorn, MD. President, 1950 1951: a 


biographical sketch. Am J Psychiatry 108:7-9, 1951 


. Whitehorn JC: Presidential address: the individual psychiatrist and 


social psychiatry. Am J Psychiatry 108:1-6, 1951 

Whitehorn JC: Biographical sketch, in Harvard Medical School, 
Class of 1921, Fifty Years in Retrospect: A Biographical History, 
1921 1971. Edited by Curran J, Castle W. Harvard University, 
Medical School, Class of 1921, pp 66-67 


. Whitehorn JC, Betz BJ: Effective Psychotherapy with the Schizo- 


phrenic Patient. New York, Jason Aronson (in press) 


HENRY W. BrRosIn, M.D. 


LETTERS TO THE EDITOR 


rec 


On the Future of Psychoanalysis 


SIR: In his article “The Future of Psychoanalytic Therapy” 
(November 1973 issue) Dr. Judd Marmor asked: “But on what 
actuarial basis can we justify a treatment that may include four 


or five expensive visits per week for an indefinite number of 


years?” It is an absurdity that a person in Marmor’s position 
does not know that the federal employees’ health insurance pro- 
gram, which has about four million subscribers, has carried 80- 
percent coverage for intensive psychotherapy and psychoanaly- 
sis on a sound actuarial basis for many years. Furthermore, 
should any insured therapy modality become too expensive for 
the carrier, the actuarial solution is to reduce either the per- 
centage or the duration of benefits rather than eliminate the 
modality entirely. 

Dr. Marmor also argued that psychoanalysts assert that ‘‘al- 
most everyone” can benefit from psychoanalysis. This is exactly 
Opposite to fact. | know of no other treatment method where 
the psychotherapist is as much concerned with indications, con- 
traindications, and selection of patients. In fact, analysts stand 
almost alone against the panacea philosophy of most psycho- 
therapeutic approaches. 

I have never met an analyst who disagrees with Dr. Mar- 
mor’s message that only a few patients require full psychoanal- 
ysis. But his rigid dogma (under the guise of flexibility) would 
exclude it from those patients for whom it is the treatment of 
choice. His statement that psychoanalysis is “for the com- 
paratively healthy person who would like the luxury of extend- 
ing the borders of his self-understanding” does not apply to the 
patients we treat here in the East. 

Finally, it is a literary tour de force that Dr. Marmor was 
able to describe the “therapeutic side” of psychoanalysis with- 
out reference to transference or defense. 

The points raised in this letter must be taken into account in 
considering the otherwise valuable contributions in Dr. Mar- 
mor’s paper. 


ROBERT D. GILLMAN, M.D. 
Washington, D.C. 


Dr. Marmor Replies 


SIR: It is distressing that some of my psychoanalytic col- 
leagues seem to have misinterpreted the thrust of my article on 
the future of psychoanalytic therapy as being antianalytic when, 
in fact, it was directed toward the problem of how the contribu- 
tions of psychoanalysis to psychiatry could be preserved and en- 
hanced. Dr. Gillman’s letter is a case in point. 

By taking some of my remarks out of context he has given 
them a meaning that was not intended. My doubts about the 
economic aspects of four-to-five-times-a-week, long-term 
analytic treatment were based more on whether it is justified 
rather than whether it is feasible. In fact, I pointed out that it 
might well be actuarially feasible to pay all qualified psycho- 
analysts for such treatment. My expressed concern was with 
whether this would be the fairest way of using their considerable 
talents on behalf of our nation’s mental health needs. 


Even so, I was careful to state that if the specific indications 
for full, formal psychoanalysis were clear-cut and precise, “high 
cost alone would certainly not be a justification for denying sick 
patients access to an essential form of treatment.” It is true, as 
Dr. Gillman points out, that psychoanalysts are extremely con- 
cerned with the indications and contraindications for such treat- 
ment. But concern is not consensus. There is, unfortunately, 
considerable disagreement among psychoanalysts about which 
patients are most suitable for standard analytic treatment, and 
the disagreement tends to be greatest with regard to those 
patients who are most disturbed mentally. 

My comment that most analysts believe that “almost every- 
one—at least everyone who is sufficiently articulate, intelligent, 
and motivated—could benefit from such treatment” referred to 
the greater consensus that exists about potential patients at the 
healthier end of the mental health spectrum. My own conviction, 
as expressed in my article, is that long-term psychoanalytic 
therapy is justified and will continue to be needed for “deeply 
disturbed patients who have been so traumatized in their crucial 
early experiences ... that, until they have worked through their 
basic distrust and insecurity in the matrix of a repeatedly tested 
intimate and empathic psychotherapeutic relationship, ... will 
simply be unable to accept or benefit from other therapeutic ap- 
proaches.” 

Dr. Gillman’s final criticism that I failed to mention transfer- 
ence and defense in describing psychoanalytic therapy is also 
based on a misunderstanding. In my admittedly all-too-brief 
description of such therapy I did say that “the way in which the 
interpersonal relationship between the analyst and the patient is 
handled and interpreted is a crucial factor in the therapeutic 
process.” The phenomena of transference and defense are en- 
compassed in that statement and were certainly meant to be. 


JUDD MARMOR, M.D. 
Los Angeles, Calif. 


The Effect of Benztropine Mesylate on Plasma Levels of 
Butaperazine Maleate 


Sik: The combination of anticholinergic antiparkinsonian 
agents with phenothiazines is used frequently in the treatment 
of psychiatric patients. Little is known about the interaction of 
these drugs other than their synergistic effects in anticholinergic 
toxicity (1). The anticholinergic antiparkinsonian agents could 
affect gastrointestinal motility, possibly changing absorption 
and, subsequently, blood levels of the phenothiazine. Using a 
fluorometric method to measure plasma levels of butaperazine 
maleate (Repoise) (2), we studied the effect of the antiparkinso- 
nian agent benztropine mesylate (Cogentin) on the plasma lev- 
els of the drug. 

Five hospitalized psychiatric patients were maintained on a 
set oral dose of butaperazine maleate given in two equal halves 
at 9 a.m. and at 9 p.m. for five weeks. Daily blood samples were 
drawn every morning 12 hours after the evening dose so that 
maintenance plasma levels of the drug could be measured. The 
first week was allowed for plasma levels to plateau and for all 
levels to stay within a range of variation. During the first two- 
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week period following this control week the patients were given 
butaperazine maleate alone; at the start of the fourth week 2 
mg. of benztropine mesylate was administered twice a day; this 
combination was maintained through the end of the study. 

The mean of the maintenance plasma levels measured during 
the period when butaperazine maleate alone was given and the 
period when benztropine mesylate was added was calculated for 
each patient. The calculated mean for the time without the anti- 
parkinsonian agent was compared with that for the time with 
the antiparkinsonian agent for each patient; a t test showed no 
significant change in the plasma levels. (Detailed data are avail- 
able from the authors on request.) 

The finding that benztropine mesylate, in the dosage given, 
did not change plasma levels of butaperazine maleate is impor- 
tant for future research with blood levels of phenothiazines and 
clinical response. The symptoms of tardive dyskinesia are re- 
ported to worsen when the phenothiazine is decreased or 
when an anticholinergic agent is added to the regimen (3). Our 
study suggests that this effect of anticholinergic agents in tar- 
dive dyskinesia is not due to decreased blood levels of the phe- 
nothiazine but, rather, to their centra! pharmacologic effect. It 
is postulated that anticholinergic agents aggravate the symp- 
toms of tardive dyskinesia by inhibiting the cholinergic system, 
which normally antagonizes the dopaminergic system (4). 
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Hereditary Factors in Hyperkinesis 


SIR: In recent years there has been interest in the possibility 
of hereditary factors in the hyperactive child syndrome. Morri- 
son and Stewart (1) and Cantwell (2) came to the essentially 
similar conclusion that the family histories of these children 
show an increased prevalence of alcoholism, sociopathy, and 
hysteria. In both of these studies, parents had frequently been 
hyperactive children themselves; in neither study was schizo- 
phrenia identified in the parents of hyperactive children. 

Schizophrenia as a possible antecedent of the hyperactive 
child syndrome has been mentioned in some of the literature on 
schizophrenia. However, Rieder (3), quoting several sources, 
noted that although most ill children of schizophrenics are with- 
drawn and schizoid, some children— notably those reported by 
Bender (4)—are hyperkinetic, impulsive, and asocial. 

- These reports prompted another look at some family data. 
From our previous study (1) and from a subsequent study in 
which parents of psychiatrically ill children were interviewed by 
a psychiatrist who did not know the child’s diagnosis (5), family 
histories of the parents of 99 currently or formerly hyperactive 
children were compared with similar data for 86 control chil- 
dren who were psychiatrically ill but nonhyperactive. Five of 
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the 86 control children had a parent who had either schizophre- 
nia or a schizophreniform psychosis. None of the hyperactive 
children had a parent so affected; this difference was significant 
at the p < .05 level of confidence (chi square with Yates’ correc- 
tion = 3.91). 

Recent evidence that methylphenidate activates psychosis in 
schizophrenia (6), the well-known paradoxical effect of methyl- 
phenidate in the hyperactive child syndrome, and the above 
family data all invite speculation that hyperkinesis and schizo- 
phrenia differ etiologically and pathogenetically. Further re- 
search may substantiate the lack of familial association be- 
tween schizophrenia and the hyperactive child syndrome; in 
those instances where schizophrenic parents do have hyper- 
active children, the children may respond less often to stimulant 
medication. 
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JAMES R. Morrison, M.D. 
La Jolla, Calif. 


Guidelines for Hospitalization of the “Simply Senile” 


SIR: I would like to comment on the article by Dr. Benjamin 
Feldshuh and his associates on “The Nonpsychotic Organic 
Brain Syndrome” (September 1973 issue). In a collaborative ef- 
fort with Dr. Edwin Robbins at Bellevue Hospital, criteria for 
state hospitalization were formulated. These criteria were gath- 
ered into a mimeographed booklet and distributed recently in 
New York City under the title “Street by Street Directory for 
Manhattan Including Information Regarding Transfer of 
Patients.” This directory was endorsed and distributed by Dr. 
June Christmas, Commissioner, New York City Department of 
Mental Hygiene and Mental Retardation Services, by Dr. 
Harry Gottefeld, Director of Mental Health, Health & Hospi- 
tals Corp., and by Dr. Leonard Lang, Associate Commissioner, 
New York State Department of Mental Hygiene. 

I believe Journal readers might be interested in certain rele- 
vant parts of Appendix 4 of this directory, titled “Criteria for 
Admissions to Manhattan’s In-Patient Psychiatric Facilities”: 


Admission to any psychiatric in-service is contingent 
upon the presence of an emotional or mental disorder 
which is more likely to respond to hospital treatment than 
to care in an out-patient facility, nursing home, or chronic 
disease facility.... People who are likely to injure them- 
selves or someone else should be hospitalized. ... In- 
voluntary hospitalization and the imposition of treatment 
must be considered when the nature of the patient’s illness 
substantially impairs his ability to make a rational decision 
about his welfare. ... The primary consideration for state 


hospitalization is the inability of the patient to improve 
sufficiently during a brief period of observation and treat- 
ment in a municipal or voluntary hospital. ... Psychiatric 
hospitalization should be provided for patients whose de- 
gree of behavioral disturbance is such that they cannot be 
maintained in a nonpsychiatric setting in spite of medica- 
tion or other therapeutic modalities. Individuals who re- 
quire routine custodial care should not be transferred to a 
state hospital. ... Admission requirements should be con- 
sidered in terms of therapeutic need, and not psychosis. 
Neurotic patients, for example, may also benefit from state 
hospitalization in selected instances. ... Treatment should 
be given as long as the patient requires it. A major thera- 
peutic goal, however, should be directing the patient to- 
ward community participation. ... Patients who give evi- 
dence that they will be management problems should not 
be excluded on that basis alone. 


ROBERT J.L. WAUGH, M.D. 
New York, N.Y. 


Sirk: The article by Dr. Feldshuh and his associates left me 
wondering by what definition the “‘simply senile” described in 
their article are called ‘‘nonpsychotic.”’ 

According to the DSM-III classification, 


Patients are described as psychotic when their mental 
functioning is sufficiently impaired to interfere grossly with 
their capacity to meet the ordinary demands of life. ... 
Deficits in perception, language, and memory may be so 
severe that the patient’s capacity for mental grasp of his 
situation is effectively lost (1, p. 23). 


This definition seems to fit very aptly the patients described 
in the article by Dr. Feldshuh and associates. If the mental dete- 
rioration of the patients diagnosed as having a nonpsychotic 
brain syndrome is of such a degree that they require long-term 
compulsory care, are they not by definition psychotic? 

Perhaps differences in symptomatology require differences in 
placement, but it seems to me that we should use the term “‘psy- 
chosis” to designate any mental illness whose severity is of such 
degree that the sufferer has lost the “capacity to meet the ordi- 
nary demands of life,” whether the cause be senility, schizo- 
phrenia, depression, mania, or whatever. 

I would appreciate comments from the authors on this sub- 
ject of definition of psychosis in organic brain syndrome. I also 
wonder how APA’s Committee on Nomenclature and Statistics 
would classify the cases described in the article under dis- 
cussion. 
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Larchmont, N.Y. 


Dr. Feldshuh Replies 


Sir: Dr. Waugh’s letter, I am sure, expresses his system’s de- 
sire to service the community. Administratively, it states clearly 
what he would like to be able to do if a real policy to reduce the 
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population in state hospitals did not exist. 

Nevertheless, the letter uses terms like “community partici- 
pation,” “‘management problem,” and “routine custodial 
care.” These terms have been used to deprive senile patients of 
their right to state hospital care. It has reached a point where all 
the referring agencies that send their geriatric patients to Belle- 
vue Hospital have given up. They know that without state hos- 
pital backup Bellevue must limit its admissions; the patients 
must then wait in the community. Deprived of state hospital 
backup, geriatric patients wait up to 89 days for a nursing home 
placement while at Bellevue (1). 

Since 1968, the state hospitals have reduced their census by 
28,000 (1). Dr. Waugh’s letter has no comparative statistics of 
geriatric patients before and after 1968. I would be most inter- 
ested in the ratio of geriatric patients to total hospital popu- 
lation in his hospital now as compared with prior to the 1968 
ruling. 

In 1971 Dr. Stuart L. Keill, Associate Commissioner of the 
State of New York Department of Mental Hygiene, New York 
City Metropolitan Regional Office, wrote a letter directed at 
the ‘‘misinterpretations by the staffs of the state hospitals of the 
official guidelines for admissions of elderly patients that had re- 
duced the populations in some hospitals to as low as 1.6 per- 
cent” (2). It has seemed in my experience that the decision not 
to admit the elderly still stands, despite some humane redefini- 
tion, and that the percentage of elderly patients in state hos- 
pitals is still low. 

We at the Bellevue Geriatric Unit have seen elderly poor 
persons in single-room occupancy placements and in nursing 
homes who needed some time in the state hospital before they 
could use ““community participation” care. I hope in the future 
this policy is revised and further institutional (structured) care 
is available for the elderly poor. They are in extreme need of at- 
tention. 

As for Dr. Braun’s letter, her reading of DSM-III is correct. | 
differ not at all with her in how psychosis should be character- 
ized. The patients we described in our article differed from that 
diagnosis on a spectrum of dysfunction. What we know about 
the level of functional impairment depends on what we know 
about the individual’s housing, family, financial, medical, psy- 
chiatric, and social history as well as his past level of dysfunc- 
tion. If this information is researched carefully by the staff of 
the geriatric unit, many of the organic patients do cross over the 
boundary into the psychotic organic brain syndrome classifica- 
tion. Those patients are admitted to the state hospital system. 

The three cases my colleagues and I described were able to 
care for themselves in a sheltered setting, they were in contact 
with the physician and with fellow patients, and they had none 
of the other characteristics of a psychotic population (e.g., poor 
reality contact and reality testing, delusions, paranoid halluci- 
nations, etc.). Nevertheless, they had perceptual and memory 
impairment that persisted after a month of social and health 
care. 

These people went on to live in sheltered settings like nursing 
homes. They were the “simply senile’ who had become im- 
paired and remained undetected in the community, where they 
deteriorated or remained hidden until brought to community 
attention. After care for their acute problems they waited for a 
nursing home for three to six months; in some instances there 
was no institution available to fit their needs. 

These patients certainly are a diagnostic challenge. To us at 
the geriatric unit they seemed far sicker than we could believe 
patients with a nonpsychotic classification could be. Experience 
with hundreds of patients has gradually given us a clear impres- 
sion of the limited care in the community that gradually shifts 
these people so close to the psychotic organic brain syndrome 
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and finally brings them to the psychiatric hospital. 


REFERENCES 


l. Robbins E, Robbins L: Charge to the community: some early ef- 
fects of a state hospital system’s change of policy. Am J Psychiatry 
(in press) 

2. Keill SL: Memorandum to director of community mental health 
board and to directors of mental health service, September 8, 1971 


BENJAMIN FELDSHUH, M.D. 
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Delusions as Political Crimes 


SIR: Western psychiatrists have already had limited success 
in forcing Soviet psychiatry to face the hitherto denied fact that 
political dissidents are declared mentally ill because of their 
convictions (1). But there is another aspect of Soviet psychiatry 
to which very little attention has been paid until now. This is the 
fact that people who are obviously mentally ill are punished for 
the content and character of their delusions. 

When I left the Soviet Union 27 years ago there was one in- 
stitution run by the Secret Police for that special purpose. This 
was the 400-bed mental institution in Kazan (Autonomous Ta- 
tar Soviet Republic), which hospitalized mental patients from 
all the other Soviet republics. (There is another “civilian” men- 
tal hospital on the same grounds in Kazan.) What made these 
patients eligible for the special ‘‘care” of the central Soviet Se- 
cret Police was nothing other than the simple fact that their de- 
lusions happened to be “political.” Each of them had two dos- 
siers: One pertaining to their mental condition and one devoted 
to their “criminal activities,” the statute of the penal code under 
which they were prosecuted and judged and so on. The sentence 
was invariably “forced treatment” for an indefinite period of 
time, which did not mean that they would be freed if they im- 
proved mentally. 

I still remember some patients who were hospitalized in that 
institution. There was one schizophrenic who had the delusion 
that he was Trotsky. Like other schizophrenics he held the be- 
lief that he was two people: the patient who considered himself 
a Trotskyite, and Trotsky himself. There was another schizo- 
phrenic man who wrote 80 letters to Stalin and other digni- 
taries. Another paranoid schizophrenic, a mathematician, con- 
sidered himself a convinced anti-Semite and as such attributed 
to Judaism the power to destroy the world. (At that time politi- 
cal anti-Semitism was still punishable by law.) As I pointed out 
in my previous letters to this journal (2,3), the majority of 
patients at Kazan were actually mentally ill and only a small 
minority were not mentally ill but were held there because of 
political opinions or beliefs not consistent with the official 
“line.” 

For the last few years I have followed reports coming out of 
the USSR concerning the dissidents who were declared men- 
tally ill. Among other places, the Kazan institution was men- 
tioned as a place of detention. This would indicate that nothing 
much has changed in respect to this hospital. 

It would be naive to expect that the Soviet government would 
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ever allow Western psychiatrists to inspect this particular insti- 
tution, but in further discussions with the Soviet psychiatrists 
the point has to be made that mental patients cannot possibly 
be punished for the content of their delusions, political or other- 
wise. 
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AN OBSERVER 


Editor's Note: The name of the writer has been withheld upon 
his request. While it is not usually the policy of this journal to 
print anonymous letters, we are satisfied with the credentials of 
this writer, who has been an APA member for many years. 


Sex Education in Medical School 


Sik: Recently, several third-year male medical students re- 
ported to me instances of seductive attempts by women 
patients. According to their description, these seductive encoun- 
ters fell into categories that I have defined as grades 2 and 3 (1). 
In each case I was pleased to learn that these students handled 
the situation very well, considering how little exposure to 
patients they had had in their first clinical year. I, too, have had 
similar experiences in the past, but I did not have anyone to 
consult with. It seems that the undergraduate medical school 
curriculum is still just as deficient in the matter of sex education 
and counseling today as it was in my day. 

I am chagrined that the information explosion and academic 
pressure have caused some subjects, like biochemistry, to be 
promoted while others, like the history of medicine, recieve less 
emphasis. It is my impression that in so-called “teaching insti- 
tutions,” more and more compartmentalized, fragmented medi- 
cine is practiced; the patient is not looked at or treated as a 
whole individual, complete with flesh and soul. 

The existence of the seductive patient is quite real (1). I feel 
strongly that medical students should be made aware of the pos- 
sibility of these “amorous” incidents before they go into their 
clerkship. The key to the management of these seductive 
patients is individualization and understanding. | make a plea 
for departments of psychiatry and of obstetrics and gynecology 
to pool their talents to set up a joint seminar on this topic. 
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BOOK REVIEWS 


Drug Use in America: Problem in Perspective. The Technical 
Papers of the Second Report of the National Commission on 
Marihuana and Drug Abuse. Appendix, 4 vols. Vol. I: Patterns 
and Consequences of Drug Use; vol. Il: Social Responses to 
Drug Use; vol. HI: The Legal System and Drug Control; vol. IV: 
Treatment and Rehabilitation. Washington, D.C., U.S. Govern- 
ment Printing Office, 1973, 1243 pp., $11.85 (paper); 781 pp., 
$6.15 (paper); 963 pp., $7.40 (paper); 863 pp., $7.45 (paper). 


These voluminous appendices constitute the second and final 
report of the National Commission on Marihuana and Drug 
Abuse. They report the results of a painstaking investigation 
that took the carefully selected commission all over the world 
over a period of two years to hear reports from people of di- 
verse backgrounds and persuasions. The commission notes that 
it was not looking for intellectual orthodoxy in its investigations 
but, rather, that it sought a “vigorous combustion” of ideas. 

These reports make an effort to examine the roots of the drug 
problem in the United States and to seek out the backgrounds 
responsible for it. From the overwhelming amount of material 
assembled the members of the commission hope to recommend 
policy directions for both public and private sectors. The com- 
mission believes that policy should be focused upon the behav- 
ioral concomitants of drug use rather than on the drugs qua 
drugs. From this approach policy makers will be able to refine 
national objectives and devise more effective strategies for re- 
ducing the social cost of drug misuse. 

There is no semblance of causa finita in these reports. Nu- 
merous experts of all shades and descriptions have their say; the 
commission winnows what it sees as the wheat from the chaff 
for its final opinion but presents the reports as given in order to 
facilitate constructive debate. It believes that in this manner so- 
ciety can “begin to reach toward sound and workable premises 
for a coherent drug policy.” Actually, the material is intended 
to serve several purposes: For interested persons in professional 
and lay audiences, it will, one hopes, be informative; for re- 
searchers and specialists it could be groundwork for further ex- 
ploration; and for policy makers it will furnish guideposts for 
prudent decision making. 

Volume I considers Patterns and Consequences of Drug Use. 
Volume II deals with Social Responses to Drug Use. Volume 
III takes note of The Legal System and Drug Control, while 
volume IV is concerned with Treatment and Rehabilitation. It 
is not possible to overstate the importance of these volumes; 
they are the collective works of a most capable group of individ- 
uals of various persuasions aided by some excellent staff work. 
It will be a long time before a work of this breadth, depth, and 
sophistication can be repeated, and therefore these appendices 
are heartily recommended to all who have anything to do with 
drug use and abuse. Four physicians were on the commission; 
three of them are members of APA. 

While it is impossible to adequately review a work of this 
size, One can promise that even a sampling of the volumes will 
prove interesting and rewarding. 


F.J.B. 


We, The Lonely People, by Ralph Keyes. New York, Harper & 
Row, 1973, 242 pp.. $6.95. 


In order to learn what is wrong with our patients, it is some- 
times necessary to turn to books other than textbooks of psychi- 
atry. Such is the case with Ralph Keyes’s We, The Lonely 
People. In a light staccato style and with a tone reminiscent of 
Alvin Toffler’s Future Shock (1), the author scans the deserted 
landscape of the urbanized, technological present and finds us 
standing there, alone and lonely. The progressive dehumaniza- 
tion (dishwashers replacing family dishwashing, six-packs at 
home replacing draughts in the tavern) has been described else- 
where by sociologists and other observers of the current scene; 
Keyes goes beyond that and asks what effect it is having on us. 

The vignettes he parades before us seem very familiar; almost 
all of these patients have consulted us in our offices at one time 
or another. A few of them have’stayed on to become long-term 
patients buying an answer to the question: Who knows me?” It 
is important that we realize this; otherwise, we won't be able to 
understand their reluctance to terminate their “therapy.” Some 
of the others Keyes describes have become the mainstays of 
community mental health centers, seeking community within 
the shared fellowship of other group members. And still others 
are the regular patrons of crisis clinics and suicide prevention 
centers. 

Keyes stresses the fact that not only is our aloneness of our 
own making, but we rather like it. We enjoy the privacy of high 
hedges and the anonymity of the Safeway, even though they si- 
multaneously bring our isolation. And that is our terrible di- 
lemma—we want both privacy and community at the same 
time. The consequence is a series of contemporary efforts to 
provide identification without being named, intimacy without 
friendship. Encounter groups, hotlines, radio talk shows, laun- 
dromats, shopping malls, and McDonalds as community cen- 
ters—these and many others are surveyed by the author as he 
describes our efforts. Communes, of course, come in for com- 
ment, and it is interesting to note that most of their inhabitants 
migrate from house to house just as their parents had migrated 
from town to town following the company’s game plan. 

Some of the data that Keyes offers us are overtly disturbing. 
The average American family sits down for dinner together 
only three times a week. And even then, two out of the three 
families leave the television on during dinner. It is easy for us to 
forget that 99 percent of the human animal’s time on earth has 
been spent in small intimate groups of hunter-gatherers. One 
wonders what kinds of prices we are paying for our rapid social 
evolution beyond our past. 

It is because we often see the price being paid in our patients 
that this book is worth reading for us as professionals. It is seri- 
ous, thought-provoking, and enjoyable. 
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Communicational Structure: Analysis of a Psychotherapy 
Transaction, by Albert E. Scheflen, M.D. Bloomington, Indiana 
University Press, 1973, 378 pp., $15. 


Space requirements prevent doing full justice to this book 
and to the major intellectual effort it samples. Scheflen is a 
former psychoanalyst whose incessant curiosity has led him far- 
ther and farther from the narrow limits of that specialized dis- 
cipline. This book is a report of a ten-year effort in examining 
and reexamining a small sample of a psychotherapeutic inter- 
view in which two psychotherapists work with a mother and her 
schizophrenic daughter. As an indication of Scheflen’s versatil- 
ity and progressive exploration, this report can be seen as in 
some ways “halfway” between his original psychoanalytic in- 
terests and his current, highly esoteric interest in territoriality. 

Scheflen and his long-time colleague, Birdwhistell, pioneered 
the exploration of the context of language, developing methods 
for making more and more precise descriptive accounts of the 
specifically “*kinesic,” that is, the postural-gestural background 
of verbal discourse. They have been able to show that there is a 
structure in ordinary human social intercourse that has the 
characteristics of what might be called in a musical analogy a 
polyphonic scheme, with many different tunes carried in differ- 
ent instruments. The metaphor breaks down, of course, when 
we note that kinesic messages are specifically nonvocal and si- 
lent, conveying a context through a visual route. 

What differentiates kinesic discourse from verbal discourse is 
the opaqueness of the sign system to ordinary observation. For 
the most part, the signs sent are picked up on a purely uncon- 
scious level, and the interpretation of the message received is 
likely to be included among a number of other interpretative re- 
sponses that are summed up in the mixture of verbal, gestural, 
postural, and paralinguistic signifyings involved in the reply. 
What makes the situation even more tantalizingly complex is 
the necessary recognition, as soon as one begins to study any 
part of this incredibly complex situation, that the linear separa- 
tion of message sent from message received is an illusion, since 
even as a message is being sent it is continuously being altered 
through the perception of the attitudes exhibited by the receiver, 
who has not yet received the full message. 

The beginnings of context analysis can easily be found in 
Freud’s comments regarding a hypothetical respondent, “If his 
lips are silent, he chatters with his fingertips’ (1). The inter- 
pretation of what Reich called “character defenses” in the ar- 
moring of posture and gesture is a significant beginning of psy- 
choanalytic ego psychology. Throughout the whole history of 
the psychoanalytic movement, we see an increasing awareness 
of the multidimensionality of communicational praxis—and 
thus of a steady widening and relativization of the concept of 
unconscious significance. 

It is worth noting, though perhaps not specifically relevant to 
this book so much as to the whole of Scheflen’s work, that these 
investigative methods merge directly into the work of etholo- 
gists—in a tradition beginning with Darwin’s work on the emo- 
tional significance of postural-gestural display in animals. Once 
this is understood, it is an obvious short step to move into the 
ethological idea of territory and thence back into the human 
context to find there the many points of relation between animal 
predecessor and human developed mechanisms of establishing 
abstract territorial limits. 

In recommending this book highly, I should emphasize that it 
is not so much the single work but the whole of a very produc- 
tive career that should be celebrated. It is perhaps unfortunate 
in Our print culture that Scheflen’s presentation of a self is so 
much fuller and more meaningful in person than is any bare- 
bones literate display. But he is a master of the richness of kine- 
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sic Communication, not quite so much at home in the rarefied 
atmosphere of a stripped-down verbal presentation. 
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Stranger in the Family: A Guide to Living with the Emotionally 
Disturbed, by Claire Burch. New York, Bobbs-Merrill Co., 
1972, 233 pp., $6.95. 


Claire Burch’s manual is, on the whole, the most objective, 
clear, concise, and well-informed compendium of explanations 
and advice to families on how best to understand and help be- 
haviorally disturbed relatives and friends that I have ever 
read—and as clinician, teacher, author, and editor, I have read 
a great many. But inasmuch as no work of man is perfect, here- 
with a few capsule comments on the book’s merits and occa- 
sional lapses. 

Chapter 1, titled “What is Emotional Disturbance?” is a bal- 
anced, literate clarification of the concepts of mental health and 
illness. 

In chapter 2, “Learning to Roll with the Problem,” the au- 
thor’s frequent use of you” cogently reminds the reader of the 
varieties of his own responses to stress. She explains how some 
of these may become exaggerated, fixated, and, though familial 
and social interactions, thereafter be labeled “mental illness.” 
One may cavil at the implication that “depressions ... [may] 
run a course of months or years” or that psychiatric hospital- 
ization is necessarily difficult and onerous, but the exposition is 
predominantly lucid and empathetic. 

Chapter 3, “Different Forms of Treatment,” is a brief but 
fairly accurate description of the qualifications and procedures 
of various “schools” of therapists. Group methods and drug ac- 
tions are described a bit too casually, but the reiterated cautions 
against excessive expectations for any treatment modality are 
commendable. In chapter 4, “Problems of Grownups,” Ms. 
Burch modifies some of the material in chapter 2 and warns the 
family against facile “home diagnoses’’—but then proceeds to 
describe stereotyped “psychiatric syndromes.” However, the 
exposition will be illuminating to those unacquainted with the 
varieties, intensities, and combinations of various patterns of 
deviation. 

Chapter 5 is titled “The Child.” This chapter presents a mas- 
terful description of childhood behavior disorders, including 
heartbreaking cases of autism and the accompanying parental 
agonies, with eloquently sympathetic advice on how to deal with 
both. Chapter 6, “Office Treatment,” further clarifies the meth- 
ods and optimal functions of various categories of psychiatrists, 
psychoanalysts, psychologists, social workers, and allied per- 
sonnel, with helpful hints on how to avoid those not profes- 
sionally qualified. 

In chapter 7, “Hospitalization,” Ms. Burch enumerates the 
medical, moral, analytic, familial, conspiratorial, and societal 
models that differentiate various approaches to institutional 
therapy. There are unnecessarily pejorative passages about “‘sa- 
distic attendants” and the frequent necessity for relatives to 
“bring pressure on the slow-moving administrations ... [para- 
lyzed by] red tape,” but this chapter, too, is full of sage advice 
as to the family’s choice of a proper private or state hospital 
and how best to cooperate with it. Chapter 8, “Home Again,” 


provides more excellent guidance, with vivid case vignettes, on 
how best to treat a family member discharged from the hospi- 
tal, with clear differentiation of how to rehabilitate or at least 
prevent further deterioration in psychotic, suicidal, organically 
ill, and senile patients. 

Chapter 9 is titled “The In-between World.” Aside from a 
solecism to the effect that “the main function of a halfway 
house ... cannot be underestimated” (italics mine), this is a 
highly informative overview of the organization, utilization, and 
increasing effectiveness of correctional schools, crisis clinics 
and psychiatric emergency wards, and day, night, and weekend 
hospitals. 

Chapter 10, “Addicts,” deals incisively with the underlying 
social alienation of the addict and with popular misconceptions 
of both the dangers and the illusory ““mind expanding” proper- 
ties of the drugs to which the disgruntled escapist may have re- 
course. Despite some prolixity, the advice given to families and 
friends of addicts is pragmatic and wholesome. Chapter 11 is ti- 
tled Alcoholism.” Aside from the gratuitous and biologically 
unfounded designation of alcoholism as “a disease,” the coun- 
sel given to wives, children, and friends of alcoholics is soberly 
objective. 

In chapter 12, “Mental Retardation,” one paragraph implies 
that since 85 percent of all cases of mental deficiency are not ge- 
netically predetermined, mental retardates should be free to 
marry —and thus disregards the possibility that they may be in- 
adequate parents. Apart from such minor slips, this chapter is 
Superb in its conservative optimism regarding prognoses and in 
its detailed directives to parents as to the necessity for consid- 
ering familial, sibling, and other priorities in providing for 
home, school, or institutional care of children with various 
forms of brain lesions or behavioral defects. 

Chapter 13, titled “Let My People Go,” reiterates the au- 
thor’s previous recommendations regarding the necessity of em- 
pathizing with the mentally disturbed and of comprehending 
their world. 

The epilogue is an autobiographic coda admitting the relativ- 
istic and dovetailing nature of all classifications and therapies of 
that most protean of concepts, “mental illness.” 

The glossary lists the official APA classification of mental 
diseases, with case illustrations chosen about as well as they can 
be to fit our unsatisfactory current nosology. 

If this critique of some of the contents of the book seems to 
qualify in part my opening praise, it is only that I wish to em- 
phasize that its occasional misstatements are negligible com- 
pared to its merits as a well-organized, soundly researched, and 
eloquently written manual. I therefore sincerely recommend it 
not only for troubled families with behaviorally alienated 
““strangers”’ in their midst, but also as helpful reading for home 
nurses, medical students, social workers, psychiatric residents 
and yes, psychiatrists. 


JULES H. MASSERMAN, M.D. 
Chicago, Ill. 


Long-Term Prognosis after Attempted Suicide: A Personal Fol- 
low-up Examination, by Nils Retterstol, M.D. Springfield, Ill., 
Charles C Thomas (U.S. publisher), 1971, 110 pp., $11. 


Long-term follow-ups of patients are infrequent in the psy- 
chiatric literature. Follow-up by personal interview is even 
rarer. But personal follow-up by a psychiatrist previously ac- 
quainted with the patients must be rarest of all. It is a difficult 
undertaking requiring much foresight. This slim monograph 
presents data on 71 patients with a history of suicide attempts 
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during the preceding six months who were admitted to the psy- 
chiatric department of the University of Oslo over a three-year 
period. Data are given on the 63 patients followed up by per- 
sonal interview after an average interval of eight years and on 
the six who died. (There were two refusals.) Although the selec- 
tion process yielded a sample weighted somewhat toward older 
persons, men, and those with more serious psychiatric illness 
than in most suicide attempter studies, the findings are remark- 
ably similar to those previously reported. There was an in- 
creased general mortality, as is commonly found in psychiatric 
patient populations. However, suicides (one definite and one 
possible) were fewer than in other investigations, despite a sub- 
stantial amount of serious psychiatric illness. This result is not 
accounted for. 

One of the most difficult questions in attempted suicide is 
that of the effect of treatment versus the effect of the act itself 
(plus hospitalization) on outcome. How should we treat these 
patients? From a long follow-up some light could surely be shed 
on this question. The case material includes antecedent condi- 
tions that vary from chronic, unyielding interpersonal conflict 
to the 31 percent of patients who had “no precipitating factor 
for the actual suicide attempt other than the patient’s mental 
disorder’ (author’s italics). The requisite differences in treat- 
ment occurred but no systematic account is given of various an- 
tecedent circumstances, including clinical diagnosis, as they re- 
late to receiving One or another type of treatment, or to various 
outcomes. 

More than one-third of the text is devoted to 18 case histo- 
ries. They are clear and concise and have a charmingly rural fla- 
vor, reflecting the agrarian-maritime character of Norway. 
These cases are offered as illustrative of various types of prob- 
lems, interventions, and outcomes. Features of the case vi- 
gnettes are reiterated in the text, but no tabular material or 
other presentation of the complete data is offered to permit the 
reader to make his own comparisons and derive his own con- 
clusions. Retterstol reveals a bias in favor of psychotherapy 
(given to only one-third of the patients) or psychosocial therapy 
(given to perhaps one-sixth of the patients). But since 81 percent 
of the patients were “‘in full social function at follow-up,” some 
other approaches may have been effective as well. Apparently 
the quality of survival was different for each patient, but the ac- 
count is contained in a single paragraph and the relationship to 
treatment and to antecedent circumstances is blurred. These 
Omissions are all the more frustrating because the author must 
have the data. There is no hint of concealment, just a failure of 
the author to share with us more than a sampling of the wealth 
of data he collected. One must wonder if the publisher exerted 
too much pressure to get into print before the current interest in 
suicide wanes. (One may also wonder at the publisher’s price of 
nearly ten cents a page.) 

The book includes the concise, thorough, multilingual litera- 
ture review so characteristic of Scandinavian psychiatric inves- 
tigations. Stengel is quoted extensively, and parts of the present 
case material are noted to conform to various observations of 
his, i.e., the “appeal function” and the ‘‘ordeal character” of 
the suicide attempt. Perhaps Retterstol’s most significant ob- 
servation is that on follow-up one-third of the suicide at- 
tempters regarded the suicide attempt as a turning point in 
their lives. The case histories given bear this out. But how the 
turning occurred or was brought about is described only in- 
completely. l 

Retterstol is at his best in the case vignettes. He clearly has a 
feeling for the patients and their circumstances and is able to 
communicate it. It is therefore all the more regrettable that he 
did not present a vignette of every patient. Much personal effort 
went into this study, but to this reviewer it proves more frustrat- 
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ing (for what must be in the author’s files and unreported) than 
enlightening. An expanded version containing all of the case 
histories and more tabular material would be most welcome. 


GEORGE E. Murpuy, M.D. 
St. Louis, Mo. 


Languages of the Brain, by Karl H. Pribram, M.D. Englewood 
Cliffs, N.J., Prentice-Hall, 1971, 414 pp., $9.50. 


Ex-neurosurgeon Karl Pribram, well known for his Plans and 
the Structure of Behavior (in collaboration with Galanter and 
Miller) (1) and the test-operate—test-exit (TOTE) model, has 
made an all-out effort to take the interested reader along the 
paths he himself has followed in his studies of the brain. In my 
opinion, he may well have come closer than anyone else to date 
to an overall picture of the brain/behavior process in all its fan- 
tastic complexity. To summarize briefly this overview of neuro- 
science —at least Pribram’s version—is impossible, for every 
page bears its quota of hypotheses, ideas, references, and in- 
timations; some are new, some old, and some borrowed. The 
reference section alone would be worth the price of the book 
and would make a fine study guide for the professional starting 
to suspect that our brains have something to do with the way we 
carry on. 

The book is divided into four major sections: Part | presents 
a two-process mechanism of brain function, which I will discuss 
in detail later. Part 2 ascends into the never-never land of the 
organization of psychological processes. On firmer ground, part 
3 covers neural control and modification of behavior. Part 4 is a 
valiant attempt to hitch this mélange to human thought, lan- 
guage, and behavior. However, these few sentences give no hint 
of the immense amount of analytic and synthetic thinking in- 
volved in interweaving so many research reports, so much data, 
and such abundant gleanings from the past masters in this field. 

A number of innovative concepts are presented. Perhaps the 
most controversial will be Pribram’s idea that the “slow-wave 
microstructure” (the variation in the algebraic sum of charges 
at extracellular junctions) is a second major mode of brain func- 
tion. Second, he leans strongly toward a holographic model of 
nervous system patterning. Third, he develops arguments for a 
radical revision of concepts of sensory-motor systems, propos- 
ing that the brain constructs an “image of achievement” of the 
desired act or movement, with subsequent nervous activity to 
change the present body state to the desired one—quite a 
change from the piano-keyboard idea of muscle action. Pri- 
bram also marshals evidence that “association” occurs within 
areas, not between, and offers the suggestion that so-called as- 
sociation fiber tracts are in actuality suppressors and inhibitors 
of activity. This possibility is strengthened by the finding of 
multimodality in some cells in primary projection areas. 

As to the book itself, there is little to criticize. There are 
ample and excellent illustrations and diagrams, although occa- 
sionally it is difficult to ferret out what the author wishes to con- 
vey. The typeface is a pleasure to read. In the picayune depart- 
ment, there are two misspellings (on pages 362 and 367). The 
diagram of “three worlds” (as if dualism isn’t bad enough!) on 
page 381, credited to Eccles, might more properly bear a refer- 
ence to Hans Popper, whose brainchild it is. 

It is difficult to end this review without making a few com- 
ments (which are not meant as criticisms of Dr. Pribram or his 
book). As far as neuroscience in general is concerned, the con- 
ceptual problems are not as yet solved and may well prove to be 
the major current obstacle to progress. For example, ‘thabit- 
uation” might better be termed “gradually increasing aware- 
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ness of a continuing decrease in the amount of ambiguity per- 
ceived.” Although adaptation looks like habituation, it isn’t, 
and dishabituation smells much more like arousal, the latter 
also covering orienting reflexes and the like. Where Pribram 
has looked beyond traditional labels, he has come up with re- 
freshing ideas; I wish he had done the same with the lethal tri- 
chotomy of perception/cognition/affect, which for so long has 
inhibited a holistic view of brain function. 

The second block is not the mind/body dichotomy, but that 
hewing the indivisible individual into body and brain. Memory, 
alas, remains a noun instead of a verb, and the reconstructions 
(literally) of information are largely ignored by theorists still 
mired in the pigeonhole or filing-system model. The third and 
major block is the tendency of the neuroscientist to acknowl- 
edge the existence of emotion and then to ignore this uncom- 
fortable subject as thoroughly as possible. (Who has not experi- 
enced the diminution in visual field that occurs with even 
transitory anger? Who hasn’t said, “I can’t think while you're 
screaming at me like that!’”?) There is even an (unnamed) emo- 
tion that accompanies every “statement” the brain makes, rela- 
tive to the self-conceived validity and/or significance of the 
statement. 

I would greatly enjoy sharing Pribram’s thoughts on all he 
has written if he would temporarily change his model of man 
from that of a rational animal to an irrational one, if only he 
would regard images as fantasies of reality as perceived, and if 
he would regard emotion as an invariable continuous con- 
comitant of all life forms. (Garrett Hardin once suggested 
that if an amoeba were the size of a small dog we would be 
much more able to accept the idea of its fears, hopes, and plea- 
sures.) Unfortunately, human beings call their delusions “per- 
ceptions” and “cognitions,” thus falsely intimating their cor- 
rectness and enslaving themselves by reifications that are real 
only in their brains and that are clutterers of the speech stream. 
Pribram’s TOTE model becomes even more fascinating when 
regarded as the comparison of fantasies (the world as it is 
versus the world as it ought to be). Although the universe is 
real, we are prisoners in our skulls, preferring irrational cer- 
tainties to rational probabilities. Perhaps (forgive the allitera- 
tion) Pribram’s paradoxes are the guideposts to lead us out of 
the subjective/objective maze. 

It is a pleasure to give a warm recommendation to this book. 
Although Pribram has raised more questions than he has an- 
swered, his book is a step toward the day when some polymath 
will put it all together. 
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Early Years of the McLean Hospital, by Nina Fletcher Little. 
Boston, Francis A. Countway Library of Medicine, 1972, 176 
pp., $8.95. 


This is the earliest known account of life in one of New Eng- 
land’s first mental hospitals, McLean, which was founded in 
Charleston, Mass., in 1825. The book has the objectivity of 
being written by neither an angry patient nor a defensive super- 
intendent. Rather, it is in the form of a journal written by a 
Harvard medical student, George William Folsum, who acted 
as the hospital’s apothecary and sometime attendant. Like 
medical students today, he found “crazy people much more 


pleasant than I expected—and easily managed by the atten- 
dants.” The diary is lovingly annotated and illustrated to what 
should be the delight of historians of Boston’s first quarter of 
the nineteenth century as well as of students of the administra- 
tion and construction of hospitals. 

Of particular interest to me was the light thrown on the spe- 
cific day-to-day meaning of ‘moral treatment.” This idea was 
one source of the community mental health center movement, 
as is illustrated by Bockoven’s work and its relationship to the 
development of the Massachusetts Mental Health Center and 
Action for Mental Health (1). The tenets of moral treatment, so 
abundantly illustrated in this book, were close patient contact, 
family atmosphere, strong and wise leadership, and religious 
goals and teaching. This last was of first importance. Indeed, 
more than once in George Folsom’s diary a patient’s improve- 
ment is heralded because the patient has begun reading the 
Bible! 

Such an observation would seldom produce that response 
today, more likely the opposite. Certainly there is a social cul- 
ture in contemporary hospitals, but it is not moralistic and it is 
more permissive than authoritarian, for all the talk of setting 
limits. Nor has the appearance of more patients with character 
problems and perhaps fewer schizophrenic patients yet changed 
that culture. I believe that one reason for this signals the sharp- 
est difference between present mental hospital life and the 
moral treatment era so interestingly detailed in this book. 

Where the earlier period looked to the Bible for guidance on 
mental and emotional problems, which often meant rescuing 
patients from masturbation and intemperance, the present pe- 
riod looks to secular, scientific, psychological, and sociological 
sources. These last are most dramatically absent from Folsom’s 
account. There are descriptions of the usual problems of atten- 
dants: elopements, dependent patients, spoon swallowers, and 
the like. There is also a strong interest in various medicines and 
in the patients’ disorders of brain and body. But there is nothing 
remotely like contemporary insight and not even many recog- 
nizable diagnoses. For those skeptical of the breadth and 
strength of psychiatric development in the last century and a 
half, this book should be answer enough. 
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The Writings of Anna Freud, vol. VII: Problems of Psycho- 
analytic Training, Diagnosis, and the Technique of Therapy, 
1966-1970. New York, International Universities Press, 1971, 
290 pp., $12.50. 


This latest volume of Anna Freud’s writings contains a wide 
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variety of selections. The papers include some long, methodical, 
carefully formulated presentations of the symptomatology of 
childhood and infantile neurosis. Also included are philosophi- 
cal and critical essays on training in child and adult analysis. 
These contain some serious recommendations for institute 
training programs. There is an assortment of shorter papers and 
comments on a variety of issues: law and psychoanalysis, resi- 
dential care of children, child-care workers, and the burdens of 
the translator of scientific works. 

Anna Freud’s writings are very familiar to students of psy- 
choanalysis, to most psychiatrists, and to those who work with 
children. Her writing style here is as clear as ever, and the 
reader will be impressed again and again with how clearly she 
formulates very complex issues. The papers on disturbances in 
childhood and adolescence adhere closely to the “‘lines of devel- 
opment” concepts growing out of the work of the Hampstead 
Clinic over the years. She continues to integrate direct observa- 
tion of children, data from child analysis, and the reconstruc- 
tions from the analyses of adults. Her plea for diligence in the 
formulation of a well-balanced working metapsychology serves 
to pull these data into a meaningful theoretical framework. 

There are several papers addressing technical matters impor- 
tant to child analysis. She points to the difficulties in the path of 
the analysis of children and in the way of the analyst’s choosing 
to work with children. However, she is not sparing in pointing 
out which difficulties she considers real problems and which are 
manifestations of resistance. 

The papers on the role of psychoanalysis in residency train- 
ing in psychiatry and on the training of psychoanalysts are 
direct, confronting, and provocative. She takes the clear posi- 
tion that training in child analysis should be a regular part of 
every analyst’s education and advocates the goal that the psy- 
choanalyst should be able to move in his work between various 
age levels with much greater freedom than is possible on the 
basis of the experience gained at present during institute train- 
ing. 

Ms. Freud joins the increasing group of candidates and 
educators in analytic institutes who urge an overhaul of the en- 
tire institute training concept. Psychoanalysis demands a full- 
time commitment, and the training years should occupy the full 
time of the candidate, not those hours he can spare after a busy 
day trying to earn a living doing something else. The economic 
issues must be met somehow, and so must the concerns about 
the selection process for candidates, which has tended to be- 
come too restrictive and prejudiced. The usual institute curricu- 
lum is too closely tied to conventional educational approaches 
and is not sufficiently adventuresome. 

This is an interesting collection of papers. However, the in- 
clusion of such a wide variety of essays reminds the reader that 
the volume is indeed a collection of writings related by time of 
writing and is not held together by a continuity of subject mat- 
ter. 


EDWIN C. Woop, M.D. 
Houston, Tex. 
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Fall Committee Meetings 


Following is asummary of the proceedings of the fall com- 
mittee meetings of the American Psychiatric Association, 
which were held in Washington, D.C., in October 1973. 


The Council on Medical Education and Career Development 


ALBERT J. SILVERMAN, M.D., CHAIRMAN 


THE COUNCIL ACCEPTED the report of the Commission on His- 
tory, David F. Musto, M.D., chairman, with thanks and recom- 
mended approval of the following recommendations of this 
commission: |) that APA pledge support for the Benjamin 
Rush Lectureship on Psychiatric History in the amount of 
$1,000 annually, if the anticipated outside funds are not sup- 
plied, and 2) that the Board of Trustees authorize the Medical 
Director to explore the possibility of alternative sources of sup- 
port for the Benjamin Rush Lectureship. 

The Council strongly endorsed the commission’s recommen- 
dation that the Library and Museum Advisory Committee con- 
sider the problem of the preparation of valuable records depos- 
ited in the APA archives for use by APA members and other 
scholars. This should be done with the assistance of the APA 
staff to determine whether a reallocation of the present budget 


or an increase in the budget for the archives would begin to rec- . 


tify this situation. Without some progress in this area, it is prob- 
able that APA will not be able to attract future deposits. 

The Council accepted the report of the Committee on Medi- 
cal Education, Harold I. Kaplan, M.D., chairman, with thanks. 
This committee is deeply concerned about whether a Task 
Force on Teaching Behavioral Sciences in Medical Schools 
should be appointed. The members will study the situation in its 
entirety and report their findings and recommendations to the 
Council. 

The Council strongly endorsed the committee’s recommen- 
dation that APA formalize its liaison with the Association of 
American Medical Colleges and designate someone to fill this 
role. 

The Council accepted the report of the Committee on Con- 
tinuing Education, Robert A. Senescu, M.D., chairman, with 
thanks. The Council strongly endorsed the committee’s recom- 
mendation that it function as the advisory committee for all as- 
pects of APA’s continuing education program and that the re- 
port of the Task Force on Continuing Education be used as a 
preliminary general guideline for the development and imple- 
mentation of an APA continuing education program. It also en- 
dorsed the committee’s plan to further refine and modify vari- 
Ous criteria and other items described in the task force report. 


The Council directed the committee to study the entire mat- 
ter of recertification and to make suggestions regarding it in a 
preliminary report to the Council before its next meeting, which 
has been tentatively set for March 7, 1974. 

The Council accepted the report of the Task Force on Re- 
search Training, Frederic G. Worden, M.D., chairman, with 
thanks and approved its recommendation to nominate can- 
didates to fill two vacancies on the task force. 

The Council accepted the report of the Committee on Gradu- 
ate Education, Henry Coppolillo, M.D., chairman, with thanks. 
Because of a misunderstanding this committee met a day early, 
and consequently none of its component parts reported to it. 

The Council requested that Bernard Bandler, M.D., Council 
liaison to this committee, discuss with the chairman and mem- 
bers the use of the self-assessment examination as well as other 
modes of examining psychiatric residents in order to move to- 
ward developing specific recommendations, if they should be in- 
dicated. 

There is great interest on the part of this committee as well as 
the Committee on Medical Education and the Committee on 
Continuing Education in the views expressed by the National 
Board of Medical Examiners in their June 1973 publication en- 
titled Evaluation in the Continuum of Medical Education. This 
report was concerned with education at all levels. Because of 
this and the apparent urgency, the Council agreed that its chair- 
man should direct the three committee chairmen to work to- 
gether in monitoring developments at the National Board of 
Medical Examiners with regard to medical education and also 
agreed that the three committee chairmen be asked to prepare 
periodic written reports for the Council. The first such report 
should be presented to the Council at its next meeting. 

The report of the Subcommittee on Certification in Adminis- 
trative Psychiatry, Archie R. Foley, M.D., chairman, was ac- 
cepted with thanks. A recommendation was made by the Coun- 
cil regarding the future place of this subcommittee in the 
structure and organjzation of APA. 

The Council accepted the report of the Task Force on School 
Consultation, Sheldon D. Glass, M.D., chairman, with thanks. 
The task force is well along in its job of preparing a monograph 
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on school consultation. It will submit a completed document by 
February 1974, along with two editorial reviews done by per- 
sons with expertise in this area. The task force plans to self-de- 
struct in December 1974, when it will have a final report. 

The-Council accepted the report of the Task Force To Plan a 
Conference on Family Life Education, Arnold M. Kallen, 
M.D., chairman, with thanks. The task force is well along in its 
planning of the conference. It was reminded of its agreement 
upon reappointment last year to find funds outside APA to sup- 
port the conference, since APA had no funds for this purpose. 
The final decision regarding whether or not APA should co- 
sponsor the conference will be made when the conference plans 
are completed. The present trend of thought is for APA to 
agree to be a cosponsor. . 

The task force will submit its final report in November 1973 
and then will self-destruct. 

The Council accepted with thanks the report of the Sub- 
committee on Education of Physicians, H. James Lurie, M.D., 
chairman, and noted its plans for the next Colloquium, primar- 
ily in cooperation with the Committee on Liaison with the 
American College of Physicians. 

The Council received the report of the Task Force on Contin- 
uing Education, James Naiman, M.D., chairman, with thanks. 
This report contained recommendations regarding require- 
ments, credits, accreditations, and organizational responsibility 
as these things pertain to the continuing education of psychia- 
trists, as well as statements about recertification. The Council 
does not wish to convey the impression that this report should 
now represent the APA position on the continuing education of 
psychiatrists. It is clear that such a position will evolve over 
time. 

The Council did, however, accept the recommendation of the 
Committee on Continuing Education that the task force report 
- be regarded as a preliminary general guideline for the devel- 
opment of a continuing education program by APA. 

The Council discussed the monograph to be entitled ‘*Eval- 
uation Methods in Psychiatry,” Hyman Muslin, M.D., editor. 
It was felt that it had been greatly strengthened by its rework- 
ing. The Council recommended that the monograph be pub- 
lished by APA after editorial changes recommended by the 
APA publication staff. 

It was the Council’s opinion that the publication policy for 
certain documents needed to be reviewed. It therefore recom- 
mended that only manuscripts describing activities initiated or 
conducted by APA be published by APA. 

The Council reviewed the issue of who should be permitted to 
take the APA self-assessment examination. It recommended 
that the self-assessment examination be offered only to physi- 
cians (generally psychiatrists) and further recommended that 
because of the experience and expertise of APA in designing 
these examinations, the Association make itself available on 
request to provide consultation services to other mental health 
professional organizations that wish to develop their own self- 
evaluation examinations. 
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The Council reviewed the proposal for a symposium on men- 
tal health administration made by a tripartite task force (APA, 
Association of University Programs in Hospital Administra- 
tion, Association of Mental Health Administrators) and recom- 
mended that $2,000 be pledged from its budget to help cover the 
costs of the symposium. 

The Council again considered the matter of certification in 
administrative psychiatry and recommended that APA develop 
a Commission on Certification in Administrative Psychiatry re- 
sponsible directly to the Board of Trustees. 


The Council discussed the matter of the internless residency. 
Edward Auer, M.D., described to the Council a study he is con- 
ducting on this subject. The Council had previously requested 
the American Association of Chairmen of Departments of Psy- 
chiatry to take this subject under consideration. The Council 
will continue to review the situation, feeling that more time is 
needed before sound judgments can be made about the effects 
of the lack of an internship on a resident. 


The Council received the final report of the Task Force on 
Training of Foreign Medical Graduates, Milton H. Miller, 
M.D., chairman, with thanks. The Council was pleased to learn 
that a grant request made to the University of Michigan for a 
program concerned with the education of foreign medical grad- 
uates in psychiatry has received approval and funding. It rec- 
ommended that a subcommittee on foreign medical graduates 
be established under the Committee on Graduate Education. 
The subcommittee’s function would be to serve as advisory 
body to the University of Michigan grant program and to work 
on the long-range problems of foreign medical graduates. 

On request of the president of the American Board of Quali- 
fication in Electroencephalography the Council recommended 
that APA endorse the following statement: “The APA should 
recommend to the American Board of Psychiatry and Neurol- 
ogy, Inc., the establishment of a Subspecialty Board or a cer- 
tifying examination ‘with special competence in’ electroenceph- 
alography.” 

Because of its importance to medical education the Council 
discussed the report of the National Board of Medical Exam- 
iners entitled Evaluation in the Continuum of Medical Educa- 
tion. The Council is studying the reaction of professional educa- 
tional organizations to this report and will continue to be alert 
to the report’s potential impact on the entire range of medical 
education. 


The American Association of Sex Educators and Counselors 
(AASEC) raised the question of whether APA was interested in 
working with AASEC toward developing possible certification 
in sex education. The Council referred the question to the Task 
Force To Plan a Conference on Family Life Education. 


The Council received the final réport of the Task Force of 
Residents, John M. Scanlan, M.D., chairman, with thanks. In 
line with the Council's previous recommendation, a Committee 
of Residents has been established, which functions under the 
Council on Internal Organization. 


The Council on Mental Health Services 


JAMES C. JOHNSON, M.D., CHAIRMAN 


THE COUNCIL ON MENTAL HEALTH SERVICES has held two full 
meetings this year, the first on October 13, 1973, and the second 
on January 26, 1974. The Council has an extensive group of 
components, each of which has been responsible for the study of 
topics of major importance to the Association and for the devel- 
opment of recommendations and position statements or policy 
statements regarding these topics. In view of the added respon- 
sibilities that have been imposed on certain components of the 
Council, it has found it necessary to exceed its budget for this 
year, with assurance, however, that its activities will not be cur- 
tailed because of fiscal considerations. 

In addition to the Council’s ongoing commissions, com- 
mittees, and time-limited task forces, new areas of interest have 
been directed to the Council for its consideration. The first is a 
possible study of human services systems as compared with in- 
dependent departments of mental health as they exist in the 
various states today. The Council has submitted a proposal to 
the Joint Information Service of APA and NAMH to developa 
plan for study of this area and has asked the Assembly of Dis- 
trict Branches to respond to a questionnaire concerning the op- 
eration of state systems of mental health. The Joint Informa- 
tion Service has this suggestion under active consideration, and 
the questionnaire has been approved for distribution. 

The recently issued Current Procedural Terminology, pub- 
lished by the American Medical Association, includes a brief 
listing of psychiatric procedural terminology. Because third- 
party reimbursers will be using this volume as an indexed refer- 
ence for the payment of services, the Council has approved pub- 
lication of a “Mini-Current Procedural Terminology” specifi- 
cally for psychiatry, with appropriate annotations, that will be 
distributed to the membership and to appropriate third-party 
reimbursers. The Council recommended that a method be de- 
veloped for adding items to the terminology when usage and ne- 
cessity indicate such action. Á 

The Council has added a Task Force on Problem-Oriented 
Records to its components. Its charge is to make recommenda- 
tions concerning the problem-oriented psychiatric record. Be- 
cause of budgetary considerations this task force will not meet 
before April 1974, but the members have been appointed. Rich- 
ard L. Grant, M.D., has been appointed chairman. 

The following is a report of the activities of the individual 
components of the Council for the past year. 

The Commission on Childhood and Adolescence, Viola Ber- 
nard, M.D., chairman, has an extensive membership, consisting 
primarily of child psychiatrists. In considering the significant is- 
sues and services relating to the nation’s children and youth, the 
commission has attempted to focus on the topics of highest pri- 
ority at the present time and to develop short-range objectives 
within long-range prospectives. An attempt will be made by the 
Reference Committee to assure adequate representation of 
child psychiatrists on the relevant components of each council, 
in order to ensure that the interests and rights of children are 
considered when appropriate. 

The commission has received permission to hold two addi- 
tional meetings between now and October 1974 in order to de- 
velop a standard of priorities for services to children and youth 
in community mental health centers and to discuss how these 
services can be adequately covered by third-party reimburse- 


OFFICIAL ACTIONS 


ment—including federal and local welfare programs, private in- 
surance carriers, and others. 

During the past 18 months the Ad Hoc Committee on Pro- 
fessional Standards Review Organizations (PSR Os), Frank 
Sullivan, M.D., chairman, has undertaken the complicated and 
difficult task of developing model criteria sets for the various 
psychiatric diagnoses that might require the patient’s hospital- 
ization. In a relatively short period of time the committee has 
accomplished an enormous amount of work and has developed 
model criteria sets for use by individual psychiatrists vis-à-vis 
local PSROs. These sets are considered to be a dynamic docu- 
ment, subject to repeated modification on the basis of ex- 
periential input from the users; they would need to be updated 
at appropriate intervals. The sets have been submitted to the 
AMA for inclusion in its compendium of model criteria sets 
from other specialty societies. The Association expressed its ap- 
preciation to the committee for its significant accomplishment. 

The Council feels that it is both necessary and desirable to 
maintain some component with the overall responsibility of 
promoting peer review, including exploration of related contin- 
uing education projects, monitoring and updating the PSRO 
model criteria sets, and keeping abreast of the issues involved in 
utilization review. 

The Committee on Financing of Mental Health Care has 
been reorganized under the chairmanship of William Goldman, 
M.D., and has continued its intensive study of the various 
modes of reimbursing mental health services by all sources of 
such funding. The committee will review a draft document re- 
lating to insurance coverage for the mentally ill and will provide 
additional input. In addition to its October 1973 meeting it will 
convene on March 22, 1974, to complete its deliberations. 

The Committee on Federal Government Health Services, 
Stewart L. Baker, Jr., M.D., chairman, submitted a number of 
cogent recommendations that are in the process of being imple- 
mented. These concerned the need to establish staff liaison with 
the Veterans Administration and district branch liaison with re- 
gional VA offices, county or-state medical societies, and the 
Vietnam Veterans Committee at local VA hospitals, and to un- 
dertake other outreach with related organizations. The com- 
mittee emphasized the need to study the potential impact of the 


' study by the Task Force on Department of Defense Health 


Services of the U.S. Office of Management and Budget and the 
Department of Health, Education, and Welfare, noting that the 
task force study is primarily budget-oriented rather than focus- 
ing on quality of care. The committee also requested assistance 
from the district branches in informing local military estab- 
lishments of the availability of civilian mental health profes- 
sionals to augment local military mental health services. An- 
other item that has been referred by APA to this committee for 
further study is a position paper concerning the need for con- 
fidentiality in military drug abuse treatment programs. 

The Task Force on APA Standards for Psychiatric Facilities, 
William S. Allerton, M.D., chairman, has succeeded during the 
past year in providing revisions of various sections of the APA 
publication entitled Standards for Psychiatric Facilities to con- 
form to new standards of the Joint Commission on Accredita- 
tion of Hospitals and proposed PSRO standards. These revi- 
sions have been approved by the Council for inclusion as a 
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supplement to the present edition of Standards for Psychiatric 
Facilities and would be included in the text at its next printing. 
The Task Force on Private Psychiatric Hospitals, John H. 
Houck, M.D., chairman, has almost completed its study of the 
status of private psychiatric hospitals and their particular im- 
portance to the provision of services in the mental health service 
delivery system. The final draft of the deliberations and recom- 
mendations of the task force should be available by May 1974. 
The Task Force To Study the Status of Nursing Homes and 
Other Extended Care Facilities has been relatively inactive 
since the resignation of its previous chairman. Seymour J. Vie- 
ner, M.D., has been appointed the new chairman. The principal 
charge of the task force is to study the importance of extended 
care facilities in providing residential treatment, aftercare, and 
rehabilitation to mentally disabled patients and to attempt to 
estimate the quality and range of care offered by such facilities. 
A report is expected following the meetings in October 1974. 
The Task Force on Suicide Prevention, Mathew Ross, M.D., 
chairman, has undertaken a study of the incidence of suicide 
among psychiatrists and has formulated a process for per- 


The Council on Research and Development 


RUSSELL R. MONROE, M.D., CHAIRMAN 


SIDNEY MALITz, M.D., completed a five-year term on the 
Council and was replaced by Seymour S. Kety, M.D. The busi- 
ness of the Council was conducted at its spring and fall meet- 
ings and through one telephone conference. 

Two task force reports were published during the year. Task 
Force Report 5, Behavior Therapy in Psychiatry, has been ex- 
tremely popular and will go into its second printing in the spring 
of 1974. Almost equally popular is Task Force Report 7, Mega- 
vitamin and Orthomolecular Therapy in Psychiatry. A task 
force report on the “Clinical Aspects of the Violent Individ- 
ual,” edited by John R. Lion, M.D., and Loren Roth, M.D., was 
approved by the Council, and the final manuscript was sub- 
mitted to the Association’s editorial offices in February 1974. 
These task forces, having completed their charges, were dis- 
missed with thanks. 

James Morgan, M.D., accepted the chairmanship of the Task 
Force on Meditation, and Martin T. Orne, M.D., the chairman- 
ship of the Task Force on Biofeedback. These task forces were 
charged with developing statements on the current status of 
meditation and biofeedback as techniques in treatment and re- 
search. 

Claudewell Thomas, M.D., was appointed chairman of the 
Task Force Relating to Research Evaluation of Racism. Pre- 
vious action on establishing a Task Force on the Psychiatric 
Aspects of the Aerospace Program was rescinded, and the ap- 
pointment of a Task Force on Research Aspects of Psychosur- 
gery was held in abeyance until completion of the report of the 
Task Force on Psychosurgery under the Council on Emerging 
Issues. Russell R. Monroe, M.D., will be the liaison represen- 
tative from the Council to that task force. 

An ad hoc committee chaired by George Saslow, M.D., ex- 
amined the possibility of developing a psychiatric nomenclature 
compatible with the problem-oriented psychiatric record. The 
ad hoc committee believed that this was premature but did rec- 
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forming a psychological autopsy on suicides that can be vali- 
dated. The results of this study should include a variety of rec- 
ommendations for the prevention of these unfortunate episodes. 

The Task Force on Psychiatric Rehabilitation in Correc- 
tional Systems, Francis A. Tyce, M.D., chairman, has sub- 
mitted a preliminary document with recommendations for re- 
habilitative reform in the correctional system. It should have a 
final report by October 1974. 

The Task Force on Collaboration of the Psychiatrist and 
Consumer in Psychiatric Programs is a new task force under 
the chairmanship of June J. Christmas, M.D. The task force has 
not yet met, but a portion of its charge is to study the desir- 
ability of establishing an Office of Consumer Advocacy at APA 
headquarters. 

The Council expressed its appreciation to its various com- 
ponents and is confident that topics under its jurisdiction have 
been and continue to be actively studied for the benefit of mem- 
bers of the Association and, in part, for other interested parties. 
The Council looks forward to its evaluation by a survey team 
later this year. 


ommend that a Task Force on Problem-Oriented Records be 
formed. The Reference Committee approved this recommenda- 
tion and assigned the task force to the Council on Mental 
Health Services. 

This ad hoc committee also recommended that a Task Force 
on Improvement of the DSM Nomenclature be established and 
that such a task force make the categories in the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) more descrip- 
tive and operational by using updated research information. 
The committee recommended that the task force not be con- 
strained by the overriding goal of harmonizing DSM-III with 
the ninth edition of the /nternational Classification of Diseases 
(ICD-9). The task force should have a full-time professional 
staff member and probably two lower-level assistants and 
should call on experts in various subfields covered by the DSM 
system. 

The current Task Force on Nomenclature and Statistics, 
Henry Brill, M.D., chairman, will gontinue its work in drafting 
revisions in ICD-9, aiding in the development of a glossary for 
ICD-8 as well as in revising the current DSM-II, to maintain its 
compatibility with these changes in ICD. It is apparent that at 
some future date the Association will decide whether or not 
DSM-III should remain tied to the ICD. 

At the spring meeting the Board of Trustees assigned the 
Council the task of soliciting, reviewing, and recommending a 
research protocol to study the conflicts in the psychiatrist’s pro- 
fessional role. Support for such a study would be requested 
from private foundations. In implementing this charge the 
Council asked a number of universities and research institutes 
to submit proposals, giving the following charge: “To look at, 
examine, and make recommendations about possible conflicts 
and abuses which may arise in any situation in our society in 
which the psychiatrist is functioning as an agent of social con- 
trol and not functioning directly in the interest of the patient, 


but rather has responsibilities more or less divided between the 
interest of the patient and various other institutions in our so- 
ciety.” 

Six proposals were received and reviewed before the October 
1973 Council meeting. At that meeting, the principal investiga- 
tors submitting proposals made verbal reports and were avail- 
able for questioning. Specific recommendations were made to 
the Reference Committee and the Board of Trustees during the 
fall meeting. 

One proposal, for “A Study of Role Perceptions Among Psy- 
chiatrists,” by Claudewell S. Thomas, M.D., and Clyde E. Sul- 
livan, Ph.D., Division of Behavioral Sciences, Department of 
Psychiatry, New Jersey College of Medicine and Dentistry, was 
approved, and funding is now being sought to support this pro- 
posal. This study will attempt to obtain a 100 percent sampling 
of psychiatrists in a geographically limited area (the state of 
New Jersey) and thus will have the advantage of early imple- 
mentation and completion. It is hoped that this will at least 
blunt the criticism expressed in both the lay and scientific press 
that psychiatrists are reluctant to confront this issue. A more 
comprehensive study with broader representation, both geo- 
graphically and by professions, will be submitted to the Execu- 
tive Committee for final action in February 1974. 

Two position statements were submitted and approved by the 
Reference Committee and the Board of Trustees, a “Position 
Statement on Amphetamines” and a “Position Statement Re- 
garding Barbiturates.”’ These position statements will appear in 
forthcoming issues of the American Journal of Psychiatry. 

An ad hoc committee to study the definition of homosexual- 
ity and the possibility of revision in the DSM nomenclature 
submitted a report that was approved by the Council, Reference 
Committee, Assembly of District Branches, and Board of 
Trustees. Action by this committee was deemed important be- 
cause homosexuality is not now defined in DSM-II, and the re- 
sulting ambiguity might be used for legal, job, or social dis- 
crimination against homosexuals. , 

The change that was proposed and accepted was that item 
302.0 in the DSM should read “Sexual Orientation Disturbance 
[homosexuality]. The definition recognized that when homo- 
sexuals are satisfied with their sexual orientation, show no sig- 
nificant subjective distress or other manifest psychopathology, 
and are able to function socially as effectively as heterosexuals, 
their sexual orientation should not be considered a mental dis- 
order. 

The Council felt that such action was warranted in order to 
reinforce the resolution on homosexuality and civil rights ap- 
proved by the Board of Trustees in the fall of 1973. However, a 
number of APA members were concerned by this action and 
have petitioned through a referendum that the matter be voted 
upon by the entire membership in the spring 1974 elections. 


Publication of the HEW “Tuskegee Report” has precipitated 
action at both the legislative and bureaucratic levels to protect 
human subjects of biomedical and behavioral research. The 
Council and the APA staff prepared a statement, which will be 
submitted for the approval of the Reference Committee in Feb- 
ruary 1974, on HR-10403, Protection of Human Subjects Act. 
The proposed statement supports the establishment of a Na- 
tional Commission for the Protection of Human Subjects but 
objects to the specific proposals within HR-10403 that lead to a 
moratorium on research. At the same time, the Council is at- 
tempting a detailed analysis of the proposed policies and proce- 
dures on the protection of human subjects developed by the Na- 
tional Institutes of Health, as reported in the November 16, 
1973, issue of the Federal Register. 

John Schwab, M.D., was reappointed for a three-year term 
as liaison representative to the American Association for the 
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Advancement of Science. 

A summary of current task force activity follows. 

The Task Force on Evaluation Research in Community 
Mental Health Centers, Gerald L. Klerman, M.D., chairman, 
recommended that APA accept an invitation by NIMH to sub- 
mit a grant proposal on forming an office of evaluation re- 
search. This recommendation was approved by the Reference 
Committee and the Board of Trustees. 

This office would have four distinct functions: |) to provide li- 
aison with government agencies to encourage the development 
of evaluation activities, to reassess priorities, and to advise the 
agencies in areas of research support; 2) to monitor national 
trends and priorities and to stimulate studies in areas of need; 3) 
to provide consultation in areas and methods of evaluation to 
mental health programs wishing to undertake evaluation pro- 
grams; and 4) to develop the capability to perform selected eval- 
uation studies. The task force offered to develop such a research 
proposal, and this was accepted by the Council. 

The Task Force on Methadone Therapy and Narcotic An- 
tagonists, Roger E. Meyer, M.D., chairman, submitted a report 
on methadone maintenance and narcotic blocking drugs that 
was accepted by the Council; it will be published in a forth- 
coming issue of the American Journal of Psychiatry. This brief 
report will be followed by an in-depth, scholarly study of meth- 
adone maintenance and narcotic blocking drugs, which should 
be completed during 1974. This will be published as one of the 
Association’s task force reports. 

The Task Force on Lithium Therapy, Irvin M. Cohen, M.D., 
chairman, was represented by Samuel Gershon, M.D., who is 
on the Food and Drug Administration’s Neuropharmacology 
Advisory Committee, which was considering revision in the 
package insert for lithium. The task force will prepare a state- 
ment within the next few months on the current status of lith- 
ium therapy, including the drug’s value in the treatment of 
manic-depressive illness as compared with other treatment 
methods, its usefulness and prophylaxis in treating bipolar and 
unipolar manic-depressive illness, the method of administra- 
tion, and the necessity of blood level determinations to monitor 
clinical effectiveness and toxicity. 

The Task Force on the Effects of Television on Mental 
Health, James H. Ryan, M.D., chairman, submitted a prelimi- 
nary report in the spring of 1973 explicating the breadth of its 
charge, which is to ascertain the known effects of television that 
are relevant to psychiatry and to formulate ways in which the 
psychiatrist may contribute to the continuing debate regarding 
the effects of television. It was noted that these effects could be 
considered under the categories of biological effects, psycholog- 
ical (cognitive and psychodynamic) effects, and social-cultural 
effects. The Council requested that the task force study a lim- 
ited area of the subject and submit a report by the spring of 
1974. 

The Ad Hoc Coordinating Committee on Drug Abuse and 
Alcoholism, Daniel X. Freedman, M.D., chairman, proposed to 
the Council that a new Council on Controlled Substances and 
Alcohol be established that would assume responsibility for the 
scattered task forces involved in these areas. This proposal was 
not approved by the Council or the Reference Committee. The 
committee then proposed that its charge be expanded not only 
to include drug abuse but also alcoholism and psycho- 
pharmacologic agents and that a consultant be hired who would 
closely monitor federal activities in these areas. This latter pro- 
posal will be discussed in 1974. 

The Council expressed its appreciation for the valuable par- 
ticipation of Falk Fellows Stuart Yudofsky, M.D., Fritz Henn, 
M.D., and Robert L. Heins, M.D., as well as to its observer- 
consultant, Walter W. Shervington, M.D. 
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The Council on National Affairs 


JAMES M. BELL, M.D., CHAIRMAN 


DURING THE PAST YEAR James M. Bell, M.D., was appointed 
the chairman of this Council—the third chairman in three 
years. The Council welcomed the addition of three new mem- 
bers: Leon Eisenberg, M.D., vice-chairman, Walter Bradshaw, 
Jr., M.D., observer-consultant, and W. Payton Kolb, M.D., As- 
sembly liaison. Falk Fellow Taylor Fithian, M.D., was also as- 
signed to the Council. Elvin Mackey, Jr., M.D., staff liaison, 
has provided valuable assistance from the central office. 

At the October 1973 meeting the Council evaluated the 
progress and productivity of each of its components. Much time 
was spent on a proposed position statement on the use of for- 
eign medical graduates in mental health facilities. This work is 
continuing. 

The Task Force on Mental Health of Spanish-Speaking 
People in the U.S., Angel G. Gomez, M.D., chairman, received 
financial support to develop a roster of Spanish-surnamed psy- 
chiatrists in the United States. The psychiatrists on the list will 
be invited to participate in the open forum of the task force and 
its evening panel sessions at the annual meeting in May 1974. 
The task force was assisted in submitting a preliminary pro- 
posal to the NIMH Center for Minority Group Mental Health 
Programs for grant support for the project of the task force en- 
titled The Evaluation of Mental Health Research, Training, 
and Service Delivery to Spanish-Speaking Populations in the 
U.S. 

The Task Force on Environment and Mental Health, Aris- 
tide H. Esser, M.D., chairman, submitted its final report, which 
was received with appreciation and thanks. The Council ap- 
proved the creation of a new Task Force on Ecopsychiatric 
Data Base and Curriculum Development and is considering 
suggestions for a chairman. 

The Committee of Black Psychiatrists, James P. Comer, 
M.D., chairman, is planning a panel for the annual meeting in 
May 1974. The Honorable Coleman Young, Mayor of Detroit, 
has accepted an invitation to be the keynote speaker on the 
theme: “Black People, Inner Cities, and Psychiatry— 1974: Sur- 
vival in 1984.” The committee presented several recommenda- 
tions to the Council at the October 1973 meeting: 1) that the 
APA Board of Trustees affirm the proclamation made by the 
United Nations General Assembly at its 27th session for a dec- 
ade of action to combat racism and racial discrimination; 2) 
that APA appropriate funds to continue the work of the Minor- 
ity Group Program of APA for a five-year period; 3) that the 
APA Board of Trustees affirm the proposed joint project of 
APA and the NIMH Center for Minority Group Mental 
Health Programs to develop a program for psychiatric training 
of minority group members; and 4) that a task force on human 
experimentation and training be established. 

The committee made available a list of publications by black 
psychiatrists during the past two years that address special is- 
sues relating to black populations. 

The Task Force on Delivery of Psychiatric Services in Pov- 
erty Areas, Orlando B. Lightfoot, M.D., and Quentin Rae- 
Grant, M.D., co-chairmen, submitted a final report, which is 
being evaluated by the Council. The task force obtained data 
from visits to seven community mental health centers and from 
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the personal experiences of its members. It organized this mate- 
rial under three general categories: population groups, staffing 
issues, and organizational and community relationships. The 
report of the task force was presented as a series of statements 
concerning community mental health centers in poverty areas, 
recommendations for study, and recommendations for action. 

The Task Force on Comprehensive Health Planning, Robert 
L. Williams, M.D., chairman, continues to monitor the Com- 
prehensive Health Planning Service of the Department of 
Health, Education, and Welfare. The task force continues to 
feel that this service will become increasingly important in the 
future and will seek to ensure that a psychiatric component will 
be included in such health service delivery. 

The task force has several plans for increasing psychiatric in- 
volvement in comprehensive health planning: 1) a panel at the 
annual meeting; 2) a statement for presentation at the Novem- 
ber 1973 meeting of the Assembly of District Branches; and 3) 
an “infiltration kit” in the form of a task force report for distri- 
bution to the membership in the spring. 

The Ad Hoc Committee on the Legislative Network, Hayden 
H. Donahue, M.D., chairman, was created by action of the 
Board of Trustees. At the October 1973 meeting, the committee 
developed guidelines for the make-up and functioning of the | 
legislative network within the district branches, meetings of the 
Executive Committee for the Legislative Representative Net- 
work, and a Third Institute on Government Operations. 

The Task Force on Third-Party Intervention in Community 
Crises, Frank Ochberg, M.D., chairman, had a successful meet- 
ing at its Wingspread Conference in Racine, Wis., in September 
1973, with the support of the Johnson Foundation. In the course 
of the activities the task force arranged collaboration with other 
national organizations. It has also conferred with leaders in the 
field of crisis intervention. A draft of the discussions at the 
Wingspread Conference is being prepared for distribution to 
the APA membership at large. A special session is proposed for 
the 1974 annual meeting to discuss the work of the task force 


with interested APA members. 


The Task Force on Indian Affairs, Morton Beiser, M.D., 
chairman, plans to submit a report on its project, Service Net- 
works and Utilization Patterns of Mental Health Programs in 
the Indian Health Service, in May 1974. The task force com- 
pleted an exploratory study on Indian affairs funded by the 
State of Maine. In addition, it has completed an editorial state- 
ment regarding boarding schools for Indian children and hopes 
to convene a conference on this topic. A recurring concern of 
the task force has been how it and APA at large can become a 
force for effective social change in the provision of services for 
American Indians. 

The Council on National Affairs, along with two others, is 
being evaluated by the Reference Committee on its progress 
and productivity. Because of the instability of this Council dur- 
ing the past three years—in structure and in the number of 
chairmen—the current Council chairman is of the opinion that 
an in-depth study of this Council at this time may be premature 
and difficult. It might have been more advisable to begin the 
survey with councils with fewer changes. 


The Council on International Affairs 


NORMAN ROSENZWEIG, M.D., CHAIRMAN 


IN KEEPING WITH APA guidelines, which require that task 
forces be problem-oriented and time-limited, the previous Task 
Force on Transcultural Psychiatry and Task Force on Psychia- 
try and Foreign Affairs have been terminated, and several new 
task forces have been established. 

The new Task Force on Psychiatry and Foreign Affairs: Near 
Eastern Studies, William D. Davidson, M.D., chairman, was es- 
tablished as an outgrowth of a Colloquium on Psychology and 
Near Eastern Studies at Princeton University in May 1973, at 
which an interdisciplinary dialogue was initiated on method- 
ology for the study of national character and the psychohistory 
of national leaders. The task force established a more formal 
relationship with the program of Near Eastern studies at 
Princeton University, and their first joint meeting, which in- 
cluded highly fruitful discussions of several aspects of the Arab- 
Israeli conflict, convened at Princeton University on November 
29-30, 1973. A further meeting has been planned for the spring 
of 1974. This group also plans a collaborative panel at the next 
APA annual meeting. Harvard University representatives have 
expressed interest in a similar joint effort. 

The Task Force on Transcultural Study of Ethnocentricity 
Among Psychiatrists, Ramon Parres, M.D., chairman, met for 
the first time in October 1973. A survey of the APA member- 
ship is planned to determine the extent of ethnocentricity 
among psychiatrists. Preliminary interviews will be held with a 
sample of 300 APA members; the information gained will then 
be used to construct a questionnaire that could be distributed to 
all APA members. Liaison is planned with appropriate com- 
ponents of APA. 

The Task Force on Transcultural Aspects of Mental Health 
of Children, Jorge Velasco-Alzaga, M.D., chairman, held its 
first meeting in October 1973. The goals of the task force are to 
collect information about cultural aspects of children’s mental 
health in the United States, Canada, Mexico, and Colombia 
and to develop an annotated bibliography of the field. The task 
force is also interested in developing studies of the incidence 
and prevalence of psychiatric disorders among children and the 
delivery of services for children and adolescents in different 
countries. Some form of standard nomenclature of psychiatric 
disorders of childhood throughout the various countries will be 
sought. 

The Task Force on Liaison with International and Foreign 
Psychiatric Organizations, Nathan Kline, M.D., chairman, met 
for the first time in October 1973. Its goal is to build relation- 
ships with international and foreign psychiatric associations 
that are more than ceremonial and that will upgrade psychiatric 
care both in the Americas and abroad. Liaison will be estab- 
lished with other APA components with whom there is inter- 
face of interests, particularly the Council on Medical Education 
and Career Development concerning educational objectives and 
the Council on Internal Organization and its Committee on 
Program for activities at the annual meeting. 

Another new task force, under the chairmanship of Robert 
Garber, M.D., will plan a joint meeting with the Scandinavian 
Psychiatric Societies at the time of the 1976 APA annual meet- 
ing in Atlantic City, N.J. 

The members of the Task Force To Plan the Joint Meeting in 
Australia, 1975, Alfred Auerback, M.D., chairman, have held 
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preliminary meetings with their colleagues in Australia and 
New Zealand. The meeting will be entitled “The First Pacific 
Congress on Psychiatry.” Psychiatrists from other nations in 
the Pacific basin will be invited to attend and an interesting 
program has been arranged. The congress is scheduled for the 
second week in May, immediately following the APA annual 
meeting in Anaheim, Calif. Travel Planners has been selected as 
the official agency to handle travel arrangements for the con- 
gress. The Canadian Psychiatric Association has been invited to 
participate with APA in a joint meeting in Anaheim, Calif., and 
to join the travel group to Australia. 

The Inter-American Council of Psychiatric Associations 
(ILACPA) met in Nassau in July 1973, at which time it approved 
proposed revisions in its new constitution. These revisions were 
submitted to each signatory organization for reratification. The 
Council unanimously recommended adoption of the new consti- 
tution as modified, and the Board of Trustees has given its ap- 
proval. Under the new constitution each signatory association 
will have one full member and one associate member; these 


‘members will be appointed by their respective associations. In 


addition, one member from each signatory association may be 
invited by the IACPA as a consultant. APA’s current represen- 
tatives are Howard Rome, M.D. (full member), Norman Ros- 
enzweig, M.D. (associate member), and Daniel Blain, M.D. 
(consultant). The presidency of [ACPA rotates annually among 
the component associations. Howard Rome, M.D., will serve as 
president for the year beginning January 1, 1974. Another mat- 
ter discussed at the meeting was financing for the organization’s 
secretariat in Mexico City. A formula was agreed upon 
whereby the costs of the secretariat were to be shared by the 
member organizations. The Council endorsed this formula, 
which has now been approved by the APA Board of Trustees. 

Plans for the Inter-American Congress on Mental Health of 
Children and Youth, previously postponed, were again dis- 
cussed. It is now thought that this congress can be held in con- 
junction with the next meeting of the Latin American Psychiat- 
ric Association in Mexico City in January 1975. This 
proposal will be explored further at the next [ACPA meeting in 
Mexico City in January 1974. 

The Council discussed a Task Force on Crisis Intervention, 
proposed in 1971 but never actually implemented. It was de- 
cided that rather than appoint such a group now, the Council 
should explore means of collaborating with the AMA, Inter- 
national Red Cross, World Health Organization, and other in- 
ternational organizations involved in natural disasters. Russell 
C. Packard, M.D., the Council’s Falk Fellow, will make the 
necessary inquiries. 

The Council felt that further new task forces should not be 
established at this time. 

One of the Council’s new responsibilities is to entertain for- 
eign visitors at APA annual meetings. Specific plans for the 
forthcoming meeting in Detroit in May 1974 have been made. 
In collaboration with the Michigan District Branch, a hospital- 
ity room will be maintained for foreign visitors, and district 
branch members with foreign language skills will act as local 
hosts. 

Howard Rome, M.D., member of the Council and current 
president of the World Psychiatric Association, proposed that 
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APA invite the World Psychiatric Association to hold its next 
meeting, tentatively scheduled for 1976, in Hawaii. The Council 
unanimously endorsed Dr. Rome’s suggestion. 

At the request of Council members Daniel Blain, M.D., and 
Robert O. Jones, M.D., the Council discussed the recurrent 
question of the status of Canadian members of APA. Over the 
years some Canadian members of APA have requested special 
membership status comparable to that of corresponding mem- 


The Council on Professions and Associations 


LEWIS L. ROBBINS, M.D., CHAIRMAN 


THE COUNCIL REVIEWED its present functions and structure, 
noting that the need to have a number of committees in liaison 
with other professions has diminished—particularly following 
the completion of the work of the Task Force on Inter- 
professional Relations. As a result several liaison committees 
have been dissolved, and the central office has taken over many 
of their liaison activities. Currently the Committee on Liaison 
with the American Hospital Association, whose work has been 
most fruitful, meets separately from the Council and always 
with its AHA members. 

On the other hand the work of the Committee on Psychiatry 
and the Law has increased enormously, and consequently there 
is a need to distribute its work among several subcommittees 
and two task forces. It was generally agreed that the psychiatry- 
law interface is burgeoning; this requires careful review and 
planning. 

Consequently the Council recommended to the Reference 
Committee that it be discontinued and that a new Council on 
Psychiatry and the Law be established. It was further recom- 
mended that the Committee on Psychiatric Nursing and the 
Committee on Liaison with the American Hospital Association 
be transferred to the Council on Mental Health Services and 
that the Committee on Liaison with the American College of 
Physicians be transferred to the Council on Medical Education 
and Career Development. 

However, the Reference Committee did not endorse the pro- 
posal that the Council be discontinued at this time, feeling that 
this decision should wait until the entire council structure has 
been reviewed. Further, it was felt that the increasing need for 
APA to collaborate with other associations in the behavioral 
and social sciences and in considering broad social issues might 
require the continuation of the Council on Professions and As- 
sociations. 

The Reference Committee did concur in the transfer of the 
Committee on Liaison with the American College of Physi- 
cians and recommended that the Committee on Psychiatry and 
Law be permitted task forces that would report directly to it 
while remaining components of the Council. 

Nyla Cole, M.D., resigned from the Council, and Ruth L. 
Barnard, M.D., was appointed a member. 

Subsequent to its October 1973 meeting the Council received 
the report of the Committee on Liaison with the American 
Hospital Association, Gerald R. Clark, M.D., chairman. This 
report contained a number of items currently being reviewed 
by the Council, among which was a statement indicating the 
continued need for public mental hospitals and the need for 
adequate planning for the care of patients discharged from 
them. 

Other items in the committee’s report included a recommen- 
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ber in the Canadian Psychiatric Association, while others have 
preferred to retain full membership in APA. In order to accom- 
modate both groups, the Council recommended that the consti- 
tution be amended to permit current full members of APA re- 
siding outside the political boundaries of the United States the 
option of affiliate membership. However, this proposal was not 
endorsed by the Reference Committee. 


dation that APA develop a definition of milieu therapy, in- 
dicating its essentiality in inpatient care, a recommendation 
that APA study the selection process of medical students and 
the education of physicians regarding patient-physician rela- 
tionships, and a proposed policy statement on financing mental 
health services, for consideration by appropriate components of 
APA. 

The Committee on Liaison with the American College of 
Physicians, Charles P. Neumann, M.D., chairman, met with 
representatives of the American College of Physicians (ACP) 
and developed plans for each organization’s 1974 meeting. 
APA members will participate in the ACP annual meeting, 
presenting a panel on “Depression: The Great Imposter” and a 
paper entitled “The Frigid Woman: Psychiatric Aspects.” At 
the APA annual meeting ACP members will participate in 
presenting a session entitled ‘Headaches: Four New Looks at 
Everybody’s Problem” and a breakfast panel on “Sexual Dys- 
functions in Women: Organic Aspects.” 

On recommendation of the Council, the Reference Com- 
mittee transferred this committee to the Council on Medical 
Education and Career Development since it relates to contin- 
uing education. 

The Committee on Psychiatric Nursing, William E. Stone, 
M.D., chairman, reported the resignation of Paul Kaunitz, 
M.D. Peter L. Goode, M.D., has been appointed in his place. 

The joint program with the American Nurses Association 
(ANA) presented at the Institute of Hospital & Community 
Psychiatry in Miami, Fla., in September 1973 was well attended 
and received. Accordingly, arrangements for future programs 
with ANA members as participants are being made through the 
Institute on Hospital & Community Psychiatry Program Com- 
mittee and Henry H. Work, M.D. At the request of the ANA 
the committee is cooperating with it in developing a position 
statement on the nurse-psychotherapist. 

The Council is studying the committee’s recommendation 
that a task force be established to consider issues relating to the 
developing mental health professions. It was felt that there is 
also a need to study the ethical issues relating to the employ- 
ment of mental health professionals by psychiatrists in private 
practice and to develop guidelines regarding such relationships. 
On recommendation of the Reference Committee this sugges- 
tion was referred to the Board of Trustees for consideration by 
the Ethics Committee. 

The Committee on Psychiatric Nursing also recommended 
that a task force be established to study legal issues relating to 
nursing practice. The Council deferred action on this matter 
pending its review of the work of the Committee on Psychiatry 
and the Law. 

The Council approved the statement prepared by the Com- 


mittee on Psychiatry and the Law, Stanley L. Portnow, M.D., 
chairman, on the medical and psychiatric care available in cor- 
rectional institutions. The statement pointed out that such care 
may not be available in correctional facilities—even though 
such deprivation is not intended to be part of the penalty 
imposed on a prisoner any more than it is intended for medical 
(including psychiatric) care to be used as an instrument of social 
repression. The Reference Committee in its approval referred 
this statement to the Board of Trustees and also recommended 
that the Task Force on Psychiatric Rehabilitation in Correc- 
tional Systems consider its implementation. 

The Council also recommended the approval of the com- 
mittee’s recommendation that Rule 5-04 of the Federal Rules 
of Evidence—insofar as it applied to the question of psycho- 
therapist-patient privilege and if the Board of Trustees con- 
curs—be formally communicated to the American Bar Associ- 
ation (ABA). The ABA and the American Academy of Psy- 
chiatry and the Law are planning conferences with psychia- 
trists, judges, and others interested in the problems relating to 
psychiatry and corrections; it was agreed that APA should ex- 
plore the possibility of cooperating with ABA in this venture. 

On recommendation of the Committee on Psychiatry and the 
Law, the Council decided that it would be inappropriate for 
APA to become involved in litigation primarily involving a 
single individual unless it pertained to larger social issues or 
matters of utmost importance to psychiatry. This decision was 
made in response to a request for APA’s assistance in a suit in- 
volving possible discrimination because draft board records in- 
dicated that the plaintiff had been deferred for psychiatric rea- 
sons. 

The committee proposed a position statement urging the re- 
peal of all discriminatory legislation directed at homosexuals 
and others who are denied their civil rights on the basis of pe- 
jorative connotations derived from diagnostic and descriptive 
psychiatric terminology. This statement was approved by the 
Council, the Reference Committee, the Committee on Federal 
Government Health Services, and the Assembly of District 
Branches and was presented to the Board of Trustees. 

The Council concurred in the committee’s recommendation 
that APA enter as an amicus curiae the case of Legion v. Rich- 
ardson (later changed to Legion v. Weinberger)—Medicare and 
Medicaid cases initiated by Morton Birnbaum, M.D., involving 
the right to treatment. Alan A. Stone, M.D., Professor of Psy- 
chiatry and Law, Harvard Medical School, prepared the brief 
for APA. 

A resolution prepared by the Northern California Psychiatric 
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Society concerning informed consent of prisoners for experi- 
mental procedures was felt to be somewhat unsatisfactory and 
will be further developed by the committee in accordance with 
suggestions from the Council and the Reference Committee. 

The committee and the Council agreed that APA should 
have a house counsel to handle legal matters for the Associa- 
tion, with the exception of amicus curiae briefs, which should be 
assigned to specific groups or persons for specific purposes. This 
recommendation was approved by the Reference Committee 
and forwarded to the Board of Trustees. 

The Task Force on Confidentiality as It Relates to Third 
Parties, Maurice Grossman, M.D., chairman, presented a posi- 
tion statement on the role of confidentiality in volunteer mili- 
tary drug abuse treatment programs; this statement was ap- 
proved by the Council. The Reference Committee has referred 
this statement to the Council on Mental Health Services for 
study by the Committee on Federal Government Health Serv- 
ices. 

The task force also prepared an extensive report of its activi- 
ties in relation to insurance coverage, the courts, computer 
banks, and other situations in which there is basis for concern 
about confidentiality. This report, which contains a number of 
proposals and position statements, is now in the process of 
being edited and will be presented in the near future. 

The Task Force on the Right to Treatment, Bernard L. Dia- 
mond, M.D., chairman, reached an impasse and therefore has 
been discharged. Further work on the important issues with 
which it has been involved will be undertaken by the Committee 
on Psychiatry and the Law. 

Having completed the survey of the 2,198 APA members 
who indicated that they are providing services to religious insti- 
tutions, the Task Force on Religion and Psychiatry, Abraham 
N. Franzblau, M.D., chairman, is now preparing a pilot ques- 
tionnaire to be sent to 400 nonproviders, to be compared with 
the provider group. The implications of the results of this survey 
may be presented in a panel at the 1974 APA annual meeting. 

The Council did not favor the proposal by the task force that 
the Committee on Religion and Psychiatry be reestablished to 
consider issues relating to pastoral counseling. In accordance 
with principles stated in the “Position Statement on Psychia- 
trists’ Relationships with Nonmedical Mental Health Profes- 
sionals” (American Journal of Psychiatry, March 1973) of the 
Task Force on Interprofessional Relations, the Council felt that 
pastoral counselors should develop their own standards and 
curricula with whatever assistance they would need from APA 
members. 
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The Council on Internal Organization 


MILTON GREENBLATT, M.D., CHAIRMAN 


Jack WoLForD, M.D., completed a term as chairman of the 
Council and continues as a Council member. 

The past year began with the appointment of Milton Green- 
blatt, M.D., as the new chairman. Dr. Greenblatt presided at 
the fall committee meetings of the Council in Washington, 
D.C., in October 1973. The following report is a summary of 
the business discussed and negotiated during the course of those 
Meetings. 

The Council heard discussions by Sanford L. Billet, M.D., 
chairman of the Trustees of APA Retirement Plans and Ches- 
ter Trent, M.D., chairman of the Committee on Member In- 
surance and Retirement Plans, as well as by the APA insurance 
consultant and others, concerning the place of the Trustees of 
APA Retirement Plans in the overall APA organization. It has 
not been clear whom they report to and the nature and extent of 
their charge. For clarification the Council reviewed the history 
of the development of the APA insurance program and read 
relevant portions of the APA operations manual. 

After thorough consideration of all issues, the Council voted 
unanimously that: 1) the Trustees of APA Retirement Plans be 
considered a subcommittee of the Committee on Member In- 
surance and Retirement Plans, reporting to the chairman of 
that committee; 2) the Committee on Member Insurance and 
Retirement Plans develop a charge to the Trustees outlining 
their functions and responsibilities (this charge would be con- 
veyed to the Council for consideration by the Reference Com- 
mittee and the APA Board of Trustees); and 3) the Committee 
on Member Insurance and Retirement Plans recommend ap- 
propriate terms of office for the Trustees of APA Retirement 
Plans to the Council, for referral to the Reference Committee 
and the Board of Trustees. 

The Council met with representatives of the Herlitz Com- 
pany, a representative of Dugan and Farley, communications 
consultants, and Charles M. Schlaifer, honorary member of 
APA and consultant to it, to review and evaluate the func- 
tioning of the Herlitz Company, the advertising management 
firm employed by the Association. 

The Council learned that APA has been doing business with 
the Herlitz Company since 1943 and that in 1945 Herlitz be- 
came exhibit managers as well. The advertising income in 1957 
was approximately $45,000 and in 1972 was $450,000 from 
sales of advertising in the American Journal of Psychiatry and 
$570,000 from sales in Psychiatric News. Of this amount Her- 
litz received $88,000 in commissions. 

The spokesman for Herlitz stated that there was an increase 
in advertising in ten of the last 12 years and a doubling since 
1968. There was a recession in 1971, and income was $50,000 
below projections, but this was made up in subsequent years. In 
the future Herlitz hopes to introduce new advertisers in other 
areas than pharmaceuticals, which are now the chief source of 
income. 

Herlitz has cooperated with APA in developing an exhibit 
advisory committee and has helped in APA convention plan- 
ning by introducing advance registration. 

The Herlitz Company’s report was followed by critical com- 
ments by Mr. Dugan and Mr. Schlaifer, who felt that APA 
could increase its advertising revenue through more vigorous 
and imaginative sales activity. 
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The Council voted unanimously to retain Herlitz for a year, 
reviewing the progress of sales development within that time, 
and to indicate to Herlitz the need for substantially increased 
sales activity. 

The Ad Hoc Joint Committee To Study the Assembly Reso- 
lution on Legislative Advocacy, Harold Visotsky, M.D., chair- 
man, gave a summary of the proceedings of the committee 
meeting held in Chicago on August 27, 1973. Dr. Greenblatt 
and Dr. Wolford represented the Council at that meeting. 

The Council concurred with the following recommendations 
of the committee: 

è The staff of the Office of Government Relations should be 
expanded. 

è The Office of Government Relations should function au- 
tonomously under the new APA Medical Director. 

è The budget of the Office of Government Relations should 
be increased, but the total should not exceed $110,000 per an- 
num or three percent of the annual budget—thus protecting 
APA’s current status with the Internal Revenue Service. This 
office is to work cooperatively and closely with the Division of 
Public Affairs and other relevant staff of APA. 

è District branches should be encouraged to raise dues for 
their own legislative activities and should increase legislative 
advocacy at the state and national level. 

è Dues should not be raised at the national level for the gov- 
ernment relations effort, but initiative should be given to the 
district branches to expand their government relations efforts. 
With an expanded Office of Government Relations the Associa- 
tion could anticipate increased communication with the district 
branches on legislative affairs and coordination of all efforts 
through the legislative representatives system. 

è The head of the Office of Government Relations need not 
be a psychiatrist. 

@ The choice of that head and other administrative decisions 
relevant to that office should be left to the prerogative of the 
new APA Medical Director. 

Mr. Caesar Giolito, who was invited by the Council to pro- 
vide orientation regarding current problems and procedures 
in government relations, concurred with the recommendation of 
the Council for expansion of the Office of Government Rela- 
tions. 

Henry Work, M.D., gave a report on the Committee on 
Program in the absence of Keith Brodie, M.D., chairman. Dr. 
Work stated that the theme of the 1974 annual meeting in De- 
troit would be “People, Their Cities, and Psychiatry in 1974: 
Survival in 1984?” Approximately 350 papers have been sub- 
mitted, as well as many more panels and special sessions than in 
previous years. There will be a section on new research, a resi- 
dents’ program, and a more substantive program for women 
than in previous years. 

Dr. Work also reported on the success of the recent Zn- 
stitute on Hospital & Community Psychiatry, the 25th anniver- 
sary of the institute. Nat T. Winston, Jr., M.D., was chairman. 
About 913 people registered. The main business of the meeting 
concerned studies of legislative aspects of psychiatry, and the 
format consisted of panel discussions and workshops. A key- 
note address was given by the Undersecretary of the Depart- 
ment of Health, Education, and Welfare. 


The Task Force on Film Program Review, Edward A. 
Mason, M.D., chairman, and the Task Force on Closed Circuit 
_ TV Presentations, Milton Berger, M.D., chairman, presented 
preliminary programs for films and videotapes at the 1974 an- 
nual meeting. Dr. Berger suggested reconsidering the estab- 
lishment of a TV-film library in the central office. 

Walter Barton, M.D., presented a review of the activities 
and accomplishments of the APA staff with respect to govern- 
ment contacts. Dr. Barton emphasized that however the staff of 
the Office of Government Relations is organized, this staff can- 
not possibly take the place of leaders of American psychiatry as 
spokesmen for the APA membership. In the past the APA Of- 
fice of Government Relations has assisted with the passage of 
legislation relating to community mental health centers and 
played a key role in developing training and research grants and 
organizing a suit against the impoundment of funds meant for 
psychiatric services. APA is involved in studies of gaps in the 
delivery of services, in pioneering studies on health insurance, 
and has played an important role in changing the attitude in 
government circles on the inclusion of psychiatric benefits in in- 
surance. 

Dr. Barton emphasized the day-to-day hard work of this 
staff and the importance of developing a factual basis for every 
policy statement and lobbying activity. He emphasized, too, the 
importance of permitting the new Medical Director leeway to 
put his own ideas into action. He spoke of major trends within 
the federal administration that have retarded progress in recent 
years, often far beyond the ability of APA to influence. 

The matter of APA’s relationship with industry, especially 
with pharmaceutical companies, was referred to the Council 
because of the concern of certain members of the Board of 
Trustees that APA’s relationships with pharmaceutical com- 
panies were going beyond the bounds of professionalism, were 
compromising our principles, and in some instances were in- 
volving members in conflicts of interest. 

After much discussion the Council voted to form a task 
force to explore the range of relationships between APA and 
the pharmaceutical industry, including research grants and con- 
tracts, advertising, exhibits, and convention handouts, with a 
view toward the formulation of specific guidelines on the mat- 
ter. It was decided that the members of this task force and its 
charge would be worked out in a conference between the chair- 
man of the Council and the Medical Director. 

A survey of the other councils in APA by the Council on 
Internal Organization had been directed by the Board of 
Trustees. Thus far the Council has followed through with the 
appointment of Henry Laughlin, M.D., to review the Council 
on National Affairs, Richard Steinhilber, M.D., to review the 
Council on International Affairs, and Bruce Sloane, M.D., to 
review the Council on Emerging Issues. Reports were received 
by these members on their councils. 

The Council approved the appointment of the following 
persons to review councils not already under study: Council on 
Medical Education and Career Development, Milton Green- 
blatt, M.D.; Council on Research and Development, Bruce 
Sloane, M.D., assisted by Thomas J. Conklin, M.D.; Council on 
Mental Health Services; Richard Steinhilber, M.D., assisted by 
Leo Oxley, M.D., and Donna Norris, M.D.; and the Council on 
Professions and Associations, Jack Wolford, M.D. 

A new committee was established to consider the present 
form of assessment of councils and to determine whether larger 
survey teams or Outside groups should be used and, if so, at 
what cost. 

Another item discussed concerned the question of the 
politicization of the Association. Council members and consul- 
tants felt that in attempting to evolve a more democratic proc- 
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ess for the election of its officers, APA had found itself in a new 
era of politicization. 

Those who favored the new election procedure felt that 
there appeared to be more interest in APA activities by mem- 
bers and that the new procedure offered a wider choice of can- 
didates. Those opposed felt that political activity was not neces- 
sarily in keeping with professional interests, that it involved an 
expenditure of money and time taken from more important 
pursuits, that the procedure created an adversary climate, that 
elections may be determined largely by “product recognition,” 
and that there was a significant lag between the announcement 
of candidates and their election, which allowed for a period of 
political campaigning. This time could be shortened, with sub- 
sequent reduction of campaigning by candidates. 

Consideration was given to reducing that lag, expanding 
the number of members of the Nominating Committee, devel- 
oping a single slate by the committee, and increasing the num- 
ber of signatures necessary for nomination of candidates. No 
action was taken. 

The Council discussed the cost of serving as President or 
President-Elect. The Board of Trustees had voted up to $18,000 
per annum for the President at the rate of $150 per day away 
from his office and up to $5,000 in travel expenses. In some in- 
stances this was paid to the President, in others to the institu- 
tion or organization which in effect supported him and per- 
mitted him to take time away from ordinary activities. 

It was noted that in spite of this assistance the President 
usually held office at a financial sacrifice or was heavily subsi- 
dized by his institution. Presidents who depended for income in 
part or in whole on patient practice usually lost patients because 
of being away from their offices, and after serving their term 
they were required to rebuild their practice. Such a practitioner 
thus would be at a financial disadvantage. In addition, much 
time is spent away from work and family. It was also noted that 
no subsidy was provided for the President-Elect. 

The Reference Committee recommended that the Council 
give this matter further study. l 

The Council was pleased that John K. Torrens, M.D., 
chairman of the Isaac Ray Award Board, collaborated with 
Jack Weinberg, M.D., chairman of the Committee on Grants 
and Awards, in finding support for the Isaac Ray Award from 
the Sutermeister Bequest. The recommendation for such fund- 
ing was approved by the Reference Committee in November 
1973. 

The Committee on Conventions, Alexander Simon, M.D., 
chairman, gave a report on its plans for the 1974 annual meet- 
ing. Suggestions affecting the program have been conveyed 
to the Committee on Program. It was decided to operate a 
placement service on a trial basis at the 1974 annual meeting. 

The Committee on Public Information, James P. Cattell, 
M.D., chairman, arrived at a choice of a recipient for the 
Robert T. Morse Writers’ Award. This choice will be an- 
nounced at the 1974 annual meeting. 

This committee wishes to undertake revision of the pop- 
ular A Psychiatric Glossary, which was last published five years 
ago. The committee asked for $1,500 to cover expenses of a 
subcommittee that would meet about three times to accomplish 
the revision, possibly completing its task by late spring of 1974. 
The Reference Committee, in its November 1973 meeting, ap- 
proved this expenditure. 

A discussion of the image of psychiatry in government re- 
sulted in the committee’s decision to support, in principle, the 
August 27, 1973, recommendations of the Ad Hoc Joint Com- 
mittee to Study the Assembly Resolution on Legislative Advo- 
cacy, leaving to the new Medical Director the decisions regard- 
ing the details and sequence of their implementation. The 
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Committee on Public Information strongly recommended that 
financing of a national government relations program come 
through APA (with dues increases if needed) rather than 
through the district branches. 

The committee adopted a resolution recommending the 
creation of a new and ninth council on public affairs and gov- 
ernment relations, but the Council and the Reference Com- 
mittee did not favor the formation of a new council. 

The committee recommended that the Committee on Con- 
tinuing Education discuss the advisability of lending APA’s 
endorsement to professional films and audiovisual productions, 
‘since APA’s policy on this is unclear. This suggestion will be 
given further consideration by the Council. 

The committee also recommended creation of a task force 
to develop definitions of psychiatric disability, as demanded 
by Professional Services Review Organization (PSRO) regu- 
lations, and the formulation of safeguards to preclude breaches 
of confidentiality in the implementation of these regulations. 

The House Committee, Daniel Jaffe, M.D., chairman, 
toured APA’s structures and property last spring and found 
everything in order. 

The newly formed Committee of Residents, Thomas A. 
Rodgers, M.D., chairman, has requested resident participation 


The Council on Emerging Issues 


EDWARD T. AUER, M.D.. CHAIRMAN 


THE COUNCIL ON EMERGING ISSUES met twice during the past 
year, the last meeting having taken place in October 1973. 
The activities of the Council and its components during the past 
year and its projected plans are reported below. 

The Task Force on Psychosurgery, John Donnelly, M.D., 
chairman, has been organized and is proceeding with a review 
of a comprehensive list of issues related to psychosurgery. The 
task force anticipates drafting a report during 1974. 

The Task Force on Family Planning and Population, Eugene 
B. Brody, M.D., chairman, cosponsored a conference on 
“Psychosocial and Cultural Determinants of Population 
Policies: Formulation, Implementation, and Consequences” 
with the Smithsonian Institution Project for Interdisciplinary 
Communications Program in January 1974. The task force is 
sponsoring three symposia at the 1974 annual meeting in De- 
troit, Mich. 

The task force is preparing a questionnaire to send to a 
representative sample of APA members to determine their atti- 
tudes and experiences in relation to family planning and popu- 
lation policies. 

The task force drafted a resolution on family planning that 
in essence reaffirmed the existing APA position statement 
on abortion, with a modification to include mention of con- 
traception and voluntary sterilization. The intent of the resolu- 
tion was to bring the position of APA to the attention of legisla- 
tors considering laws aimed at reducing funds for the provision 
of abortion, contraception, and voluntary sterilization services 
or for research in the area of population planning. This intent 
was supported fully by the Council and subsequently by the As- 
sembly of District Branches, the Reference Committee, and the 
Executive Committee of the Board of Trustees. 

The Task Force on Women in Psychiatry, Nancy A. Roeske, 
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on the Board of Trustees, funds to enable residents to meet with 
the Assembly of District Branches and the American Associa- 
tion of Directors of Psychiatric Residency Training, and funds 
to hold a mid-winter meeting. The Medical Director said that 
funding of this committee has been planned. The committee 
also requested participation in the 1974 annual meeting and 
made specific suggestions concerning the meeting to the Com- 
mittee on Program. 


The Manfred S. Guttmacher Award Board, Hofheimer 
Prize Board, McGavin Award Selection Board, and Vester- 
mark Prize Board will meet individually to select prize 
recipients, who will be announced at the 1974 annual meeting. 

A new Task Force on Interface Between Psychiatry and 
Industry has been formed with Harvey J. Tompkins, M.D., as 
chairman. The task force will review the APA pamphlet Prin- 
ciples and Guidelines of Advertising Acceptance and the APA 
regulations governing exhibits and will recommend any needed 
changes or additions to these basic operating documents. The 
task force was also asked to develop guidelines for APA mem- 
bers with respect to conflict of interest or moral stress in rela- 
tion to grants or awards from industry or support by industry 
for travel, speakers, books, or social activities. 


M.D., and Elissa P. Benedek, M.D., co-chairpersons, is again 
planning to sponsor a number of activities at the annual meet- 
ing, including symposia, ‘rap sessions,” and film presenta- 
tions. The task force has requested the Committee on Program 
to consider changes in the annual meeting program for guests 
(spouses) and the operation of a child care center at the meet- 
ing. The Council supported these suggestions. 

Dr. Roeske reported an encouraging expression of inter- 
est by private foundations in supporting studies planned by the 
task force. 

The task force has been granted an additional year of sup- 
port to complete its objectives. 

The Task Force To Define Mental Illness and “What Is a 
Psychiatrist?,"’ Morton Reiser, M.D., chairman, met in October 
1973. The task force requested support for two meetings early 
in 1974 in order to attempt to complete a draft of its report by 
spring of 1974. This request was supported by the Council and 
approved by the Reference Committee and the Executive Com- 
mittee. 

A Task Force on Psychohistory has been appointed with 
Charles Hofling, M.D., as chairman. An initial meeting of this 
task force was scheduled for January 11, 1974, in Washington, 
DC, 

The Council spent some time on further discussion of its 
goals and its modus operandi. These deliberations were aided 
by consultation with the Council on Internal Organization. It 
was decided that the number of task forces appointed by the 
Council should be limited and that Council members should 
meet at more frequent intervals in an attempt to function as a 
“think tank,” addressing themselves to their specific charge to 
identify emerging issues and making recommendations about 
how these issues ought to be studied and referred to appropriate 


components of APA. This mode of functioning would be more 
congruent with the early conceptualization of this Council. 

The Council has been in communication with representa- 
tives of the various branches of the military and plans a sym- 
posium at the 1974 annual meeting to review the knowledge and 
experience acquired by psychiatrists relative to returning 
POWs. 

A subcommittee was appointed to draft a resolution ex- 
pressing the interest and concern of the Association regarding 
the impact of the Viet Nam war on a wide range of people and 
their families. This was decided after prolonged debate over the 


The Assembly of District Branches 


THE PRIMARY RESPONSIBILITY of the Assembly Budget Com- 
mittee is to anticipate the cost of ongoing Assembly programs 
and to estimate the cost of new ones. During the past year the 
Assembly budget was increased to fund an orientation meeting 
of district branch presidents-elect at the time of the Assembly 
fall meetings and to fund transportation costs to permit legisla- 
tive representatives to attend the fall and spring meetings of 
area councils, which have now become an established part of 
the Assembly structure. 

The Committee on Divisional Meetings reported that the 
Area V divisional meeting held in Williamsburg, Va., was suc- 
cessful both financially and professionally, with about 400 at- 
tending. 

The Area II divisional meeting held in March 1974 had as its 
theme “Psychiatry: Utilization and Its Discontents.” Arthur 
Schlesinger, the keynote speaker, spoke on “The Emotionality 
of American Presidents.” Many Association members partici- 
pated in the panel discussions, which ranged from “Human 
Sexuality and Its Biology” to “Government and Psychiatry” to 
“Contemporary Therapies.” Ralph Nader also participated in 
the program. 

An important development during the past year was a mas- 
terful critique of the Area VI divisional meeting in San Diego, 
Calif., in October 1973. This critique can serve as a model for 
future divisional meetings. 

The Committee on Planning and Development continues to 
be actively concerned with the ongoing development of the As- 
sembly and involved in meaningful Association activities. It has 
recommended the active participation of Falk Fellows in the 
Assembly’s fall and annual meetings and their attendance at 
scheduled meetings of area councils. 

The committee supported suggestions for an Airlie House- 
type conference within the next year to discuss and bring about 
more substantial progress toward the objectives of the Associa- 
tion. This could be done by developing an interpretation of the 
objectives based on contemporary realities and knowledge; de- 
veloping a method for setting priorities for action; clearly defin- 
ing the roles and relationships of the various components of the 
Association; and developing a process that will ensure maxi- 
mum participation by the membership in the planning and im- 
plementation of actions by the Association. 

The Committee on Membership has continued in its efforts 
to actively encourage members-in-training to participate at all 
levels of the APA structure and has promoted the active in- 
volvement of these members at the district branch level and in 
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advisability of APA’s issuing a statement regarding amnesty. 

The Council agreed to review an old APA publication, First 
Aid for Psychological Reactions in Disasters, with the possi- 
bility of updating and reissuing the document. 

The Council urged that the Committee on Public Infor- 
mation actively respond to the increasing flow of literature in 
the public press criticizing psychiatry and involuntary com- 
mitment and that its responses be disseminated to the district 
branches in the form of regular news releases of a positive na- 
ture. The district branches should be urged to seek placement of 
such releases in local news reports. 


area council meetings. The committee especially encouraged 
the right of members-in-training to hold office and serve on 
councils, committees, and task forces of APA. The committee 
would like to serve as a pivotal point of contact for the district 
branch membership committees, the APA Membership Com- 
mittee, and the Committee of Residents. 

To help resolve the problem of the increasing number of 
members-at-large the committee recommended a series of pro- 
cedures that would eliminate loopholes which have permitted 
this to occur. This recommendation was approved by the Board 
of Trustees, and its implementation has begun in the central of- 
fice. 

The Committee on Public Information made the following 
recommendations: 1) continuing support of district branch 
newsletters; 2) encouragement of efforts by the district branches 
to enhance their visibility at the local level so that the public 
may receive appropriate information on mental health issues; 
and 3) development of strategies to counteract the erosion of 
the public image of psychiatry and the psychiatrist and to me- 
liorate the current medical image of psychiatry. There has been 
concern about the rampant criticisms of the profession by 
people in all walks of life. The committee felt it was absolutely 
essential that there be further coordination on public affairs, 
such as building a better climate of opinion and better govern- 
ment relations and translating that improved climate of opinion 
into government support. 

During the past year the Task Force on Delivery of Mental 
Health Services has focused its efforts on mobilizing district 
branch input to assist the Association in developing a new pol- 
icy statement regarding national health insurance (NHI). After 
reviewing responses to a questionnaire sent to the district 
branches, the task force developed a revised statement on NHI 
for endorsement by the Assembly but recommended that the 
Assembly avoid endorsing any one specific proposal over any 
other. It reaffirmed the need for continued involvement by dis- 
trict branches in issues related to NHI. 

The Task Force To Define the Nature, Scope and/or Areas 
of Competence of the Specialty of Psychiatry continues to re- 
view the history of psychiatry, the training of psychiatrists, 
their areas of competence, etc. The task force has prepared sev- 
eral papers on the subject and will develop a final report, which 
will be considered along with studies made by another APA 
task force. 

The Task Force on Revision of the Procedural Code has de- 
veloped a revision of the Procedural Code of the Assembly that 
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has four major aspects: |) reorganization of content; 2)-elimina- 
tion of redundant and repetitive material; 3) amended order of 
business for the regular Assembly sessions; and 4) a separate 
new order of business for the APA annual business meeting ses- 
sion of the Assembly. In conjunction with this it has proposed 
amendments to provide for an Assembly Reference Committee 
system. Several other substantive changes will expedite Assem- 
bly functioning. 

There had been concern in the Assembly about the length of 
time required for the Association to process Assembly recom- 
mendations, and it was determined that a closer liaison between 
the Assembly and the APA Reference Committee would im- 
prove the efficiency of the Association. The Board of Trustees 
approved a recommendation that the Assembly have direct ac- 


Position Statement on Amphetamines 


This statement was approved by the Board of Trustees of the 


American Psychiatric Association at its December 14-15, 1973, 
meeting. It was prepared by the Commission on Drug Abuse in 
consultation with the Commission on Childhood and A doles- 
cence.' The Assembly of District Branches endorsed the state- 
ment. 


MANY PHYSICIANS, as well as government agencies, advocate 
legislation removing amphetamines from the roster of legally 
prescribed medications. The American Psychiatric Association 
opposes the withdrawal of amphetamines and related central 
nervous system drugs from the roster of legally prescribed med- 
ications. 

At the same time, the Association strongly urges judicious 
prescribing practices by physicians, based upon appropriate 
clinical indications, effective control of distribution, and more 
effective professional and public education to minimize abuse of 
all controlled drugs. 


'The Commission on Drug Abuse included: Daniel X. Freedman, M.D., 
chairman, Allan Beigel, M.D., Max Fink, M.D., Jay M. Jackman, 
M.D., Morton G. Miller, M.D., Marie Nyswander, M.D., Richard B. 
Resnick, M.D., J. Thomas Ungerleider, M.D., and Norman Zinberg, 
M.D.; and W.E. Bunney, Jr., M.D., and Jerome H. Jaffe, M.D., con- 
sultants. The Commission on Childhood and Adolescence included: 
Viola Bernard, M.D., chairman, Paul L. Adams, M.D., Sidney Ber- 
man, M.D., Edward H. Futterman, M.D., Ruth L. Lavietes, M.D., 
Margaret M. Lawrence, M.D., Chester M. Pierce, M.D., Frank T. 
Rafferty, M.D., Julius B. Richmond, M.D., Raymond Sobel, M.D., 
and George Tarjan, M.D.; and John Benvenuto, M.D., and John Loon- 
ey, M.D., Falk Fellows. 
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cess to the resources of the Reference Committee to assist it in 
preparing position statements and policy recommendations and 
that these statements and recommendations be referred to the 
Assembly for review, recommendations, and approval prior to 
final adoption as Association policy. 


In addition, at a policy meeting in February 1973 the Board 
authorized the Assembly Executive Committee to appoint a li- 
aison member to attend meetings of each council in order to 
further improve communication between the Assembly and the 
Reference Committee. The liaison appointees attended their 
first council meetings in October 1973, and it was agreed by all 
concerned that the process is functional and is a step forward in 
closing a communications gap among APA components. 
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Position Statement on Homosexuality and Civil Rights 


aeaa OOO 
This statement was approved b y the Board of Trustees of the 

- American Psychiatric Association at its December 14-15, 

1973, meeting, upon recommendation of the Council on 
Professions and Associations. It was prepared by Robert L. 
Spitzer, M.D., with the approval of the Task Force on Nomen- 
clature and Statistics. The Assembl y of District Branches 
endorsed the statement at its meeting on November 2-4, 1973. 


a ee 


WHEREAS HOMOSEXUALITY per se implies no impairment in 
judgment, stability, reliability, or general social or vocational 
capabilities, therefore, be it resolved that the American Psychi- 
atric Association deplores all public and private discrimination 
against homosexuals in such areas as employment, housing, 
public accommodation, and licensing, and declares that no bur- 
den of proof of such judgment, capacity, or reliability shall be 
placed upon homosexuals greater than that imposed on any 


other persons. Further, the American Psychiatric Association 
Supports and urges the enactment of civil rights legislation at 
the local, state, and federal level that would offer homosexual 
citizens the same protections now guaranteed to others on the 
basis of race, creed, color, etc. Further, the American Psychiat- 
ric Association supports and urges the repeal of all discrimina- 
tory legislation singling out homosexual acts by consenting 
adults in private. 

(The American Psychiatric Association is, of course, aware 
that many other persons in addition to homosexuals are irratio- 
nally denied their civil rights on the basis of pejorative con- 
notations derived from diagnostic or descriptive terminology 
used in psychiatry and deplores all such discrimination. This 
resolution singles out discrimination against homosexuals only 
because of the pervasive discriminatory acts directed against 
this group and the arbitrary and discriminatory laws directed 
against homosexual behavior.) 
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Position Statement on Family Planning 


This statement was approved by the Board of Trustees of the 
American Psychiatric Association at its December 14-15, 1973, 
meeting. It was prepared by the Task Force on Family Planning 
and Population.’ The Assembly of District Branches endorsed 
the statement at its meeting on November 2-4, 1973. 


ne eee ee 


INDIVIDUAL CHOICE as to whether and when to become a parent 
and the prevention of unwanted pregnancy or birth is an impor- 
tant way to promote and safeguard the health and welfare of in- 
dividuals, families, and communities. Birth control, including 
contraception, medically safe abortion, and voluntary ster- 
‘lization should therefore be available universally to every indi- 
vidual on request to prevent unwanted pregnancy or parenthood 
as a part of standard health care and medical services. 


2The task force included: Eugene B. Brody, M.D., chairman, Robert 
Cancro, M.D., Stephen Fleck, M.D., and E. James Lieberman, M.D.,; 
Henry P. David, Ph.D., Cornelia Friedman, M.D., Zigmond M. Leben- 
sohn, M.D., Warren Miller, M.D., Lucile Newman, Ph.D., and M.D. 
Shelesnyak, Ph.D., consultants; Richard Barthel, M.D., Falk Fellow; 
John Cawte, M.D., and James Fawcett, Ph.D., corresponding consul- 
tants; and Lane Ameen, M.D., liaison with the Council on Emerging Is- 
sues. 
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TABLETS: 0.5 mg, 1 mg, and 2 mg 
INJECTION: 1.0 mg/ml 


COGENTIN 
(Benztropine Mesylate | MSD) 


added to the regimen 
helps alleviate 
phenothiazine-induced 


extrapyramidal symptoms 


In a recent study of 71 patients treated with 
antipsychotics, COGENTIN, administered in 
a double-blind manner in various dosage 
schedules, was found to be highly successful 
in relieving phenothiazine-induced extra- 
pyramidal symptoms.’ Patients experienced 
relief of such symptoms as facial and hand 
tremors, muscle weakness, sensations of 
psychic and motor excitation, and akathisia. 


1. Neu C, Dimascio A, Demirgian E: Antiparkinson medication in the treatment of 
extrapyramidal side effects: single or multiple daily doses? Curr Ther Res 14:246, 
May 1972. 


impaired. Occurrence of glaucoma is a possibility; probably should not be used in angle- 
closure glaucoma. 


Large doses generally cannot be tolerated by older patients, thin patients, or patients 
with arteriosclerotic parkinsonism. Do not terminate other antiparkinsonism agents 
abruptly; reduce gradually. In drug-induced parkinsonism, closely observe patients for 
severe reactions, and temporarily discontinue COGENTIN (Benztropine Mesylate, MSD) if 
they appear; do not extend therapy longer than necessary to counteract the extrapyra- 
midal disorders; although the psychotropic drug frequently can be continued without 
change of dosage, a decrease might be indicated. 

Adverse Reactions: Adverse reactions may be anticholinergic and/or antihistaminic. Dry 
mouth, blurred vision, nausea, nervousness may develop. If dry mouth causes difficulty 
in swallowing or speaking, or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled by temporary dis- 
continuation, followed by resumption at a lower dosage. Constipation, numbness of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 
skin rash, develops; sometimes this can be controlled by reducing dosage, but occasion- 
ally requires discontinuation. 

Supplied: Tablets in three strengths: 0.5 mg and 1 mg benztropine mesylate, in bottles 
of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1000. Injection, containing 
1.0 mg benztropine mesylate and 9.0 mg sodium chloride per ml, in 2-ml ampuls. 

For more detailed information, consult your MSD representative or see full prescribing infor- 
mation. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 








Facts about dosage 
schedules of 
COGENTIN 
(Benztropine Mesylate | MSD) 
in treating drug-induced 
extrapyramidal symptoms 









In treating extrapyramidal symp- 
toms due to central nervous system 
drugs, such as reserpine and 
phenothiazines, the recommended 
dosage of COGENTIN is 1 to 4 mg 
once or twice a day orally or 
parenterally. The tablet form 
should be used when patients are 
able to take oral medication. 


When extrapyramidal symptoms 
develop soon after initiation of 
phenothiazine treatment, they are 
likely to be transient. One to 2 mg 
COGENTIN orally two or three 
times a day usually provides relief 
within one or two days. After one 
or two weeks, COGENTIN should 
be withdrawn to determine the 
continued need for it. If symptoms 
recur, COGENTIN can be 
reinstituted. 


Extrapyramidal symptoms that 
develop slowly usually are less 
responsive. They may require more 
prolonged treatment with 2 to 

6 mga day. 























For more detailed information, 
see full prescribing information. 
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practical measures 
in support of sleep 


Care & 
Affection 















Many patients have a strong crav- 
ing for affection that, if not satisfied 
can interfere with sleep. This can | 
particularly true among partners 
of long-enduring marriage. A wi 
who feels neglected may lie 
awake beside her soundly 
sleeping husband, or vice 
versa, because of a failure on 
the part of one to meet the 
other's needs. 

All that may be required 
to treat the mild insomnia 
in this type of patient is 
some old-fashioned mar- 
riage counseling: to encour- 
age intimacy, to prolong con- 
tact, to express loving care. By 
a simple increase in emotional 
warmth at day's end, when the 
fatigue level is high, both partners 
may get the necessary assurance and 
relaxation for a full night's sleep. 


a complement 


to practical sleep - 


measures 


NOLUDA 


methyprylon) I 





helps patients slip gently into sleep 


treating sleep disturbance 
reliably Should this type of patient fail to 


respond to frst steps and continue to experience 
difficulty in falling asleep and staying asleep, 2 
hypnotic may be called for. Noludar 300—with 
over 19 years of reliable use behind it— usually 
induces slee within 45 minutes. Noludar can 
promote an uninterrupted sleep of from 5 to 8 
hours duration. The patient generally wakes 
refreshed without morning-after “hang-over: 


with a careful concern for 
safety While Noludar 300 is a 


Schedule III controlled medication, it is not a 
barbiturate or a methaqualone. Use caution in 
administering to individuals known to be 
addiction-prone or those whose history suggests 
they may increase the dosage on their own 
initiative. 


benefits for the elderly 

Noludar 300 is well suited to the elderly. On 
recommended dosage (1 capsule before retiring), 
paradoxical excitation has been rare. There has 
been little suppression of respiratory or 
cardiovascular function. 


Before prescribing, please consult Complete Product 
Information, a summary of which follows: 
INDICATION: As a hypnotic for relief of insomnia of 
varied etiology. 

CONTRAINDICATIONS: Patients with known hyper- 


sensitivity to tne drug. 








WARNINGS: Caution patients about combined effects 
with alcohol and other CNS depressants. Caution 
against hazardous occupations requiring complete 
mental alertness, such as operating machinery or 
driving a motor vehicle shortly after ingesting the drug. 


Physical and Psychological Dependence: Physical and 
psychological dependence have been reported infre- 
quently. Withdrawal symptoms, when they occur, tend 
to resemble those associated with withdrawal of bar- 
biturates and should ke treated in a similar fashion. 
Use caution in administering to individuals known to 
be addiction-prone or those whose history suggests they 
may increase the dosage on their own initiative. Repeat 
prescriptions should be limited without adequate 
medical supervision. 

Usage in Pregnancy: Weigh potential benefits in 
pregnancy, during lactation, or in women of child- 
bearing age against possible hazards to mother and 
child. 


Usage in Children: Not recommended in children 
under 3 months of age. 


PRECAUTIONS: To-al daily intake should not exceed 
400 mg, as greater amounts do not significantly increase 
hypnotic benefits. Okserve usual precautions in hepatic 
or renal disorders. Perform periodic blood counts if 
used repeatedly or ov2r prolonged periods. 


ADVERSE REACTIONS: At recommended dosages, 
there have been rare cccurrences of morning drowsi- 
ness, dizziness, mild to moderate gastric upset 

(including diarrhea, esophagitis, nausea and vomiting), 
headache, paradoxica. excitation and skin rash. There 
have been a very few, -solated reports of neutropenia 
and thrombocytopen:a; however, the evidence does not 
establish that these reactions are related to the drug. 


SUPPLIED: Capsules containing 300 mg methyprylon. 
Tablets containing 200 mg or 50 mg methyprylon. 


ROCH= LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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italn 
(methylphenida 





Ritalin...beneficial in the context of a 
complete therapeutic and remedial program 

Ritalin can reinforce the effectiveness of 
remedial education, physiotherapy, modified 
home management, and psychotherapy in 
helping the MBD child. 

Integrated into a comprehensive reha- 
bilitative program, Ritalin offers broad thera- 
peutic benefits,™* yet appears to produce side 
effects less frequently than other stimulant 
drugs.** It is currently a drug of choice in 
many MBD situations.’ Therapy should be ini- 
tiated with Ritalin only when a diagnosis of 
MBD has been made. 

Dosage should be periodically inter- 
rupted in the presence of improved motor 
coordination and behavior. Often, these inter- 
ruptions reveal that the child’s 
behavior shows some “stabi- 
lization” even without chemo- 
therapy, permitting a reduc- 
tion in dosage and eventual dis- 
continuance of drug therapy. 


References: 
Ja anono! M: Arch Gen Psychiatry 6:198-202, 
1962. 

2. Werry JS: Paper presented at the Annual 
Meeting of the American Psychiatric Asso- 
ciation, Boston, May 13-17, 1968. 

. Knights RM, Hinton GG: J Nerv Ment Dis 
148:643-653, 1969. 

. Creager RO, VanRiper C: J Speech Hear 
Res 10:623-628, 1967. 

. Paine RS: Pediatr Clin North Am 15:779-800, 1968. 

. Conners CK: J Learning Disabil 4:476-482, 1971. 

. Chariton MH: NY State J Med 16:2058-2060, 1972. 
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Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 
TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as adjunctive therapy to 
other remedial measures (psychological, educational, apcialy 
Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction (MBD) is unknown, 
and there is no single diagnostic test. Adequate diagnosis requires 
the use not only of medical but of special psychological, educational, 
and social resources. 

Characteristics commonly reported include: chronic history of short 
attention span, distractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neurological signs and 
abnormal EEG. Learning may or may not be impaired. The diagnosis 
of MBD must be based upon a complete history and evaluation of 
the child and not solely on the presence of one or more of these 
characteristics. 

Drug treatment is not indicated for all children with MBD. Stimulants 
are not intended for use in the child who exhibits symptoms second- 
ary to environmental factors and/or primary psychiatric disorders, 
including psychosis. Appropriate educational placement is essential 
and psychosocial intervention is generally necessary. When remedial 
measures alone are insufficient, the decision to prescribe stimulant 
medication will depend upon the physician’s assessment of the 
chronicity and severity of the child's symptoms. 
CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin may aggravate 
these symptoms. Also contraindicated in patients Known to be 
hypersensitive to the drug and in patients with glaucoma. 
WARNINGS 

Ritalin should not be used in children under six years, since safety 
and efficacy in this age group have not been established. 

Sufficient data on safety and efficacy of long-term use of Ritalin in 
children with minimal brain dysfunction are not yet available. 
Although a causal relationship has not been established, suppression 
of growth (je, weight gain and/or height) has been reported with 
long-term use of stimulants in children. Therefore, children requiring 
long-term therapy should be carefully monitored. 

Ritalin should not be used for severe depression of either exogenous 
or endogenous origin or for the prevention of normal fatigue states. 
Ritalin may lower the convulsive threshold in patients with or with- 
out prior seizures; with or without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of anticonvulsants and 





Ritalin has not been established. If seizures occur, Ritalin should be 
discontinued. 

Use cautiously in patients with hypertension. Blood pressure should 
be monitored at appropriate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of guanethidine. Use 
cautiously with pressor agents and MAO inhibitors. Ritalin may 
inhibit the metabolism of coumarin anticoagulants, anticonvulsants 
(phenobarbital, diphenylhydantoin, primidone), phenylbutazone, 
and tricyclic antidepressants (imipramine, desipramine). Downward 
dosage adjustments of these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to establish safe use of 
Ritalin during pregnancy have not been conducted. Therefore, until 
more information is available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion of the physician, 
the potential benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emotionally unstable 
patients, such as those with a history of drug dependence or _ 
alcoholism, because such patients may increase dosage on their 
own initiative. 

Chronically abusive use can lead to marked tolerance and 


psychic dependence with varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, especially with parenteral 
abuse. Careful supervision is required during drug withdrawal, 
since severe depression as well as the effects of chronic over- 
activity can be unmasked. Long-term follow-up may be required 
because of the patient's basic personality disturbances. 


PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 
ADVERSE REACTIONS 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by 
reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse ghee a, both up and down; 
tachycardia; angina; cardiac arrhythmia; abdom- 
inal pain; weight loss during prolonged therapy. 
Toxic psychosis has been reported. Although a 
definite causal relationship has not been estab- 
lished, the following have been reported in 
patients taking this drug: leukopenia and/or anemia; a few instances 
of scalp hair loss. 

In children, loss of appetite, abdominal pain, weight loss during 
prolonged therapy, insomnia, and tachycardia may occur more 
frequently; however, any of the other adverse reactions listed above 
may also occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years and over) _ 
Start with small doses (eg, 5 mg before breakfast and lunch) with 
gradual increments of 5 to 10 mg weekly. Daily dosage above 60 mg 
is not recommended. If improvement is not observed after appro- 
priate dosage adjustment over a one-month period, the drug should 
be discontinued. 

If paradoxical aggravation of symptoms or other adverse effects 
occur, reduce dosage, or, if necessary, discontinue the drug. 

Ritalin should be periodically discontinued to assess the child’s 
condition. Improvement may be sustained when the drug is either 
temporarily or permanently discontinued. 

Drug treatment should not and need not be indefinite and usually 
may be discontinued after puberty. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 100, 500, 1000 and 
Accu-pak blister units of 100. 

Tablets, 5 mg (pale yellow); bottles of 100, 500, and 1000. 


Consult complete product literature before prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 2/4852 17 
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Assaultive and belligerent? 
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Cooperation often be gins with 
HALDOL 
(haloperidol) 


a first choice for starting therapy 


Acts cp ta to 
control ag ‘oat 
assaultive 


Several studies have reported the 
special effectiveness of HALDOL 
(haloperidol) in controlling 
disruptive and dangerously 
assaultive behavior! Even the 
number of violent assaults 
committed by a group of criminal 
psychotics “resistant to maximal 
doses of phenothiazines” was 
reduced substantially during 
treatment with HALDOL: 
Symptom control can be achieved 
rapidly, frequently within a few 


hours when the intramuscular form 


is used for initial controlof acutely 
agitated psychotic states?* 


a“ 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
(haloperidol) is rare. In a report on 
a study with criminal psychotics 

the investigator states, “The 
patients remained alert and more 
amenable to psychotherapeutic 
intervention.” Another investigator 
reports that HALDOL “normalizes” 
behavior and produces a sensitivity 
to the environment that allows 
more effective use of the social milieu 
and the therapeutic community: 


Reduces risk of 
serious adverse 
reactions 


HALDOL (haloperidol), 

a butyrophenone, avoids or 
minimizes many of the problems 
associated with the phenothiazines. 
Hypotension is rare and severe 
orthostatic hypotension has not 
been reported. There is also less 
likelihood of adverse reactions 
such as liver damage, ocular 
changes, serious hematologic 
reactions and skin rashes. 


The most frequent side effects of 
HALDOL (haloperidol) — 
extrapyramidal symptoms — are 
usually dose-related and readily 
controlled. 


References: 1. Darling, H.F.: Dis. Nerv. Syst. 32:31 (Jan.) 1971. 2. Man, P.L., and Chen, C.H.: Psychosomatics 14:59 (Jan.-Feb.) 1973. 
3. Palestine, M.L., and Alatorre, E.: Paper presented Amer. Ass. Family Practitioners Annual Meeting, N.Y., Sept. 25-28, 1972. 
4. Reschke, R.W.: Paper to be published in Dis. Nerv. Syst. 5. Haward, L.R.C.: Clin. Trials J. 2:135 (May) 1965. 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


“~~. © MeNeil Laboratories, Inc., 1974 





HALDOL 
haloperidol) 


a first choice for starting therapy 


A Dosage Form for Every Need: 





g 4 tablet strengths for convenience in individualizing dosage: Y2 mg., 1 mg., 2 mg.and 5 mg. 


sales An undetectable, tasteless Liquid Concentrate 
for the patient unable or unwilling to swallow tablets: 2 mg. per cc. 


ola 


Summary of Directions for Use 


Indications: HALDOL (haloperidol) is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's Syndrome. 

Contraindications: HALDOL (haloperidol) is contraindicated in pa- 
tients who are severely depressed, comatose, have CNS depression 
due to alcohol or other centrally-acting depressants, have Parkin- 
son's disease or are hypersensitive to this drug. 

Warnings: Usage in Pregnancy: Safe use of HALDOL (haloperidol) 
in pregnancy and lactation has not been established: therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been re- 
ported (a Causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
HALDOL orally and/or parenterally showed increased incidence of 
resorption, reduced fertility, delayed delivery, dose-related pup mor- 
tality (presumably due to lack of maternal care reflecting CNS 
depression). 

Usage in Children: Safety and effectiveness in children have not 
been established: therefore, this drug is not recommended for use in 
the pediatric age group. 

General: Cases of bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL (haloperidol), decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in pa- 
tients receiving chemically-related drugs. HALDOL may impair the 
mental and/or physical abilities required for the performance of haz- 
ardous tasks such as operating machinery or driving a motor vehicle. 
The ambulatory patient should be warned accordingly. The use of 
alcohol should be avoided due to possible additive effects and 
hypotension. 

Precautions: HALDOL (haloperidol) should be administered cau- 
tiously to patients: (1)—with severe cardiovascular disorders, be- 
cause of the possibility of transient hypotension and/or precipitation 
of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL may block 
its vasopressor activity and paradoxical further lowering of blood 
pressure may occur. (2)—receiving anticonvulsant medication, be- 
cause HALDOL may lower the convulsive threshold. Adequate an- 
ticonvulsant therapy should be maintained concomitantly. (3)— with 
known allergies, or with a history of allergic reactions to drugs. (4)— 
receiving anticoagulants, since an isolated instance of interference 
occurred with the effects of one anticoagulant (phenindione). 

If concomitant anti-Parkinson medication is required, it may have 
to be continued after haloperidol is discontinued because of the dif- 
ference in excretion rates. If both are discontinued simultaneously, 
extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including anti-Parkinson 
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A rapid-acting Injection for psychiatric emergencies: 5 mg. per cc., with 0.5 mg. methylparaben and 
0.05 mg. propylparaben per cc., and lactic acid for pH adjustment to 3.4+0.2. 


agents, are administered concomitantly with HALDOL. When 
HALDOL is used to control mania in cyclic disorders there may be a 
rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia. akathisia, hyperreflexia, opisthotonos. 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of anti-Parkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk ap- 
pears to be greater in elderly patients on high-dose therapy. espe- 
cially females. The symptoms are persistent and in some patients 
appear irreversible. There is no known effective treatment. Al! anti- 
psychotic agents should be discontinued. The syndrome may be 
masked by reinstitution of drug, increasing dosage, or switching to a 
different antipsychotic agent. Other CNS Effects— Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement. 
mastalgia, menstrual irregularities, gynecomastia, impotence, in- 
creased libido, hyperglycemia and hypoglycemia. Gastrointestinal 
Effects: Anorexia, constipation, diarrhea, hypersalivation, dyspep- 
Sia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: 
Laryngospasm, bronchospasm and increased depth of respiration. 
Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL (haloperidol) is administered or prescribed. 6/73 


McNeil Laboratories, Inc. 
Fort Washington, Pa. 19034 
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The Journal—in its twenty-second year— continues to 
publish outstanding scientific articles in all fields of psychoanalysis. 












Issues forthcoming in 1974 will include a report on an N.I.M.H.- 
sponsored program about the influence of theory on psychotherapeutic 
practice in treating schizophrenia; a series of contributions 

centering on the latest theories of narcissistic personality disorders; 
and a group of papers on various aspects of research into the 
psychoanalytic process. Each issue offers a fine balance of 

theoretical papers and clinical presentations. 








An important and highly stimulating part of the Journal is the 
book section, which presents extensive critical essays on books 
dealing with related subjects, as well as reviews of individual books. 
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7DX, United Kingdom. (Payment requested with order.) 
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A CHANGE 
FOR THE BETTER 


IN 
CLINICAL DEPRESSION 


Even before optimal 
antidepressant effect becomes 
evident, Sinequan (doxepin HCI) can 
help the clinically depressed patient 
sleep better and feel less anxious. 
That's because Sinequan provides 
prompt sedative activity and marked 
antianxiety relief, in addition to its 
Significant antidepressant effect. 

But that’s not all. Its incidence of 
cardiovascular effects Is low. 
Tachycardia and hypotension are 
infrequent. (Drowsiness is the most 
common side effect.) Moreover, 
Sinequan, unlike other tricyclic 
antidepressants, does not generally 
affect the activity of guanethidine 
and similarly acting compounds at ce oe 
usual clinical doses (75-150 mg. per day). Agi 


Sinequan— it could mean a change s0 
for the better. me 


SINEQUAN “Fas 


25-mg., 50-mg. and new 100-mg. capsules 
















(See Brief Summary on following page for information on adverse 
reactions, contraindications, warnings and precautions.) 


Pfizer LABORATORIES DIVISION 
PFIZER INC. 
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A CHANGE FOR THE BETTER IN CLINICAL DEPRESSION 





SINEQUAN 


DOXEPIN HCI 


25-mg., 50-mg. and new 100-mg. capsules 


BRIEF SUMMARY 

Sinequan® (doxepin HCl) Capsules 

Contraindications. Sinequan is contraindicated in individuals who have shown 
hypersensitivity to the drug. 

Sinequan is contraindicated in patients with glaucoma or a tendency to uri- 

nary retention. 
Warnings. Usage in Pregnancy: Sinequan has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal re- 
productive studies have not resulted in any teratogenic effects. 

Usage in Children: The use of Sinequan in children under 12 years of age is 
not recommended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported fol- 
lowing the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cautious 
initiation of therapy with Sinequan. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being used, the length of time it 
has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 mg. 
per day, Sinequan can be given concomitantly with guanethidine and related 
compounds without blocking the antihypertensive effect. At doses of 300 mg. 
per day or above, Sinequan does exert a significant blocking effect. In addition, 
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Sinequan (doxepin HCI) was similar to the other structurally related psycho- 
therapeutic agents as regards its ability to potentiate norepinephrine response 
in the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usu- 
ally occurs early in the course of treatment, and tends to disappear as therapy 
is continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients have 
been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to three 

weeks, antianxiety activity is rapidly apparent. 
Supply. Sinequan is available as capsules containing doxepin HCI equivalent 
to 10 mg., 25 mg., 50 mg., and 100 mg, of doxepin in bottles of 100, 1000, and 
unit-dose packages of 100 (10 x 10's). 

More detailed professional information available on request. 


LABORATORIES DIVISION 


PFIZER INC. 


New APA Task Force Reports 
Behavior Therapy in Psychiatry 


This comprehensive report reviews the historical development of behavior therapy, its efficacy for the treat- 
ment of psychiatric problems, its current forms and uses as well as potential abuses, and its relationship to 


dynamic psychiatry. Approved for publication by the APA Council on Research and Development, the Report 
was prepared by a Task Force comprising Lee Birk, M.D., John Paul Brady, M.D., Alan J. Rosenthal, M.D., 
W. Douglas Skelton, M.D., Joseph B. Stevens, M.D., and Consultants Stephanie B. Stolz, Ph.D., Joseph V. 
Brady, Ph.D., Arnold A. Lazarus, Ph.D., James J. Lynch, Ph.D., and Edwin J. Thomas, Ph.D. 


Report No. 5 75 pages, June 1973 Single copy $3.50 





Patterns of Private Psychiatric Practice 


The Present and Future Importance of Patterns of Private Psychiatric Practice in the 

















Delivery of Mental Health Services 


This report marks the first formal statement the Association has ever issued delineating the vital role of its 
private practitioner members in the delivery of mental health services in the U.S. Contains sections on pat- 
terns of private practice, the economics of it, the impact of third party payments on it, its relation to the 
public sector, and an assessment of the overall contribution of the private sector to the treatment of mental 
illness. Stresses the theme that any national system for the delivery of mental health services must be a 
“balanced mix’’ of both the private and public sectors, each reinforcing the other. Approved for publication 
by the Council on Mental Health Services, the Report was prepared by a Task Force comprising Drs. Ewald 
Busse, Rogers J. Smith, Reed S. Andrus, Winston Cochran, Albert A. Lorenz, Robert L. Leopold, Louis W. 
Nie, and Consultants Alan |. Levenson, Zigmond M. Lebensohn, Walter E. Barton, and Mr. Robert L. 
Robinson. 


Report No. 6 29 pages, June 1973 Single copy $2.00 



















Megavitamin and 
Orthomolecular Therapy in Psychiatry 


This comprehensive report reviews and evaluates claims for the effectiveness of the megavitamin rationale, 
clinical trials of NA and NAA with criticisms and attempts at replication, early clinical trials and attempts at 
replication, pellagra, schizophrenia and the question of NAD, the diagnosis of schizophrenia, patient selec- 
tion, and specific phase-treatment programs of orthomolecular psychiatrists, quantitative aspects of mega- 
vitamin therapy, incompatibility of Methyl-receptor and NAD positions, and toxicity. Published with the ap- 
proval of the Council on Research and Development, the Report was prepared by a Task Force comprising 
Drs. Morris Lipton, Thomas A. Ban, Francis J. Kane, Jerome Levine, and Consultant Richard Wittenborn, Ph.D. 


Report No. 7 54 pages, June 1973 Single copy $3.00 
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The psychiatric setting... 
and the role of TRIAVIL® 


The TRIAVIL Potential 


‘Treatment with TRIAVIL 
— a balanced view. 


a tranquilizer — 
antidepressant 


Triavil 


Change, growth, and insight can flourish in this private and protected 
place, for seldom is the doctor-patient relationship more meaningful than 
in this psychotherapeutic setting. There are situations and stages, 
however, when time and talk are not enough... when the careful use of a 
psychotropic agent such as TRIAVIL can help accelerate recovery. 
Specifically, when TRIAVIL is part of the treatment program, you may 
anticipate these important therapeutic benefits: 


1. By relieving moderate to severe anxiety or agitation with depression, 
the patient may become more accessible and cooperative. 

2. As somatic manifestations of anxiety and depression are controlled, atten- 
tion may be focused on the underlying factors of the condition. 

3. While the psychotherapeutic process proceeds, symptomatic relief may 
enable the patient to function more effectively in his daily activities. 

In addition, since TRIAVIL combines a tranquilizer with an antidepressant, 

confused and troubled patients need remember to take only one type 

of tablet, rather than two. And patients are offered economical therapy 

compared to a tranquilizer and an antidepressant prescribed separately. 


Tablets TRIAVIL are available in four different combinations affording 
flexibility and individualized dosage adjustment. Close supervision of 
patients is essential, particularly until satisfactory remission has taken place. 
Suicide is inherent in any depressive illness so patients should not have 
easy access to large quantities of the drug. The drug may impair alertness 
and potentiate the response to alcohol. It should not be used during 

the acute recovery phase following myocardial infarction or given to 
patients who have received an MAOI within two weeks. TRIAVIL should 
be used with caution in glaucoma and in patients prone to urinary 
retention. It is contraindicated in CNS depression and in the presence of 
evidence of bone marrow depression. 


a potential aid in the psychotherapeutic process 
when patients exhibit moderate to marked anxiety 
or agitation with depression 


containing perphenazine and amitriptyline HC] 


MSD 


ERCK For additional prescribing information, 
One please turn to the following page. 


AS9 


when patients exhibit moderate to marked anxiety or agitation with depression 


Triavil 4-2 





Each tablet contains 
4 mg. perphenazine and 
25 mg. amitriptyline HCl 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg. perphenazine and 25 mg. amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2 mg. perphenazine and 10 mg. amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4 mg. perphenazine and 10 mg. amitriptyline HC! 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual in- 
crease in dosage until optimum response is achieved. Not 
recommended for use during acute recovery phase following myo- 
cardial infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. Patients with cardiovascular dis- 
orders should be watched closely. Tricyclic antidepressants, includ- 
ing amitriptyline HCI, particularly in high doses, have been reported to 
produce arrhythmias, sinus tachycardia, and prolongation of conduc- 
tion time. Myocardial Infarction and stroke have been reported with 
tricyclic antidepressant drugs. Close supervision is required for hy- 
perthyroid patients or those recelving thyroid medication. Caution pa- 
tients performing hazardous tasks, such as operating machinery or 
driving motor vehicles, that drug may impair mental and/or physical 
abilities. Not recommended in children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise ex- 
plained, rise in body temperature may suggest individual intolerance 
to perphenazine, in which case discontinue. 

f hypotension develops, epinephrine should not be employed, as 

its action is blocked and partially reversed by perphenazine. Phen- 
othiazines may potentiate the action of central nervous system de- 
pressants (opiates, analgesics, antihistamines, barbiturates, alcohol) 
and atropine. In concurrent therapy with any of these, TRIAVIL should 
be given in reduced dosage. May also potentiate the action of heat 
and phosphorous insecticides. 
Amitriptyline: in manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranqullizing eflect of TRIA- 
VIL seems to reduce the likellhood of this effect. When amitriptyline 
HCI is given with anticholinergic agents or sympathomimetic drugs, 
including epinephrine combined with local anesthetics, close super- 
vision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchiorvynol 
concurrently. Transient delirium has been reported in patients who 
par treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 

Amitriptyline HCI may enhance the response to alcohol and the ef- 
fects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 
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Perphenazine: Side effects may be any of those reported with 

henothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
ogyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some seat on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in el- 
derly patients on high-dose therapy, especially females. Symptoms 
are ee and in some patients appear to be irreversible, The 
syndrome is characterized by rhythmical involuntary movernents of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrorne may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other al- 
lergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
pura le fluid proteins; paradoxical excitement; hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like ef- 
fect); reactivation of psychotic processes; catatonic-like states; au- 
tonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change In pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia, Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophi- 
lia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia: photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; hy- 
pertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Con- 
fusional states; disturbed concentration; disorientation; delusions; 
hallucinations; excitement; anxiety; restlessness; insomnia; night- 
mares; numbness, tingling, and paresthesias of the extremities; 
peripheral neuropathy; inccordination; ataxia; tremors; selzures; alter- 
ation in EEG patterns; extrapyramidal symptoms; tinnitus. An- 
ticholinergic: Dry mouth; blurred vision; disturbance of 
accommodation; constipation; paralytic ileus; urinary retention; dilata- 
tion of urinary tract. Allergic: Skin rash; urticaria; photosensitization; 
edema of face and tongue. Hematologic: Bone marrow depression 
including agranulocytosis; leukopenia; eosinophilia; purpura; throm- 
bocytopenia. Gastrointestinal: Nausea; epigastic distress; vomiting; 
anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male; 
breast enlargement and galactorrhea in the female; increased or 
decreased libido; elevated or lowered blood sugar levels. Other: Diz- 
ziness, weakness; fatigue; headache; weight gain or loss; increased 
perspiration; urinary frequency; mydriasis; drowsiness; jaundice; alo- 
pecia. Withdrawal Symptoms: Abrupt cessation after prolonged ad- 
ministration may produce nausea, headache, and malaise. These are 
not indicative of addiction. 

OVERDOSAGE: Treatment is symptomatic and supportive. However, 
the intravenous administration of 1-3 mg of physostigmine salicylate 
has been reported to reverse the symptoms of amitriptyline poison- 
ing. On this basis, in severe overdosage with perphenazine-ami- 
te combinations, symptomatic treatment of central 
m even effects with physostigmine salicylate should be con- 
sidered. 


For more detailed information, consult your MSD 
Representative or see full Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486, 
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One day the scariest thing about 
cancer may be the needle that 
makes you immune to it. 

The theory: build up the body’s 
defense to fight off a disease natu- 
rally. 

Dramatic research in this di- 
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rection is going on right now. 

Scientists are working on mech- 
anisms to make the body reject 
cancer. 

And the promise for the future 
is staggering. 

Wouldn’t you feel good knowing 


American Cancer Society 


“SPACE CONTRIBUTED BY THE PUBLISHER AS A PUBLIC SERVICE. 
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you contributed to the research? 


Feel good. 


Please contribute. Your dollars 
will help further all our cancer 


research. 
We want to wipe out cancer in 


your lifetime. 
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Get through to 
the core of schizophrenia 





In controlled studies, Serentil was found to... 

e substantially reduce the severity of thought 
disorder core symptoms (conceptual disorganiza- 
tion, hallucinatory behavior) 

e substantially reduce the severity of associated 
symptoms (emotional withdrawal, blunted affect, 
suspiciousness) 

e substantially reduce the severity of anxiety and 
tension 


e be effective in both acute and chronic schizophrenics 
e benefit many chronic patients refractory to previous 


medication 





`“. . Remarkably low 
incidence of 
adverse reactions 
when compared 
with other 
phenothiazine 
compounds: * 
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Tablets, Concentrate and I.M. forms for dosage 
flexibility: Serentil is available in I.M. and liquid 
concentrate forms as well as four tablet strengths. 
Serentil offers the appropriate dosage form for 
acute as well as routine administration. 


Versatile in practice: Wide dosage range and 
availability in three dosage forms make Serentil 


useful for hospital administration through outpatient 


follow-up. 


Adverse reactions are less likely with Serentil than 
with other phenothiazines. However, in prescribing 
Serentil, please observe the same precautions as 
with other phenothiazines, including awareness of 
all adverse reactions observed with them. 


e Side effects are usually mild or moderate 

e Except for tremor and rigidity, adverse reactions 
are usually found in patients receiving high doses 
early in treatment 

e Low incidence of Parkinson's Syndrome 


e Drowsiness and hypotension are the most prevalent 


side effects encountered 


Serentil 


(mesoridazine) 


as the besylate 





* Please see last page of ad for brief summary of full prescribing information, including 


contraindications, precautions and adverse reactions. 





Boehringer Ingelheim 
Boehringer Ingelheim Ltd. 
Elmsford, N.Y. 10523 
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Get through to the 
core of schizophrenia 


Indication: Schizophrenia. 


Contraindications: Severe central nervous system depression, 
comatose states and hypersensitivity to the drug. 


Warnings: Administer cautiously and increase dosage gradually 

to patients participating in activities requiring complete mental 
alertness (e.g., driving). The safety of this drug in pregnancy has not 
been established; hence it should be given only when the antici- 
pated benefits exceed the possible risk to mother and fetus. Not 
recommended for use in children under 12 years of age since safe 
conditions for this use have not been established. Phenothiazines 
are Capable of potentiating central nervous system depressants 
(e.g., anesthetics, opiates, alcohol, etc.) as well as atropine and 
phosphorus insecticides. 


Precautions: Ocular changes have been seen with other pheno- 


thiazines but, to date, have not been related to mesoridazine. Because 
of possible hypotensive effects, reserve parenteral administration for 


bedfast patients or acute ambulatory cases, and keep patient lying 
down for at least one-half hour after injection. Leukopenia and/or 
agranulocytosis have been attributed to phenothiazine therapy. A 
single case of transient granulocytopenia has been associated with 
mesoridazine. Patients receiving anticonvulsant medication should 
be continued on that regimen while receiving mesoridazine to 
prevent possible convulsive seizures. As with most medications, 
the dosage of mesoridazine should be adjusted to the needs of 


the individual and the lowest effective dosage should always be used. 


Adverse Reactions: Mesoridazine has demonstrated a remarkably 


low incidence of adverse reactions compared with other 
phenothiazine compounds. Drowsiness, Parkinson's syndrome, 
dizziness, weakness, tremor, restlessness, ataxia, dystonia, rigidity, 
slurring, akathisia, motoric reactions (opisthotonos). Dry mouth, 
nausea and vomiting, fainting, stuffy nose, photophobia, constipa- 
tion and blurred vision have occurred. Inhibition of ejaculation, 
impotence, enuresis, incontinence. Itching, rash, hypertrophic 
papillae of the tongue and angioneurotic edema. Hypotension, 
tachycardia, EKG changes. The following reactions have occurred 
with phenothiazines and should be considered: miosis, obstipation, 
anorexia, paralytic ileus. Erythema, exfoliative dermatitis, contact 
dermatitis. Agranulocytosis, leukopenia, eosinophilia, thrombocyto- 
penia, anemia, aplastic anemia, pancytopenia. Fever, laryngeal 
edema, angioneurotic edema, asthma. Jaundice, biliary stasis. 
Changes in terminal portion of the EKG, including prolongation of 
the Q-T interval, lowering and inversion of the T wave and appear- 
ance of a wave tentatively identified as a bifid T or a U wave have 
been observed with phenothiazines, including mesoridazine. These 


Serentil 


mesoridazine 
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Now Available Only 
From Boehringer Ingelheim Ltd. 
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appear to be reversible and due to altered repolarization, not myo- 
cardial damage. While there is no evidence that these changes are 
in any way precursors of any significant disturbance of cardiac 
rhythm, several sudden and unexpected deaths apparently due to 
cardiac arrest have occurred in patients showing characteristic 
electrocardiographic changes while taking the drug. While pro- 
posed, periodic electrocardiograms would appear to be of ques- 
tionable value as a predictive device. Hypotension, rarely resulting 
in cardiac arrest has also been noted. Akathisia, agitation, motor 
restlessness, dystonic reactions, trismus, torticollis, opisthotonos, 
oculogyric crises, tremor, muscular rigidity, akinesia. 


As with all antipsychotics, tardive dyskinesia may appear on long- 
term therapy or after long-term therapy is discontinued. Risks seem 
to be greater in elderly patients on high dose therapy, especially 
females. Discontinue all antipsychotic agents if the symptoms 

of tardive dyskinesia syndrome appear. (See full prescribing 
information for description of the symptoms of the tardive 
dyskinesia syndrome.) 


Menstrual irregularities, altered libido, gynecomastia, lactation, 
weight gain, edema, false positive pregnancy tests. Retention, 
incontinence. Hyperpyrexia, behavioral effects suggestive of a 
paradoxical reaction, including excitement, bizarre dreams, 
aggravation of psychoses and toxic confusional states. Following 
long-term therapy, a peculiar skin-eye syndrome marked by 
progressive pigmentation of areas of the skin or conjunctiva 
and/or accompanied by discoloration of exposed sclera and 
cornea; stellate or irregular opacities of anterior lens and cornea. 
Systemic lupus erythematosus-like syndrome. 


How Supplied: Tablets: 10 mg., 25 mg., 50 mg. and 100 mg. 
mesoridazine (as the besylate); bottles of 100. Ampuls: 1 cc.[25 
mg. mesoridazine (as the besylate).] Inactive ingredients: disodium 
edetate, U.S.P., 0.5 mg.; sodium chloride, U.S.P., 7.2 mg.; carbon 
dioxide gas (bone dry) q.s.; water for injection, U.S.P., q.s. to 

1 cc.; boxes of 20 and 100. Concentrate: 25 mg. mesoridazine 

(as the besylate) per cc. Amber glass bottles of 4 fl.oz. (163A 1/74) 


For complete details, please see the full prescribing information. 
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In the hope of stimulating interest in creating support services for students experiencing any form of 
emotional or behavioral crisis, the Joint Information Service undertook to survey the numerous helping re- 
sources being provided at a selected group of colleges of widely varying characteristics. To do so it enlisted 
the talents of several of the most distinguished and accomplished practitioners in university mental health 
services. After extensive investigation, six schools outstanding for their mental health networks, plus a unique 
facility that contracts psychiatric treatment and consultation to more than a score of schools, were chosen for in- 
tensive study. Each program was visited by the authors, who interviewed not only the staff of the formal mental 
health services but representatives of the administration, housing, religious and many other kinds of activities 
and programs, faculty members, student leaders, and students who had utilized the mental health services. 
Consistently the interviews revealed some startling changes in campus interests and values during the year or 
two preceding the visits. In response to student demands, most of the schools had added seminars and lectures 
on marriage preparation and sexuality, with the result, at one school, of an almost ninety percent reduction in 
unplanned pregnancies. There was various tentative evidence that on the one hand drug usage, overall, had 
passed its peak, but on the other that marijuana use had been considerably incorporated into the social fabric 
of most of the schools. 

The volume describes many specific services which support and enhance the emotional well-being of students. 
There are also detailed descriptions of the formal mental health services, including various aoproaches to in- 
dividual and group treatment, medication, and provisions for hospitalization. 

These and many other aspects of the emotional life of the campus are discussed in this volume, both in an 
overview of the contemporary college scene in America, and in detailed individual descriptions of the schools 
with their impressive range of supporting services. 
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FOUR REASONS FOR READMISSION 











WAS 


For 
schizophrenic 
patients... 


Missed doses. $ Ed Stockpiling. 


For the outpatient it means improved 
chances for prolonged remission: “...the 
duration of remission and the incidence 
of relapse are directly related to keeping 
the patient medicated after his return to 


994 


the community. 


Controlled drug delivery helps the 
inpatient out 

e Keeps the patient medicated...helps 
make him more manageable, more com- 
fortable, and more amenable to total 


that helps treatment. With oral medication, on the 
[ hem Sf ay OU í other hand, approximately one out of 


every five patients does not take his med- 






Controlled Drug Delivery with ication, even when administered by the 
PROLIXIN” DECANOATE nursing staff.? 
(FLUPHENAZINE DECANOATE 


e Eliminates the problem of missed, lost. 


Puts control of the schizophrenic in or hidden doses. Prevents stockpiling. 


your hands with injections 1 to 3 weeks, ° Assures regular medication intake, l 
apart or longer, with an average e Lightens responsibilities of the hospital 


duration of effect of about 2 weeks staff - „simplifies patient management by 
Controlled drug delivery helps prevent Obviating the need for multiple doses. 

disruption of therapy—one of the com- ° Increases the likelihood of discharge: 
monest causes of psychotic relapse. For 1n one study’ of 24 long-term hospital 
the inpatient it means unimpeded drug patients treated with Prolixin Decanoate 


delivery with improved chances of (Fluphenazine Decanoate Injec- 
discharge. tion) every 7 days to 3 weeks: 


INJECTION) 

















Ea CONSIDERED NO 
~ ap DISCHARGED DISCHARGEABLE IMPROVEMENT 
13 4 7 


stockpiling absorption 


— — 


With Prolixin Decanoate, 
unimpeded drug delivery 


1. hostile 2. pouching 3. poor 
resistance sequestering cacenciutestinall 






Dischargeability “may also have been en- 
hanced because the staff, the patient, 
and the family were assured of an ad- 
equate and regular medication intake”? 
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GOOD REASONS FOR CONTROLLED DRUG DELIVERY 


Misleading advice from family and friends. 





Controlled drug delivery helps keep 

the outpatient out 

e Helps assure continuity of medication 
..makes prolonged remission more 

likely. With oral medication, on the 

other hand, “approximately 50% of all 

discharged psychotic patients fail to take 

even the first dose of their outpatient 

medication.”? 

e Enhances chances for rehabilitation... 

promotes acceptance socially, in the 

family, and on the job because of sus- 
stained control of symptomatology. 

e Eases family adjustment by eliminating 
concern about “taking his medicine.” 

e Avoids the potential dangers of stock- 
piling, particularly for the suicidal. 

e Once administered, therapy cannot be 

altered by the patient, by his family, or 
by anyone else. 

e The unique advantages of controlled 

drug delivery apply equally to the pa- 

tient who has never been hospitalized. 


of psychological defensts=2 y 


Weakenine 
every tablet reminds him of his problem. 


They are advantages that can help make 
custodial care unnecessary as long as 
treatment continues. 


Controlled drug delivery saves time, 
reduces cost in the hospital, clinic, office 
Saves time in the hospital: 


18 PATIENTS 18 PATIENTS 


| injection 
every 14 days for 
most patients 












4 minutes 
required for each 
injection (approx. ) 






= 21⁄4 hrs. 
nursing time 









2% hrs. X 14 days 
=31' hrs. 

of nursing time 
every 14 days 


NURSING TIME SAVED IN 14 DAYS: 
30 hours, 20 minutes* 







=1 hr. 10 minutes 
nursing time 
in 14 days 








Saves time in the clinic and in the office: 
Most patients report for their injections 
only once in every two-week period. 


Prolixin Decanoate (Fluphenazine 
Decanoate Injection) also offers the con- 
venience of easy-to-use Unimatic® 
Syringes: Unimatic single-dose pre- 
assembled syringes and Unimatic car- 
tridge-needle units witha reusable plastic 
holder. Vials of 5 cc. Prolixin Decanoate 
are available for use with dry syringes 
and needles (at least 21 gauge). Use of a 
wet needle may cause the solution to be- 
come cloudy. 


4 - 4 ta e E 1S WANA a 
4 v, 


hee een 
SAS H 
d! 


N.B. Extrapyramidal reactions occur fre- 
quently. Most often they are reversible 
and can usually be controlled by admin- 
istration of antiparkinsonian drugs. How- 
ever, in some instances, they are persis- 
tent— particularly in the case of tardive 
dyskinesia (see Adverse Reactions sec- 
tion of Brief Summary). Patients should 
be forewarned and reassured. 
References: 1. Kinross-Wright, V. J.: Cited 
in Med. Tribune, Sept. 13, 1965, pp. 1, 27. 
2. Goldberg, H. L., DiMascio, A. and Chaud- 
hary, B.: Psychosomatics 11:173, May-June 
1970. 3. Keskiner, A. et al.: Arch. Gen. Psy- 
chiatry 18:477, Apr. 1968. 4. Platt, R.: Br. J. 
Social Psychiatry 2:187, 1968. 





Controlled Drug Delivery 





PROLIXIN: DECAN OAIE 


FLUPHENAZINE DECANOATE INJECTION) 


For product Brief Summary, see following page. 


SQUIBB HOSPITAL vvson 
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Controlled Drug Delivery 


in schizophrenia with 


PROLIXIN’ DECANOATE 





(FLUPHENAZINE DECANOATE INJECTION) 


BRIEF SUMMARY 

Prolixin Decanoate (Fluphenazine Decano- 
ate Injection) provides 25 mg. fluphenazine 
decanoate per cc. in asesame oil vehicle with 
1.2% (w/v) benzyl alcohol as a preservative. 


CONTRAINDICATIONS: In presence of 
suspected or established subcortical brain 
damage. In patients who have a blood dyscra- 
sia, liver damage or renal insufficiency, or 
who are receiving large doses of hypnotics, 
or who are comatose or severely depressed. 
In patients who have shown hypersensitivity 
to fluphenazine; cross-sensitivity to pheno- 
thiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities 
required for driving a car or operating heavy 
machinery may be impaired by use of this 
drug. Physicians should be alert to the pos- 
sibility that severe adverse reactions may 
occur which require immediate medical at- 
tention. Potentiation of effects of alcohol 
may occur. Safety for use during pregnancy 
has not been established; weigh possible haz- 
ards against potential benefits if adminis- 
tered during pregnancy. Safety and efficacy 
in children have not been established be- 
cause of inadequate experience in use in 
children. 


PRECAUTIONS: Caution must be exercised 
if another phenothiazine compound caused 
cholestatic jaundice, dermatoses or other 
allergic reactions because of the possibility 
of cross-sensitivity. When psychotic patients 
on large doses of a phenothiazine drug are 
to undergo surgery, hypotensive phenomena 
should be watched for; less anesthetics or 
central nervous system depressants may be 
required. Because of added anticholinergic 
effects, fluphenazine may potentiate the 
effects of atropine. 

Use fluphenazine decanoate cautiously in 
patients exposed to extreme heat or phos- 
phorus insecticides; in patients with ulcer 
disease history since aggravation of peptic 
ulcer has occurred; in patients with history 
of convulsive disorders since grand mal con- 
vulsions have occurred; and in patients with 
special medical disorders such as mitral in- 
sufficiency or other cardiovascular diseases, 
and pheochromocytoma. Bear in mind that 
with prolonged therapy there is the possibil- 
ity of liver damage, pigmentary retinopathy, 
lenticular and corneal deposits, and devel- 
opment of irreversible dyskinesia. 

Fluphenazine decanoate should be admin- 
istered under the direction of a physician 
experienced in the clinical use of psycho- 
tropic drugs. Periodic checking of hepatic 
and renal functions and blood picture should 
be done. Renal function of patients on long- 
term therapy should be monitored; if BUN 
becomes abnormal, treatment should be dis- 
continued. “Silent pneumonias” are possible. 


ADVERSE REACTIONS: Central Nervous 
System—Extrapyramidal symptoms are most 
frequently reported. These include pseudo- 
parkinsonism, dystonia, dyskinesia, akathisia, 
oculogyric crises, opisthotonos, and hyper- 
reflexia; most often these are reversible, but 


A68 


they may be persistent. One can expect a 
higher incidence of such reactions with flu- 
phenazine decanoate than with less potent 
piperazine derivatives or straight-chain phe- 
nothiazines. The incidence and severity will 
depend more on individual patient sensitiv- 
ity, but dosage level and patient age are 
also determinants. As these reactions may 
be alarming, the patient should be fore- 
warned and reassured. These reactions can 
usually be controlled by administration of 
antiparkinsonian drugs such as benztropine 
mesylate or intravenous Caffeine and Sodi- 
um Benzoate Injection U.S.P, and by sub- 
sequent reduction in dosage. 

Persistent Tardive Dyskinesia: As with all 
antipsychotic agents, persistent and some- 
times irreversible tardive dyskinesia may 
appear in some patients on long-term ther- 
apy or may occur after discontinuation of 
drug. The risk seems greater in elderly 
patients, especially females, on high dosages. 
The syndrome is characterized by rhythmi- 
cal involuntary movements of tongue, face, 
mouth, or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chew- 
ing movements) and may be accompanied 
by involuntary movements of extremities. 
There is no known effective therapy for 
tardive dyskinesia; usually the symptoms are 
not alleviated by antiparkinsonism agents. If 
the symptoms appear, discontinuation of all 
antipsychotic agents is suggested. The syn- 
drome may be masked if treatment is rein- 
stituted, or drug dosage increased, or a 
different antipsychotic agent used. Reports 
are that fine vermicular movements of the 
tongue may be an early sign of the syndrome 
which may not develop if medication is 
stopped at that time. 

Phenothiazine derivatives have been 
known to cause restlessness, excitement, or 
bizarre dreams and reactivation or aggrava- 
tion of psychotic processes may be encoun- 
tered. If drowsiness or lethargy occur, the 
dosage may have to be reduced. Dosages, 
far in excess of the recommended amounts, 
may induce a catatonic-like state. 

Autonomic Nervous System—Hyperten- 
sion and fluctuations in blood pressure have 
been reported. Although hypotension is rare- 
ly a problem, patients with pheochromocy- 
toma, cerebral vascular or renal insufficiency 
or severe cardiac reserve deficiency such as 
mitral insufficiency appear to be particularly 
prone to this reaction and should be ob- 
served carefully. Supportive measures includ- 
ing intravenous vasopressor drugs should 
be instituted immediately should severe hy- 
potension occur; Levarterenol Bitartrate In- 
jection U.S.P is the most suitable drug; 
epinephrine should not be used since pheno- 
thiazine derivatives have been found to re- 
verse its action. Nausea, loss of appetite, 
salivation, polyuria, perspiration, dry mouth, 
headache and constipation may occur. Re- 
ducing or temporarily discontinuing the dos- 
age will usually control these effects. Blurred 
vision, glaucoma, bladder paralysis, fecal 
impaction, paralytic ileus, tachycardia, or 
nasal congestion have occurred in some pa- 


tients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, 
peripheral edema, abnormal lactation, gyneco- 
mastia, menstrual irregularities, false results 
On pregnancy tests, impotency in men and 
increased libido in women have occurred 
in some patients on phenothiazine therapy. 

Allergic Reactions—Itching, erythema, urti- 
caria, seborrhea, photosensitivity, eczema 
and exfoliative dermatitis have been reported 
with phenothiazines. The possibility of ana- 
phylactoid reactions should be borne in mind. 

Hematologic—Blood dyscrasias including 
leukopenia, agranulocytosis, thrombocyto- 
penic or nonthrombocytopenic purpura, 
eosinophilia, and pancytopenia have been 
observed with phenothiazines. If soreness of 
the mouth, gums or throat or any symptoms 
of upper respiratory infection occur and con- 
firmatory leukocyte count indicates cellular 
depression, therapy should be discontinued 
and other appropriate measures instituted 
immediately. 

Hepatic—Liver damage manifested by cho- 
lestatic jaundice, particularly during the first 
months of therapy, may occur; treatment 
should be discontinued. A cephalin floccula- 
tion increase, sometimes accompanied by 
alterations in other liver function tests, has 
been reported in patients who have had no 
clinical evidence of liver damage. 

Others—Sudden deaths have been reported 
in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be 
predisposing factors. High doses should be 
avoided in known seizure patients. Shortly 
before death, several patients showed flare- 
ups of psychotic behavior patterns. Autopsy 
findings have usually revealed acute fulmi- 
nating pneumonia or pneumonitis, aspiration 
of gastric contents, or intramyocardial le- 
sions. Although not a general feature of flu- 
phenazine, potentiation of central nervous 
system depressants such as opiates, analge- 
sics, antihistamines, barbiturates, and alco- 
hol may occur. 

Systemic lupus erythematosus-like syn- 
drome, hypotension severe enough to cause 
fatal cardiac arrest, altered electrocardio- 
graphic and electroencephalographic tracings, 
altered cerebrospinal fluid proteins, cerebral 
edema, asthma, laryngeal edema, and angio- 
neurotic edema; with long-term use, skin 
pigmentation and lenticular and corneal 
opacities have occurred with phenothiazines. 
Local tissue reactions occur only rarely with 
injections of fluphenazine decanoate. 

For full prescribing information, consult 
package insert. 


HOW SUPPLIED: 1 cc. Unimatic® single 


dose preassembled syringes and cartridge- 
needle units, and 5 cc. vials. 
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...with the help of 


Trilafon 


brand of 


perphenazine, NF 


a low-dose high-potency 
piperazinyl phenothiazine 
that can help shorten the 
hospital stay of psychotic 
patients 


- often obtains improved 
behavioral response in the 
agitated psychoses 


- usually does not impair 
mental acuity; has minimal 
sedative effect 


- versatile dosage forms 


Injection: 5 mg./cc., 1 cc. ampule 

10 cc. multiple-dose vial 
Concentrate: 16 mg./5 cc., 4 oz. bottle 
Tablets: 2,4, 8, 16 ma. 


Repetabs: Tablets 8 ma. 


Please see prescribing information on next page. 


Trilafon 


brand of 


perphenazine, NF 


for in-hospital control and 
take-home therapy 


CONCENTRATE 
when you want maintenance control for 
uncooperative in-hospital patients 


benefits 


- tasteless, colorless, easily mixes 
with most liquids, 


including water 
INJECTION 
when you want emergency 
control for uncooperative 
in-hospital patients 


benefits 
- usually takes effect in 

10 minutes 

- average duration of effec 
is 6 hours 






TRILAFON® 
brand of perphenazine, NF 


Tablets 
REPETABS® Tablets 
Syrup Concentrate Injection 


CONTRAINDICATIONS TRILAFON is contraindicated in drug-associated central nervous 
system depression (barbiturates, alcohol, narcotics, analgesics, antihistamines). Per- 
phenazine is contraindicated in the presence of existing blood dyscrasias, bone marrow 
depression and pre-existing liver damage, and in patients who are hypersensitive to 
perphenazine 

TRILAFON /njection should not be given to patients in coma or severely depressed 
States 


WARNINGS Usage in pregnancy: Perphenazine should only be given to pregnant 
patients when, in the judgment of the physician, the potential benefits outweigh the 
possible risks. 

Perphenazine can lower the convulsive threshold in susceptible individuals; it should 
be used with caution in patients with convulsive disorders. If the patient is being 
treated with an anticonvulsant agent, increased dosage of that agent may be required 
when perphenazine is used concomitantly 

Perphenazine should be used with caution in patients with psychic depression. 

Perphenazine is not recommended for children under 12 years of age 

Perphenazine may impair the mental and/or physical abilities required for the per- 
formance of potentially hazardous tasks, such as driving a car or operating machinery 


PRECAUTIONS As with any potent medication, patients receiving perphenazine should 
be under medical supervision, particularly if they are receiving high doses. Patients 
who have had any severe reaction to phenothiazines or to imipramine should be treated 
cautiously, under close medical supervision 

Although the following adverse reactions have not been reported in patients treated 
with perphenazine, the possibility that they might occur with TRILAFON should be con- 
sidered: blood dyscrasias (pancytopenia, thrombocytopenic purpura, leukopenia, 
eosinophilia); liver damage (biliary stasis); narrowing of the visual fields; pigmentation 
of the retina, cornea, or lens; cerebral edema; polyphagia; photophobia; hyperpyrexia. 

If hypotension develops, levarterenol (norepinephrine) can be used, but not epi- 
nephrine, because epinephrine’s action is blocked and partly reversed by perphenazine. 
Severe, acute hypotension has occurred with the use of phenothiazines and is of par- 
ticular concern in patients with mitral insufficiency or pheochromocytoma. 

A significant rise in body temperature may indicate an idiosyncratic reaction to 
perphenazine; treatment with perphenazine should be stopped if this occurs. 

The antiemetic effect of perphenazine can obscure signs of toxicity due to over- 
dosage of other drugs, or mask the symptoms of disease (eg, brain tumor or intestinal 
obstruction). 

Contact dermatitis has been reported with a perphenazine solution; therefore, con- 
tact of hands or clothing by those handling perphenazine solutions should be avoided. 


POTENTIATION Since phenothiazines can potentiate the central-nervous-system- 
depressant actions of opiates, antihistamines, barbiturates, and alcohol, less than the 
usual dosage of these agents is required when they are administered concomitantly 


Copyright © 1974 SCHERING CORP. ALL RIGHTS RESERVED. 
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- ensures easy, steady, 
certain administration 


TABLETS 

when you want maintenance 
therapy for cooperative patients, 
in the hospital or at home 


benefits 
- generally improve cooperation 
and communication 

- decrease need for custodial care, 
hasten discharge 
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with TRILAFON Patients should be cautioned that their response to alcohol may be 
increased while they are being treated with TRILAFON 

Phenothiazines also potentiate the effects of atropine, heat, and phosphorus insec- 
ticides, and should be used with caution in persons exposed to these agents 


ADVERSE REACTIONS Extrapyramidal reactions: dystonia including protrusion, 
discoloration, aching and rounding of the tongue; tonic spasm of the masticatory 
muscles, tight feeling in the throat, slurred speech, dysphagia, oculogyric crisis, trismus, 
torticollis, retrocollis, muscle weakness, and aching and numbness of the limbs, 
akathisia; motor restlessness: dyskinesia, parkinsonism; hyperreflexia; and ataxia. The 
incidence and severity of these reactions usually increase with increased dosage, but 
have occurred in some patients receiving low dosage. Reduction in dosage or treatment 
with an antispasmodic agent will usually control extrapyramidal reactions. In some 
instances, however, these reactions may persist after discontinuation of treatment 
with perphenazine 


Persistent tardive dyskinesia: As with all antipsychotic agents, tardive dyskinesia 
may appear in some patients on long-term therapy or may appear after drug therapy 
has been discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. The symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary movements 
of the tongue, face, mouth or jaw (eg, protrusion of tongue, puffing of cheeks, pucker- 
ing of mouth, chewing movements). Sometimes these may be accompanied by invol- 
untary movements of extremities. There is no known effective treatment for tardive 
dyskinesia; antiparkinsonism agents usually do not alleviate the symptoms of this 
syndrome. It is suggested that all antipsychotic agents be discontinued if these symp- 
toms appear. Should it be necessary to reinstitute treatment, or increase the dosage of 
the agent, or switch to a different antipsychotic agent, the syndrome may be masked 
It has been reported that fine vermicular movements of the tongue may be an early 
sign of the syndrome and if the medication is stopped at that time the syndrome may 
not develop 

Allergic reactions. erythema, pruritus, urticaria, eczema, anaphylactoid reac- 
tions, and local and generalized edema. In extremely rare instances, individual idiosyn- 
crasy or hypersensitivity to phenothiazines has resulted in cerebral edema, circulatory 
collapse, and death. Photosensitization, asthma, and exfoliative dermatitis have also 
occurred in patients treated with phenothiazines. 

Autonomic reactions: blurred vision, dry mouth or salivation, nasal congestion, 
nausea, vomiting, hypertension, tachycardia, hypotension, anorexia, urinary frequency 
or incontinence, and constipation. Significant autonomic effects have been infrequent 
in patients receiving less than 24 mg. perphenazine daily 

Other reactions: endocrine disturbances (lactation, gynecomastia, galactorrhea, 
disturbances in the menstrual cycle), headaches, mild insomnia, altered cerebrospinal 
fluid proteins, ECG abnormalities, reactivation of psychosis, paradoxical excitement, 
paranoid-like reactions, catatonia, and systemic lupus erythematosus-like syndrome 
Hypnotic effects appear to be minimal, particularly in patients who are permitted to 
remain active. The following adverse reactions, though rare, have also been reported 
to be associated with perphenazine treatment: agranulocytosis; jaundice; hyperpig- 
mentation of the skin; grand mal convulsions; failure of ejaculation; hyperglycemia. 

Side effects with intramuscular TRILAFON /njection have been infrequent and 
transient. Dizziness or significant hypotension after treatment with TRILAFON /njection 
IS a rare occurrence. November, 1972 
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a. conflicts 
may provoke an emotional state 
of emergency in the patient 
undergoing long-term 


"psychotherapy, When the | 


R Bias 








patient feels overwhelmed and 
{ threatened by his inability to 
resolve the conflict at hand, 7 
a psy chic tension and anxiety are 
likely to become excessive. At 

_ this critical time, he needs the 

l immediate emotional support of 
crisis therapy. Your human 
responsiveness and empathy 
provide the patient with the 
necessary framework within 
which he can stabilize his 
emotional equilibrium. The 













calming effect of Valium 
(diazepam) may be useful along 
with crisis therapy to help the 
patient gain a measure of control 
over the situation. 


l such patients, of 
course, emotional crises may also 
be stimulated by any extremely 
stressful event, for example, 
bereavement, divorce, financial 
disaster or natural catastrophe. 
Crisis therapy offers immediate 
measures when these individuals 
cannot manage their reaction to 
powerful emotional stress. When 
psychic tension and anxiety are 
excessive, the adjunctive use of 
Valium (diazepam) may also be 


appropriate. Along with 


,... therapeutically encouraged 
f ^j psychocatharsis, Valium can help 
~ you reach the immediate goal of 


Crisis therapy—getting the 
symptoms under control. 
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G — see following page for a summary of product information. 


(C iazepam) 
lets 
aya small ro ole. But itcan be an important one. 


A Ithough the role of 
Valium (diazepam) may be small 
in helping the individual in crisis, 
it can be significant. Valium 10 
mg t.i.d. can provide prompt, 
effective action to reduce intense 
psychic tension and anxiety 
resulting from overreaction to 
severe stress. When the 
symptomatology has been 
sufficiently modified, Valium 
may be discontinued or the 
dosage adjusted with the 2-mg 
or 5-mg tablets ż.i.d. or q.i.d. 


Valium is generally 
well tolerated in the usual dosage 
range. The most frequently 
reported side effects have been 
drowsiness, fatigue and ataxia. 
Patients should be cautioned 
against engaging in hazardous 
occupations or driving when 
using Valium. 





Division of Hoffmann-La Roche Inc. 









In the context 


10-mg tablets 


VALIUM 


(diazepam) 











of crisis therapy, 


helps reduce intense anxiety and tension. 


Before prescribing, please consult complete 


product information, a summary of which follows: 


Indications: Tension and anxiety states, somatic 
complaints which are concomitants of 
emotional factors; psychoneurotic states 
manifested by tension, anxiety, apprehension, 
fatigue, depressive symptoms or agitation; 
symptomatic relief of acute agitation, tremor, 
delirium tremens and hallucinosis due to acute 
alcohol withdrawal; adjunctively in skeletal 
muscle spasm due to reflex spasm to local 
pathology, spasticity caused by upper motor 
neuron disorders, athetosis, stiff-man 
syndrome, convulsive disorders (not for sole 
therapy). 


Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute 
narrow angle glaucoma; may be used in 
patients with open angle glaucoma who are 
receiving appropriate therapy. 


Warnings: Not of value in psychotic patients. 
Caution against hazardous occupations 
requiring complete mental alertness. When 
used adjunctively in convulsive disorders, 
possibility of increase in frequency and/or 
severity of grand mal seizures may require 
increased dosage of standard anticonvulsant 
medication; abrupt withdrawal may be 
associated with temporary increase in 
frequency and/or severity of seizures. Advise 
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against simultaneous ingestion of alcohol and 
other CNS depressants. Withdrawal symptoms 
(similar to those with barbiturates and alcohol) 
have occurred following abrupt discontinuance 
(convulsions, tremor, abdominal and muscle 
cramps, vomiting and sweating). Keep 
addiction-prone individuals under careful 
surveillance because of their predisposition to 
habituation and dependence. In pregnancy, 
lactation or women of childbearing age, weigh 
potential benefit against possible hazard. 
Precautions: |f combined with other 
psychotropics or anticonvulsants, consider 
carefully pharmacology of agents employed; 
drugs such as phenothiazines, narcotics, 
barbiturates, MAO inhibitors and other 
antidepressants may potentiate its action. 
Usual precautions indicated in patients severely 
depressed, or with latent depression, or with 
suicidal tendencies. Observe usual precautions 
in impaired renal or hepatic function. Limit 
dosage to smallest effective amount in elderly 
and debilitated to preclude ataxia or 
oversedation. 

Side Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue, 
depression, dysarthria, jaundice, skin rash, 
ataxia, constipation, headache, incontinence, 
changes in salivation, slurred speech, tremor, 
vertigo, urinary retention, blurred vision. 
Paradoxical reactions such as acute 


hyperexcited states, anxiety, hallucinations, 
increased muscle spasticity, insomnia, rage, 
sleep disturbances, stimulation have been 
reported; should these occur, discontinue drug. 
Isolated reports of neutropenia, jaundice; 
periodic blood counts and liver function tests 
advisable during long-term therapy. 

Dosage: Individualize for maximum beneficial 
effect. Adu/ts: Tension, anxiety and 
psychoneurotic states, 2 to 10 mg b.i.d. toq.i.d.; 
alcoholism, 10 mg t.i.d. or q.i.d. in first 24 
hours, then 5 mgt.i.d. or q.i.d. as needed; 
adjunctively in skeletal muscle spasm, 2 to 

10 mg t.i.d. or q.i.d.; adjunctively in convulsive 
disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or 
debilitated patients: 2 to 2¥2 mg, 1 or 2 times 
daily initially, increasing as needed and 
tolerated. (See Precautions.) Children: 1 to 

242 mg t.i.d. or q.i.d. initially, increasing as 
needed and tolerated (not for use under 6 
months). 

Supplied: Valium® (diazepam) Tablets, 2 mg, 
5 mg and 10 mg; bottles of 100 and 500. All 
strengths also available in Tel-E-Dose® 
packages of 1000. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, N.J. 07110 
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PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


Change of address or name 

for THE AMERICAN JOURNAL OF PSYCHIATRY 
and/or PSYCHIATRIC NEWS. Please use only one 
address for APA mailings. Thank you. 
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MAIL TO: 
Division of Manpower Research 
and Development 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth St., N.W. 
Washington, D. C. 20009 


YOU'RE 
WHISTLING 


HEART ATTACK 
AND STROKE 

HIT ONLY THE 
OTHER FELLOWS 
FAMILY. 


Help your 
Heart... 

Help your ~ 
Heart Fund T/ 


Contributed by the Publisher 


/ volt \ 


Contraindications: The only 
known contraindication is sensi- 
tivity to Akineton hydrochloride. 


Warnings: Isolated instances of 
mental confusion, euphoria, agita- 
tion and disturbed behavior have 
been reported in susceptible 
patients. 


Precautions: Caution should be 
observed in patients with manifest 
glaucoma, though no prohibitive 
rise in intraocular pressure has 
been noted following either oral 
or parenteral administration. Pa- 
tients with prostatism or cardiac 
arrhythmia should be given this 
drug with caution. Occasionally, 
drowsiness may occur. 


Adverse reactions: Adverse re- 
actions encountered are primarily 
dry mouth and blurred vision. 
These side effects are usually 
slight and can be S N 
judicious reduction of dosag&i If 
gastric irritation occurs, it can be 
avoided by administering during 
or after meals. 


Dosage and Administration: 
Doses required to achieve the 
therapeutic goal are variable and 
must be individually and grad- 
ually adjusted. 


Patkinson’s disease: 1 tablet, 
2 mg. three or four times daily. 


Drug-induced extrapyramidal dis- 
orders: 1 tablet, 2 mg. one to three 
times daily. 
How Supplied: 
Akineton hydrochloride tablets, 
2 mg. each, bisected — bottles 
of 100 and 1000. 

Akineton lactate ampules, 1mm] 
each containing 5 mg./ n 
an aqueous 1.4 percen - 
dium lactate solution No 
anes preservative. Box® of 


) Knoll Pharmaceutical Company 


an Whippany, New Jersey 07981 


‘lorornto, Canada 





GET AHOLD ON 


EXTRAPYRAMIDAL 


SYMPTOMS 


When drug-induced extra- 
pyramidal symptoms begin, 
start Akineton® Tablets. 
Akineton can provide early 
control of extrapyramidal 
reactions, often without 
reduction in dosage or 
discontinuance of the 
psychotropic agent. 

The efficacy of Akineton, 
usually at low daily dosages, 
has been demonstrated in 
more than a decade of clinical 
experience. With Akineton, 
anticholinergic side effects are 
minimal. 


ARINETON 


(Diperiden) 














This man will 
self-destruct... 





ALCOHOLISM 


shortens the 
abusers life-span 
by 10 to 12 years’ 


Private problem/ 
Public menace 


Besides having a shortened 
life expectancy, the alcoholic is 
roughly twice as likely to develop Fie 
hypertension, ulcers, or cerebro- Ws 
vascular disease; 29 times as likely “ay 
to develop cirrhosis of the liver; and ae 
58 times as apt to commit suicide as the non- 
alcoholic. Moreover, an estimated 28,000 auto- 
mobile deaths each year involve drinking drivers, 
and alcohol addiction, directly or indirectly, 
causes almost half of all the crimes in this country. 


ANTABUSE” (disulfiram) 
when he's ready for help 


For almost 25 years, ANTABUSE has proved its 
effectiveness as a medical adjunct in the management 
of alcoholics who are motivated to recover. ANTABUSE 
offers strong deterrent action to help them maintain 
sobriety and participate in a total treatment program, 
including supportive measures such as psychotherapy and/ 
or concerned people, agencies, or organizations (e.g., 
Alcoholics Anonymous). 


When you prescribe ANTABUSE and the alcoholic patient 
accepts it, he strengthens his resolve to stop drinking with 
each daily tablet he takes. If he drinks while the ANTABUSE 
effect remains in his bloodstream, he will become intensely ill. 
The patient must be given a clear and detailed account of the 
effects of ingesting even a small amount of alcohol after he has 
taken ANTABUSE, and must be told that such effects may occur 
even up to 14 days after the last dose. This factor deters impul- ; 
sive drinking, shores up the patient’s resolve, and helps enforce ? 
his sobriety. And, since ANTABUSE is nonhabituating, there’s 4 
no chance of cross-addiction...a decided advantage in helping 
the motivated alcoholic stay on a long-term rehabilitation 


program. 


*According to the National Institute on Alcohol Abuse and Alcoholism, alcohol 
abusers are estimated to shorten their life-span by an average of 10 to 12 years. 
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BRIEF SUMMARY 

(For full prescribing information, see package circular ) 

ANTABUSE? (disulfiram) In Alcoholism 

INDICATION: ANTABUSE is an aid in the management of selected 
chronic alcoholic patients who want to remain in a state of enforced 
sobriety so that supportive and psychotherapeutic treatment may be 
applied to best advantage. (Used alone, without proper motivation 
and without supportive therapy, ANTABUSE is not a cure for alcohol- 
ism, and it is unlikely that it will have more than a brief effect on the 
drinking pattern of the chronic alcoholic.) 

CONTRAINDICATIONS: Patients who are receiving or have recently 
received metronidazole, paraldehyde, alcohol, or alcohol-containing 
preparations, e.g cough syrups, tonics, and the like, should not be 
given ANTABUSE. 

ANTABUSE is contraindicated in the presence of severe myocardial 
disease or coronary occlusion, psychoses, or hypersensitivity. 


ANTABUSE 


oe DISULHI AMI 


A strong deterrent 
for the alcoholic who 
_ doesnt want to drink 


WARNINGS: ANTABUSE should never be administered to a patient 
when he is ina state of alcohol intoxication or without his full 
knowledge. 


The physician should instruct relatives accordingly. 



















The patient must be fully informed of the ANTABUSE-alcohol re- 
action. He must be strongly cautioned against surreptitious drinking 
while taking the drug, and he must be fully aware of possible conse- 
quences. He should be warned to avoid alcohol in disguised form, 

I.e. in Sauces, vinegars, cough mixtures, and even aftershave lotions 
and back rubs. He should also be warned that reactions may occur 
with alcohol up to 14 days after ingesting ANTABUSE. 


THE ANTABUSE-ALCOHOL REACTION: ANTABUSE plus alcohol, 
even small amounts, produces flushing, throbbing in head and neck, 
throbbing headache, respiratory difficulty, nausea, copious vomiting, 
sweating, thirst, chest pain, palpitation, dyspnea, hyperventilation, 
tachycardia, hypotension, syncope, marked uneasiness, weakness, 
vertigo, blurred vision, and confusion. In severe reactions there may 
be respiratory depression, cardiovascular collapse, arrhythmias, 
myocardial infarction, acute congestive heart failure, unconscious- 
ness, convulsions, and death. 


The intensity of the reaction varies with each individual, but is gener- 
ally proportional to the amounts of ANTABUSE (disulfiram) and 
alcohol ingested. Mild reactions may occur in the sensitive individual 
when the blood alcohol concentration is increased to as little as 5 to 
10 mg. per 100 cc. Symptoms are fully developed at 50 mg. per 

100 cc., and unconsciousness usually results when the blood alcohol 
level reaches 125 to 150 mg. 


The duration of the reaction varies from 30 to 60 minutes to several 
hours in the more severe cases, or as long as there is alcohol in the 
blood. 


DRUG INTERACTIONS: Disulfiram appears to decrease the rate at 
which certain drugs are metabolized and so may increase the blood 
levels and the possibility of clinical toxicity of drugs given 
concomitantly. 


Disulfiram should be used with caution in those patients receiving 
diphenylhydantoin and its congeners, since toxic levels of these anti- 
epileptic agents have been reported during concomitant disulfiram 
therapy. 


It may be necessary to adjust the dosage of oral anticoagulants upon 
beginning or stopping disulfiram, since disulfiram may prolong 
prothrombin time. 


Patients taking isoniazid when disulfiram is given should be observed 
for the appearance of unsteady gait or marked changes in mental 
status and the disulfiram discontinued if such signs appear. 


CONCOMITANT CONDITIONS: Because of the possibility of an acci- 
dental ANTABUSE-alcohol reaction, ANTABUSE (disulfiram) should 
be used with extreme caution in patients with any of the following 
conditions: diabetes mellitus, hypothyroidism, epilepsy, cerebral 
damage, chronic and acute nephritis, hepatic cirrhosis or 
insufficiency. 


Alcoholism /ANTABUSE’ 


(disulfiram) 


USAGE IN PREGNANCY: The safe use of this drug in pregnancy has 
not been established. Therefore, ANTABUSE should be used during 
pregnancy only when, in the judgment of the physician, the probable 
benefits outweigh the possible risks. 


PRECAUTIONS: It is suggested that every patient under treatment 
carry an Identification Card, stating that he is receiving ANTABUSE 
and describing the symptoms most likely to occur as a result of the 
ANTABUSE-alcohol reaction. In addition, this card should indicate the 
physician or institution to be contacted in emergency. (Cards may be 
obtained from Ayerst Laboratories upon request.) 


Alcoholism may accompany or be followed by dependence on narcot- 
ics or sedatives. Barbiturates have been administered concurrently 
with ANTABUSE (disulfiram) without untoward effects, but the 
possibility of initiating a new abuse should be considered. 


Base line and follow-up transaminase tests (10-14 days) are 
suggested to detect any hepatic dysfunction that may result with 
ANTABUSE therapy. In addition, a complete blood count and a 
sequential multiple analysis-12 (SMA-12) test should be made every 
six months. 


ADVERSE REACTIONS: (See Contraindications, Warnings, and 
Precautions.) 


Occasional skin eruptions are, aS a rule, readily controlled by con- 
comitant administration of an antihistaminic drug. 


In a small number of patients, a transient mild drowsiness, fatiga- 
bility, impotence, headache, acneform eruptions, allergic dermatitis, 
or a metallic or garlic-like aftertaste may be experienced during the 
first two weeks of therapy. These complaints usually disappear spon- 
taneously with the continuation of therapy or with reduced dosage. 


Psychotic reactions have been noted, attributable in most cases to 
high dosage, combined toxicity (with metronidazole or isoniazid), or 
to the unmasking of underlying psychoses in patients stressed by the 
withdrawal of alcohol. 


There have been reports of polyneuritis and peripheral neuritis, and 
rare instances of optic neuritis. One case of cholestatic hepatitis has 
been reported, but its relationship to ANTABUSE has not been 
unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE (disulfiram) should 
never be administered until the patient has abstained from alcohol 
for at least 12 hours. 


INITIAL DOSAGE SCHEDULE: In the first phase of treatment, a 
maximum of 500 mg. daily ıs given in a single dose for one to two 
weeks. Although usually taken in the morning, ANTABUSE may be 
taken on retiring by patients who experience a sedative effect. Alter- 
natively, to minimize, or eliminate, the sedative effect, dosage may be 
adjusted downward. 


MAINTENANCE REGIMEN: The average maintenance dose is 
250 mg. daily (range, 125 to 500 mg.): it should not exceed 500 mg. 
daily. 


NOTE: Occasional patients, while seemingly on adequate mainte- 
nance doses of ANTABUSE, report that they are able to drink alco- 
holic beverages with impunity and without any symptomatology. All 
appearances to the contrary, such patients must be presumed to be 
disposing of their tablets in some manner without actually taking 
them. Until such patients have been observed reliably taking their 
daily ANTABUSE tablets (preferably crushed and well mixed with 
liquid), it cannot be concluded that ANTABUSE is ineffective. 


DURATION OF THERAPY: The daily. uninterrupted administration of 
ANTABUSE must be continued until the patient is fully recovered 
socially and a basis for permanent self-control is established. 
Depending on the individual patient, maintenance therapy may be 
required for months or even years. 


TRIAL WITH ALCOHOL: During early experience with ANTABUSE, it 
was thought advisable for each patient to have at least one super- 
vised alcohol-drug reaction. More recently, the test reaction has been 
largely abandoned. Furthermore, such a test reaction should never 
be administered toa patient over 50 years of age. Aclear, detailed, 
and convincing description of the reaction is felt to be sufficient in 
most cases. 


However, where a test reaction is deemed necessary, the suggested 
procedures as follows: 


After the first one to two weeks’ therapy with 500 mg. daily, a drink of 
15 cc. (‘+ oz.) of 100 proof whiskey or equivalent is taken slowly. This 
test dose of alcoholic beverage may be repeated once only so that the 
total dose does not exceed 30 cc. (1 oz.) of whiskey. Once a reaction 
develops, no more alcohol should be consumed. Such tests should be 
carried out only when the patient is hospitalized, or comparable 
supervision and facilities, including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)-ALCOHOL REAC- 
TION: In severe reactions, whether caused by an excessive test dose 
or by the patient's unsupervised ingestion of alcohol, supportive 
measures to restore blood pressure and treat shock should be insti- 
tuted. Other recommendations include: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), vitamin C intravenously 
in massive doses (1 Gm.), and ephedrine sulfate. Antihistamines have 
also been used intravenously. Potassium levels should be monitored 
particularly in patients on digitalis since hypokalemia has been 
reported. 


HOW SUPPLIED: No. 809— Each tablet (scored) contains 250 mg. 
disulfiram, in bottles of 100. No. 810— Each tablet (scored) contains 
500 mg. disulfiram, in bottles of 50 and 1,000. 
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trifluoperazine HCI 


Available in six dosage forms and strengths: 


Tablets (1 mg., 2 mg., 5 mg., 10 mg.) 

Injection (2 mg./ml.) 
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VALIUM 


(diazepam) 


IN THE CONTEXT OF 
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PSYCHOTHERAPY 


To relieve counterproductive psychic tension and anxiety 
















l reeducative therapy, 
where the goals are extensive in 
terms of modifying behavior 
patterns and attitudes toward a 
healthier adaptation, the patient 
may experience increasing 
tension and anxiety. As 
awareness of conflicts and 
destructive patterns of behavior 
develop, the importance of 
relinquishing the security of 
familiar but maladaptive 
behavior also becomes evident. 
In moderate degrees, anxiety and 
psychic tension can act as 
“« constructive and productive 
forces, serving to increase 
alertness and effort. Excessive 
amounts, however, can be 
deleterious. This may be the time 
to consider Valium (diazepam), 
along with your other modes 
of nondrug therapy. 
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VALIUM 
(diazepam) 
2-mg, 5-mg, 10-mg tablets 


It may play a small role. But it can be an important one. 
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Vlium’s prompt | RF 
effectiveness is valuable for the | 
symptomatic relief of anxiety E 
and tension states. The dosage is 
easily titratable so that you can 
tailor your prescription to the 
individual needs of the patient. 
Once the symptoms are reduced 
toa manageable level, Valium 
may be adjusted or discontinued 
entirely. 




























Vaiium (diazepam) 
is generally well tolerated in the 
usual dosage range. Side effects 
most frequently encountered are 
drowsiness, fatigue and ataxia. 
As with all CNS-acting agents, 
patients should be cautioned 
against engaging in hazardous 
occupations or driving. 


Please see following page for a 


immary of product information. 
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VALIUM 


(diazepam) 
2-mg, 5-mg, 10-mg tablets 


In the context of 
reeducative psychotherapy, 

can reduce counterproductive 
psychic tension and anxiety 


Before prescribing, please consult complete product information, a 
summary of which follows: 

Indications: Tension and anxiety states, somatic complaints which are 
concomitants of emotional factors; psychoneurotic states manifested by 
tension, anxiety, apprehension, fatigue, depressive symptoms or agitation; 
symptomatic relief of acute agitation, tremor, delirium tremens and halluci- 
nosis due to acute alcohol withdrawal; adjunctively in skeletal muscle spasm 
due to reflex spasm to local pathology; spasticity caused by upper motor 
neuron disorders, athetosis, stiff-man syndrome, convulsive disorders (not for 
sole therapy). 

Contraindicated: Known hypersensitivity to the drug. Children under 
6 months of age. Acute narrow angle glaucoma; may be used in patients with 
open angle glaucoma who are receiving appropriate therapy. 

Warnings: Not of value in psychotic patients. Caution against hazard- 
ous occupations requiring complete mental alertness. When used adjunctively 
in convulsive disorders, possibility of increase in frequency and/or severity of 
grand mal seizures may require increased dosage of standard anticonvulsant 
medication; abrupt withdrawal may be associated with temporary increase in 
frequency and/or severity of seizures. Advise against simultaneous ingestion 
of alcohol and other CNS depressants. Withdrawal symptoms (similar to 
those with barbiturates and alcohol) have occurred following abrupt discon- 
tinuance (convulsions, tremor, abdominal and muscle cramps, vomiting and 
sweating). Keep addiction-prone individuals under careful surveillance 
because of their predisposition to habituation and dependence. In pregnancy, 
lactation or women of childbearing age, weigh potential benefit against 
possible hazard. 

Precautions; If combined with other psychotropics or anticonvulsants, 
consider carefully pharmacology of agents employed; drugs such as pheno- 
thiazines, narcotics, barbiturates, MAO inhibitors and other antidepressants 
may potentiate its action. Usual precautions indicated in patients severely 
depressed, or with latent depression, or with suicidal tendencies. Observe 
usual precautions in impaired renal or hepatic function. Limit dosage to 
smallest effective amount in elderly and debilitated to preclude ataxia or 
oversedation. 

Side Effects: Drowsiness, confusion, diplopia, hypotension, changes 
in libido, nausea, fatigue, depression, dysarthria, jaundice, skin rash, ataxia, 
constipation, headache, incontinence, changes in salivation, slurred speech, 
tremor, vertigo, urinary retention, blurred vision. Paradoxical reactions such 
as acute hyperexcited states, anxiety, hallucinations, increased muscle 
spasticity, insomnia, rage, sleep disturbances, stimulation have been reported:4 


should these occur, discontinue drug. Isolated reports of neutropenia, jaun- 
dice; periodic blood counts and liver function tests advisable during 
long-term therapy. 

Dosage: Individualize for maximum beneficial effect. Adults: Tension, 
anxiety and psychoneurotic states, 2 to 10 mg b.i.d. to q.i.d.; alcoholism, 
10 mg t.i.d. or q.i.d. in first 24 hours, then 5 mg t.i.d. or q.i.d. as needed; i 
adjunctively in skeletal muscle spasm, 2 to 10 mg t.i.d. or q.i.d.; adjunctively ll 
in convulsive disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or debilitated d 
patients: 2 to 2% mg, 1 or 2 times daily initially, increasing as neededand =} 
tolerated. (See Precautions.) Children: 1 to 2% mg t.i.d. or q.i.d. initially, 
increasing as needed and tolerated (not for use under 6 months). 

Supplied: Valium® (diazepam) Tablets, 2 mg, 5 mg and 10 mg; 
bottles of 100 and 500. All strengths also available in Tel-E-Dose® packages 
of 1000. 





Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, N.J. 07110 
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MONTEFIORE HOSPITAL AND MEDICAL CENTER 
The Department of Psychiatry 


Department of Psychiatry, Albert Einstein College of Medicine 
offers 


FELLOWSHIPS 


In 


A POST-DOCTORAL RESEARCH TRAINING PROGRAM 


Fellowship positions are available through N.I.M.H.-supported programs that provide basic 
preparation for research In areas relevant to mental health, the brain and behavior. The 
program is available to psychiatrists who have completed training and to Individuals who have | 
completed the requirements for a doctorate degree. 


Emphasis is on acquiring proficiency in the fundamental principles of research strategy, 
methodology and techniques currently employed In laboratory and clinical studies in psychiatry. 
The traineeships stress active participation In research work under the supervision of faculty 
preceptors, supplemented by a curriculum of seminars and workshops. 


Appointments are full-time and may extend to two years. 


For details, write to: 


Herbert Welner, M.D., Chairman 
Department of Psychiatry 

Monteflore Hospital and Medical Center 
111 East 210th Street 

Bronx, New York 10467 


The American Journal of Psychiatry 


The June 1974 issue will feature 
Z.J. Lipowski on 
Consultation-Liaison Psychiatry 


Also a Special Section on 


Schizophrenia: Approaches to Diagnosis 


patients most in need of 
phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children under three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental.and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with tendencies to tachycardia or hypotension and those with prostatic 
hypertrophy. Dysuria may occur, but rarely becomes a problem. Large doses may cause 
complaints of weakness and inability to move particular muscle groups, requiring dosage 
adjustment. 


Mental confusion and excitement may occur with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment or if dosage is increased. Masking action on possible development 
of permanent extrapyramidal symptoms with prolonged phenothiazine therapy has not 
a investigated. Patients with a poor mental outlook are usually poor candidates 
or therapy. 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have central nervous system Wisease, those who 
do manual labor in a hot environment, and those. with disturbances in sweating. If anhi- 
drosis appears, reduce dosage so that ability to maintain body heat equilibrium is not 
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(Benztropine Mesylate | MSD) 
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-phenothiazine-induced 


l extrapyramidal symptoms. | 





a In: a cahi study of 71 patients treated with 
antipsychotics, COGENTIN, administered in 
a double-blind manner in various dosage ` 
schedules, was found to be highly successful 
in relieving phenothiazine-induced extra- 
‘pyramidal symptoms. Patients experienced 
relief of such symptoms as facial and hand 
tremors, muscle weakness, sensations of 
psychic and motor excitation, and incertae 


1. Neu C, Dimascio A, Demirgian E: Antiparkinson medication In the treatment of 
extrapyramidal side effects: single or multiple dally doses? Curr Ther, Res ‘ 4:246, 
May 1972. aS . ; 
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impaired. Occurrence of glaucoma i is a possibility probably. should not be’ used in angle- 


closure glaucoma. 


Large doses generally canriot be tolerated by older patients, thin patients, ‘or patients . i 


with arteriosclerotic parkinsonism. Do not terminate other antiparkinsonism agents 


abruptly; reduce gradually. In drug. -induced parkinsonism, closely observe patients for . ° 
i 


aha reactions, and temporarily discontinue COGENTIN (Benztropine Mesylate, MSD) if 
hey appear; do ‘not extend therapy longer than necessary to counteract the extrapyra- 
al disorders; although -the psychotropic drug frequently can be continued without 
change of dosage, a decrease might be indicated. 
Adverse Reactions: Adverse reactions may be anticholinergi and/or antihistaminic.. Dry 
mouth, blurred vision, nausea, nervousness may develop. If 
in swallowing or spe eaking, or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled: 
continuation, followed 
fingers, listlessness, and depression may devel 


ally requires discontinuation. 

Supplied: Tablets in three strengths: 0.5 mg and 1 mg be 

4 ee and 2 mg benztropine mesylate, in bottles of 100 and 1000. Injection, containing 
0 mg.benztrop na mesylate and 9.0 mg sodium chloride per ml, in 2-ml ampuls. 


as more detailed information, consult your MSD representative or see full prescribing infor- 
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dry mouth causes difficulty — 


temporary dis- ` 
resumption at a lower dosage.-Constipation, numbness of the 

. Occasionally, an allergic reaction, e.g, ~. 
skin rash, develops; sometimes this can be con olled by reducing dosage, put occasion-- ` 
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COGENTIN 
(Benztropine Mesylate| MSD) 


_ intreating drug-induced 


extrapyramidal symptoms - . 


In treating extrapyramidal symp- 
toms due to central nervous system 
drugs, such as reserpine arid 


_ phenothiazines, the recommended _ 


dosage of COGENTIN is 1 to 4 mg. 
once or twice a day orally or 
parenterally. The tablet form 
should be used when patients.are 


< able-to take oral medication. 


When extrapyramidal symptoms _ 
aoe soon after initiation of 
p henothiazine treatment, the a 
ikely to be transient. One to 
COGENTIN orally two or eo 
times 'a day usually provides relief 
within one or two days. After one - 
or two weeks, COGENTIN should 
be withdrawn to determine the 


"continued need for it. Lens 


recur, COGENTIN 
reinstituted. 
Extrapyramidal symptoms that 
develop slowly usually are less 
responsive. They may require more 


can be . 


. prolonged treatment with 2 to 
6 mga day.. 


For more detailed information, 
see full prescribing information. 
















May enhance other remedial 





ONLY WHEN MEDICATION IS INDICATED 


Ritalin 


(methylphenidate 





Ritalin...of proven value when used as out prior seizures; with or without prior EEG abnormalities, even in 


absence of seizures. Safe concomitant use of anticonvulsants and 


part of a complete therapeutic and remedial Ritalin has not been established. If seizures occur, Ritalin should be 
4 iscontinue 
MBD program Use cautiously in patients with hypertension. Blood pressure should 


be monitored at appropriate intervals in all patients taking Ritalin, 


More than a decade of clinical experience especially those with hypertension. 


Drug Interactions 


shows that Ritalin helps improve ratings of Ritalin may decrease the hypotensive effect of guanethidine. Use 


cautiously with pressor agents and MAO inhibitors. Ritalin may 


] ] hibit th taboli f ti lant ti isant 
behavior, attentiveness, performance IQ, motor immon ine metabolism of coumarin anticoagulants, anticonvulsants 


control, and speech productivity in children and tricyclic antidepressants (imipramine, desipramine). Downward 
. ae . . 1-5 dosage adjustments of these drugs may be required when given 
with Minimal Brain Dysfunction (MBD).” concomitantly with Ritalin. 


Usage in Pregnancy 


Currently a drug of choice in many MBD Adequate animal reproduction studies to establish safe use of 


Ritalin during pregnancy have not been conducted. Therefore, until 


situations,’ Ritalin can play an important part more information is available, Ritalin should not be prescribed for 


women of childbearing age unless, in the opinion of the physician, 


in the total rehabilitation program of the the potential benefits outweigh the possible risks. 

MBD child. And proper management is essen- a AES 

tial to the overall (educational, social, and emo- | Rar shoud Oe oee Min o hiciaryof drug dependence or | 

tional) development of the child’s potential. Aaa nik Nigel such patients may increase dosage on their 
Dosage should be periodically inter- psychic dependence with varying degrees of abnormal behavior. 

rupted in the presence of improved motor abuse. Careful supervision is required during drug withdrawal, 

coordination and behavior. Often, these inter- | SARAY can be unmasked. Longer follow-up may be require 

ruptions reveal that the ehild’s behavior because of the patient's basic personality disturbances. 





shows some “stabilization” | © PRECAUTIONS = 
even without chemotherapy, ea iey. discontinue therapy it necessary > 
permitting a reduction in pecans ele 
3 ADVERSE REACTIONS 
dosage and eventual discon- Nervousness and insomnia are the most common 
tinuance of drug therapy. adverse reactions but are usually controlled by 
Of course, Ritalin is not 
indicated for childhood per- 
sonality and behavioral dis- 


reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
orders not associated with 
MBD. 


hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; abdom- 
inal pain; weight loss during prolonged therapy. 
Toxic psychosis has been reported. Although a 
definite causal relationship has not been estab- 





References lished, the following have been reported in 

1. Knobel M: Arch Gen Psychiatry 6:198-202, 1962. patients taking this drug: leukopenia and/or anemia; a few instances 

2. Knights RM, Hinton GG: J Nerv Ment Dis 148:643-653, 1969. of scalp hair loss. 

3. Creager RO, VanRiper C: J Speech Hear Res 10:623-628, 1967. In children, loss of appetite, abdominal pain, weight loss during 

4. Werry JS: Paper presented at the Annual Meeting of the American prolonged therapy, insomnia, and tachycardia may occur more 
Psychiatric Association, Boston, May 13-17, 1968. frequently; however, any of the other adverse reactions listed above 

5. Conners CK: Pediatrics 49:702-708, 1972. may also occur. 

6. Charlton MH: NY State J Med 16:2058-2060, 1972. DOSAGE AND ADMINISTRATION 


Children with Minimal Brain Dysfunction (6 years and over) 
Start with small doses (eg, 5 mg before breakfast and lunch) with 


italin® A : radual increments of 5 to 10 mg weekly. Daily dosage above 60 mg 
Ritalin hydrochloride © n k not recommended. If improvement is not observed after appro- 
(methylphenidate hydrochloride) priate dosage adjustment over a one-month period, the drug should 
TABLETS be discontinued. 

lf paradoxical aggravation of symptoms or other adverse effects 

INDICATION occur, reduce dosage, or, if necessary, discontinue the drug. 
Minimal Brain Dysfunction in Children—as adjunctive therapy to Ritalin should be periodically discontinued to assess the child's 
other remedial measures (psychological, educational, social) condition. Improvement may be sustained when the drug is either 
Special Diagnostic Considerations , temporarily or permanently discontinued. 
Specific etiology of Minimal Brain Dysfunction (MBD) is unknown, Drug treatment should not and need not be indefinite and usually 
and there is no single diagnostic test. Adequate diagnosis requires may be discontinued after puberty. 
the use not only of medical but of special psychological, educational, HOW SUPPLIED 
and social resources. Tablets, 20 mg (peach, scored); bottles of 100 and 1000. 
Characteristics commonly reported include: chronic history of short Tablets, 10 mg (pale green, scored); bottles of 100, 500, 1000 and 
attention span, distractibility, emotional lability, impulsivity, and Accu-pak blister units of 100. 
moderate to severe hyperactivity; minor neurological signs and Tablets, 5 mg (pale yellow); bottles of 100, 500, and 1000. 


abnormal EEG. Learning may or may not be impaired. The diagnosis 
of MBD must be based upon a complete history and evaluation of 


the child and not solely on the presence of one or more of these Consult complete product literature before prescribing. 
characteristics. , 

Drug treatment is not indicated for all children with MBD. Stimulants CIBA Pharmaceutical Company 

are not intended for use in the child who exhibits symptoms second- Division of CIBA-GEIGY Corporation 

ary to environmental factors and/or primary psychiatric disorders, Summit, New Jersey 07901 2/4854 17 


including psychosis. Appropriate educational placement is essential 
and psychosocial intervention is generally necessary. When remedial 
measures alone are insufficient, the decision to prescribe stimulant 


8 ® 
eaea n pi PEETA upan the po onn s assessment of the R t ® A 
chronicity and severity of the child’s symptoms. ] a In ’ ) 
TREER methy Iphenidate 
arked anxiety, tension, and agitation, since Ritalin may aggravate 
these symptoms. Also contraindicated in patients known to be ONLY WHEN MEDICATION IS INDICATED 
hypersensitive to the drug and in patients with glaucoma. 
WARNINGS 
Ritalin should not be used in children under six years, since safety 
and efficacy in this age group have not been established. 
Sufficient data on safety and efficacy of long-term use of Ritalin in 
children with minimal brain dysfunction are not yet available. 
Although a causal relationship has not been established, suppression 
of growth (/e, weight gain and/or height) has been reported with 
long-term use of stimulants in children. Therefore, children requiring 
long-term therapy should be carefully monitored. 
Ritalin should not be used for severe depression of either exogenous 
or endogenous origin or for the prevention of normal fatigue states. 
Ritalin may lower the convulsive threshold in patients with or with- 
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Missed doses. 






that helps 
them Stay out 


Controlled Drug Delivery with 
PROLIXIN® DECANOATE 
(FLUPHENAZINE DECANOATE 
INJECTION) 

Puts control of the schizophrenic in 
your hands with injections 1 to 3 weeks 
apart or longer, with an average 
duration of effect of about 2 weeks 
Controlled drug delivery helps prevent 
disruption of therapy—one of the com- 
monest causes of psychotic relapse. For 
the inpatient it means unimpeded drug 
delivery with improved chances of 
discharge. 
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stockpiling absorption y 
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With Prolixin Decanoate, 

unimpeded drug delivery 








FOR READMISSION. 







Stockpiling. 


For the outpatient it means improved 
chances for prolonged remission: “...the 
duration of remission and the incidence 
of relapse are directly related to keeping 
the patient medicated after his return to 
the community.”! 


Controlled drug delivery helps the 
inpatient out 

e Keeps the patient medicated...helps 
make him more manageable, more com- 
fortable, and more amenable to total 
treatment. With oral medication, on the 
other hand, approximately one out of 
every five patients does not take his med- 
ication, even when administered by the 
nursing staff.’ 

e Eliminates the problem of missed, lost, 
or hidden doses. Prevents stockpiling. 

e Assures regular medication intake. 

e Lightens responsibilities of the hospital 
staff...simplifies patient management by 
obviating the need for multiple doses. 

e Increases the likelihood of discharge: 
In one study’ of 24 long-term hospital 
patients treated with Prolixin Decanoate 
(Fluphenazine Decanoate Injec- 
tion) every 7 days to 3 weeks: 


CONSIDERED NO 
DISCHARGED DISCHARGEABLE IMPROVEMENT 


13 4 7 





Dischargeability “may also have been en- 
hanced because the staff, the patient, 
and the family were assured of an ad- 
equate and regular medication intake”? 


GOOD REASONS FOR CONTROLLED DRUG DELIVERY 


ae 


Misleading advice from family and friends. 


Controlled drug delivery helps keep 

the outpatient out 

e Helps assure continuity of medication 
..makes prolonged remission more 

likely. With oral medication, on the 

other hand, “approximately 50% of all 

discharged psychotic patients fail to take 

even the first dose of their outpatient 
medication.”’ 

e Enhances chances for rehabilitation... 

promotes acceptance socially, in the 

family, and on the job because of sus- 

stained control of symptomatology. 

e Eases family adjustment by eliminating 

concern about “taking his medicine.” 

e Avoids the potential dangers of stock- 
piling, particularly for the suicidal. 

e Once administered, therapy cannot be 

altered by the patient, by his family, or 
by anyone else. 

e The unique advantages of controlled 

drug delivery apply equally to the pa- 
tient who has never been hospitalized. 


— i ea 
Weakening of psychological TR w 


every tablet reminds him of his problem. 





They are advantages that can help make 
custodial care unnecessary as long as 
treatment continues. 


Controlled drug delivery saves time, 
reduces cost in the hospital, clinic, office 
Saves time in the hospital: 


18 PATIENTS 18 PATIENTS 


8am. 34 hr. | injection 
2 p.m. every 14 days for 
6 p.m. most patients 

























4 minutes 
required for each 
injection (approx.) 






=2'% hrs. 
nursing time 














2% hrs. X 14 days 
=31'% hrs. 
of nursing time 
every 14 days 









=1 hr. 10 minutes 
nursing time 
in 14 days 


NURSING TIME SAVED IN 14 DAYS: 
30 hours, 20 minutes? 


Saves time in the clinic and in the office: 
Most patients report for their injections 
only once in every two-week period. 


Prolixin Decanoate (Fluphenazine 
Decanoate Injection) also offers the con- 
venience of easy-to-use Unimatic® 
Syringes: Unimatic single-dose pre- 
assembled syringes and Unimatic car- 
tridge-needle units witha reusable plastic 
holder. Vials of 5 cc. Prolixin Decanoate 
are available for use with dry syringes 
and needles (at least 21 gauge). Use of a 
wet needle may cause the solution to be- 
come cloudy. 


fens 





N.B. Extrapyramidal reactions occur fre- 
quently. Most often they are reversible 
and can usually be controlled by admin- 
istration of antiparkinsonian drugs. How- 
ever, in some instances, they are persis- 
tent—-particularly in the case of tardive 
dyskinesia (see Adverse Reactions sec- 
tion of Brief Summary). Patients should 
be forewarned and reassured. 
References: |. Kinross-Wright, V. J.: Cited 
in Med. Tribune, Sept. 13, 1965, pp. 1, 27. 
2. Goldberg, H. L., DiMascio, A. and Chaud- 
hary, B.: Psychosomatics 11:173, May-June 
1970. 3. Keskiner, A. et al.: Arch. Gen. Psy- 
chiatry 18:477, Apr. 1968. 4. Platt, R.: Br. J. 
Social Psychiatry 2:187, 1968. 


Controlled Drug Delivery 


PROLIXIN DECAN OAIE 


(FLUPHENAZINE DECANOATE INJECTION) 


For product Brief Summary, see following n 


SQUIBB HOSPITAL omsion 
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Controlled Drug Delivery 


in schizophrenia with 


PROLIXIN DECAN OAIE 


(FLUPHENAZINE DECANOATE INJECTION) 


BRIEF SUMMARY 

Prolixin Decanoate (Fluphenazine Decano- 
ate Injection) provides 25 mg. fluphenazine 
decanoate per cc. in asesame oil vehicle with 
1.2% (w/v) benzyl alcohol as a preservative. 


CONTRAINDICATIONS: In presence of 
suspected or established subcortical brain 
damage. In patients who have a blood dyscra- 
sia, liver damage or renal insufficiency, or 
who are receiving large doses of hypnotics, 
or who are comatose or severely depressed. 
In patients who have shown hypersensitivity 
to fluphenazine; cross-sensitivity to pheno- 
thiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities 
required for driving a car or operating heavy 
machinery may be impaired by use of this 
drug. Physicians should be alert to the pos- 
sibility that severe adverse reactions may 
occur which require immediate medical at- 
tention. Potentiation of effects of alcohol 
may occur. Safety for use during pregnancy 
has not been established; weigh possible haz- 
ards against potential benefits if adminis- 
tered during pregnancy. Safety and efficacy 
in children have not been established be- 
cause of inadequate experience in use in 
children. 


PRECAUTIONS: Caution must be exercised 
if another phenothiazine compound caused 
cholestatic jaundice, dermatoses or other 
allergic reactions because of the possibility 
of cross-sensitivity. When psychotic patients 
on large doses of a phenothiazine drug are 
to undergo surgery, hypotensive phenomena 
should be watched for; less anesthetics or 
central nervous system depressants may be 
required. Because of added anticholinergic 
effects, fluphenazine may potentiate the 
effects of atropine. 

Use fluphenazine decanoate cautiously in 
patients exposed to extreme heat or phos- 
phorus insecticides; in patients with ulcer 
disease history since aggravation of peptic 
ulcer has occurred; in patients with history 
of convulsive disorders since grand mal con- 
vulsions have occurred; and in patients with 
special medical disorders such as mitral in- 
sufficiency or other cardiovascular diseases, 
and pheochromocytoma. Bear in mind that 
with prolonged therapy there is the possibil- 
ity of liver damage, pigmentary retinopathy, 
lenticular and corneal deposits, and devel- 
opment of irreversible dyskinesia. 

Fluphenazine decanoate should be admin- 
istered under the direction of a physician 
experienced in the clinical use of psycho- 
tropic drugs. Periodic checking of hepatic 
and renal functions and blood picture should 
be done. Renal function of patients on long- 
term therapy should be monitored; if BUN 
becomes abnormal, treatment should be dis- 
continued. “Silent pneumonias” are possible. 


*ADVERSE REACTIONS: Central Nervous 
System—Extrapyramidal symptoms are most 
frequently reported. These include pseudo- 
parkinsonism, dystonia, dyskinesia, akathisia, 
oculogyric crises, opisthotonos, and hyper- 
reflexia; most often these are reversible, but 
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they may be persistent. One can expect a 
higher incidence of such reactions with flu- 
phenazine decanoate than with less potent 
piperazine derivatives or straight-chain phe- 
nothiazines. The incidence and severity will 
depend more on individual patient sensitiv- 
ity, but dosage level and patient age are 
also determinants. As these reactions may 
be alarming, the patient should be fore- 
warned and reassured. These reactions can 
usually be controlled by administration of 
antiparkinsonian drugs such as benztropine 
mesylate or intravenous Caffeine and Sodi- 
um Benzoate Injection U.S.P, and by sub- 
sequent reduction in dosage. 

Persistent Tardive Dyskinesia: As with all 
antipsychotic agents, persistent and some- 
times irreversible tardive dyskinesia may 
appear in some patients on long-term ther- 
apy or may occur after discontinuation of 
drug. The risk seems greater in elderly 
patients, especially females, on high dosages. 
The syndrome is characterized by rhythmi- 
cal involuntary movements of tongue, face, 
mouth, or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chew- 
ing movements) and may be accompanied 
by involuntary movements of extremities. 
There is no known effective therapy for 
tardive dyskinesia; usually the symptoms are 
not alleviated by antiparkinsonism agents. If 
the symptoms appear, discontinuation of all 
antipsychotic agents is suggested. The syn- 
drome may be masked if treatment is rein- 
stituted, or drug dosage increased, or a 
different antipsychotic agent used. Reports 
are that fine vermicular movements of the 
tongue may be an early sign of the syndrome 
which may not develop if medication is 
stopped at that time. 

Phenothiazine derivatives have been 
known to cause restlessness, excitement, or 
bizarre dreams and reactivation or aggrava- 
tion of psychotic processes may be encoun- 
tered. If drowsiness or lethargy occur, the 
dosage may have to be reduced. Dosages, 
far in excess of the recommended amounts, 
may induce a catatonic-like state. 

Autonomic Nervous System— Hyperten- 
sion and fluctuations in blood pressure have 
been reported. Although hypotension is rare- 
ly a problem, patients with pheochromocy- 
toma, cerebral vascular or renal insufficiency 
or severe cardiac reserve deficiency such as 
mitral insufficiency appear to be particularly 
prone to this reaction and should be ob- 
served carefully.Supportive measures includ- 
ing intravenous vasopressor drugs should 
be instituted immediately should severe hy- 
potension occur; Levarterenol Bitartrate In- 
jection U.S.P. is the most suitable drug; 
epinephrine should not be used since pheno- 
thiazine derivatives have been found to re- 
verse its action. Nausea, loss of appetite, 
salivation, polyuria, perspiration, dry mouth, 
headache and constipation may occur. Re- 
ducing or temporarily discontinuing the dos- 
age will usually control these effects. Blurred 
vision, glaucoma, bladder paralysis, fecal 
impaction, paralytic ileus, tachycardia, or 
nasal congestion have occurred in some pa- 


tients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, 
peripheraledema, abnormal lactation, gyneco- 
mastia, menstrual irregularities, false results 
On pregnancy tests, impotency in men and 
increased libido in women have occurred 
in some patients on phenothiazine therapy. 

Allergic Reactions—Itching, erythema, urti- 
caria, seborrhea, photosensitivity, eczema 
and exfoliative dermatitis have been reported 
with phenothiazines. The possibility of ana- 
phylactoid reactions should be borne in mind. 

Hematologic—Blood dyscrasias including 
leukopenia, agranulocytosis, thrombocyto- 
penic or nonthrombocytopenic purpura, 
eosinophilia, and pancytopenia have been 
observed with phenothiazines. If soreness of 
the mouth, gums or throat or any symptoms 
of upper respiratory infection occur and con- 
firmatory leukocyte count indicates cellular 
depression, therapy should be discontinued 
and other appropriate measures instituted 
immediately. 

Hepatic—Liver damage manifested by cho- 
lestatic jaundice, particularly during the first 
months of therapy, may occur; treatment 
should be discontinued. A cephalin floccula- 
tion increase, sometimes accompanied by 
alterations in other liver function tests, has 
been reported in patients who have had no 
clinical evidence of liver damage. 

Others—Sudden deaths have been reported 
in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be 
predisposing factors. High doses should be 
avoided in known seizure patients. Shortly 
before death, several patients showed flare- 
ups of psychotic behavior patterns. Autopsy 
findings have usually revealed acute fulmi- 
nating pneumonia or pneumonitis, aspiration 
of gastric contents, or intramyocardial le- 
sions. Although not a general feature of flu- 
phenazine, potentiation of central nervous 
system depressants such as Opiates, analge- 
sics, antihistamines, barbiturates, and alco- 
hol may occur. 

Systemic lupus erythematosus-like syn- 
drome, hypotension severe enough to cause 
fatal cardiac arrest, altered electrocardio- 
graphic and electroencephalographic tracings, 
altered cerebrospinal fluid proteins, cerebral 
edema, asthma, laryngeal edema, and angio- 
neurotic edema; with long-term use, skin 
pigmentation and lenticular and corneal 
opacities have occurred with phenothiazines. 
Local tissue reactions occur only rarely with 
injections of fluphenazine decanoate. 

For full prescribing information, consult 
package insert. 


HOW SUPPLIED: 1 cc. Unimatic® single 
dose preassembled syringes and cartridge- 
needle units, and 5 cc. vials. 
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THE NATION'S PSYCHIATRISTS— 
1970 SURVEY. 
NEP p Ph.D. 


and 


A. H. Kumbar 


In this report, the survey data are organized under five general categories. 


l; 


Supply Characteristics describes the survey sample in terms of its total number 
and the percent of response, APA members as well as the number who were in 
training and those psychiatrists with less than three years’ training. It gives data on 
their age, sex, citizenship, race and work status. 


. The Education and Training of Psychiatrists provides data on the number in the 


sample who graduated from various medical schools by year, the number of years 
in training, whether the respondent is board certified, etc. All data are analyzed 
by sex so that this important dimension can be evaluated directly. Data on country 
of origin of medical school attended are also given for foreign medical graduates. 


. Professional Activities of Psychiatrists presents analyses dealing with various 


aspects of professional practice: where psychiatrists spend their time, how time is 
allocated, and what they do. 


. Geographic Distribution of Psychiatrists presents state totals for the identified 


manpower pool, along with ratios per 100,000 population. 


5. The Economic Issues looks at such issues as the source of professional income and 
hours donated. 
38 pages single copy $3.25 
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Please send me ______ copy(ies) of order #233, The Nation's Psychiatrists—1970 Survey, 
@ $3:25 per copy. (10% discount for 10 copies or more, and 20% for 50 or more). 


CJ Bill Me O Check Enclosed 
(Please Print) 


Name 


Address 


City State © Zip 


Send Couponto: American Psychiatric Association 


Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 emer 





BALDPATE, INC. 


A PRIVATE PSYCHIATRIC HOSPITAL 
GEORGETOWN, MASS. 01830 
(617) 352-2131 


Located 30 miles north of Boston on 130 acres, 
set among peaceful meadows bordering a quiet 
lake and wooded hill, Baldpate presents a relaxing 
atmosphere to the problem-beset patient. 


Baldpate is an active treatment hospital for psy- 
choses, neuroses, alcoholism, and drug addiction. 


Psychotherapy, somatic therapy, milieu therapy, 
and pharmacotherapy are available from qualified 
physicians. There is also occupational and recrea- 
tional therapy under the direction of trained thera- 
pists. 


Single rooms with and without bath, shared 
accommodations, and cottages are available. 
Most major health insurance plans acceptable. 


PATRICK J. QUIRKE, M.D. 
Medical Director 


IBRAHIM BAHRAWY, M.D. 


Clinical Director 


For descriptive literature write: 
JAMES K. MCKINIRY, Administrator 





FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 


Contraindications: The only 
known contraindication is sensi- 
tivity to Akineton hydrochloride. 


Warnings: Isolated instances of 
mental confusion, euphoria, agita- 
tion and disturbed behavior have 
been reported in susceptible 
patients. 


Precautions: Caution should be 
observed in patients with manifest 
glaucoma, though no prohibitive 
rise in intraocular pressure has 
been noted following either oral 
or parenteral administration. Pa- 
tients with prostatism or cardiac 
arrhythmia should be given this 
drug with caution. Occasionally, 
drowsiness may occur. 


Adverse reactions: Adverse re- 
actions encountered are primarily 
dry mouth and blurred vision. 
These side effects are usually 
slight and can be overcome by 
judicious reduction of dosage. If 
gastric irritation occurs, it can be 
avoided by administering during 
or after meals. 

Dosage and Administration: 
Doses required to achieve the 
therapeutic goal are variable and 
must be individually and grad- 
ually adjusted. 


Parkinson’s disease: 1 tablet, 
2 mg. three or four times daily. 


Drug-induced extrapyramidal dis- 
orders: 1 tablet, 2 mg. one to three 
times daily. 

How Supplied: 


Akineton hydrochloride tablets, 
2 mg. each, bisected — bottles 
of 100 and 1000. 


Akineton lactate ampules, 1 ml. 
each containing 5 mg./ml. in 
an aqueous 1.4 percent so- 
dium lactate solution. No 


— preservative. Boxes of 
10. 


| Knoll Pharmaceutical Company 
Whippany, New Jersey 07981 
Toronto, Canada 


® 





GET A HOLD ON 


EXTRAPYRAMIDAL 
SYMPTOMS 


When drug-induced extra- 
pyramidal symptoms begin, 
start Akineton” Tablets. 
Akineton can provide early 
control of extrapyramidal 
reactions, often without 
reduction in dosage or 
discontinuance of the 
psychotropic agent. 

The efficacy of Akineton, 
usually at low daily dosages, 
has been demonstrated in 
more than a decade of clinical 
experience. With Akineton, 
anticholinergic side effects are 
minimal. 
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practical measures 
in support of sleep 


Care @ 
Affection 


Many patients have a strong crav- 
ing for affection that, if not satisfi 
can interfere with sleep. This can 
particularly true among partners 
of long-enduring marriage. A wif 
who feels neglected may lie 
awake beside her soundly 
sleeping husband, or vice 
versa, because of a failure on 
the part of one to meet the 
other's needs. 

All that may be required 
to treat the mild insomnia 
in this type of patient is 
some old-fashioned mar- 
riage counseling: to encour- 
age intimacy, to prolong con- 
tact, to express loving care. By 
a simple increase in emotional 
warmth at days end, when the 
fatigue level is high, both partners 
may get the necessary assurance and 
relaxation for a full night's sleep. 














a complement 


to practical sleep - 


measures 


NOLUD 


(methyprylon 


helps patients slip gently into sleep 


treating sleep disturbance 
reliably Should this type of patient fail to 


respond to first steps and continue to experience 
difficulty in falling asleep and staying asleep, 2 
hypnotic may be called for. Noludar 300—with 
over 19 years of reliable use behind it— usually 
induces sleep within 45 minutes. Noludar can 
promote an uninterrupted sleep of from 5 to 8 
hours duration. The patient generally wakes 
refreshed without morning-after “hang-over: 


with a careful concern for 
safety While Noludar 300 is a 


Schedule III controlled medication, it is not a 
barbiturate or a methaqualone. Use caution in 
administering to individuals known to be 
addiction-prone or those whose history suggests 
they may increase the dosage on their own 
initiative. 


benefits for the elderly 

Noludar 300 is well suited to the elderly. On 
recommended dosage (1 capsule before retiring), 
paradoxical excitation has been rare. There has 
been little suppression of respiratory or 
cardiovascular function. 


Before prescribing, please consult Complete Product 
Information, a summary of which follows: 
INDICATION: As a hypnotic for relief of insomnia of 
varied etiology. 

CONTRAINDICATIONS: Patients with known hyper- 
sensitivity to the drug. 












WARNINGS: Caution patients about combined effects 
with alcohol and other CNS depressants. Caution 
against hazardous occupations requiring complete 
mental alertness, such as operating machinery or 
driving a motor vehicle shortly after ingesting the drug. 


Physical and Psychological Dependence: Physical and 
psychological dependence have been reported infre- 
quently. Withdrawal symptoms, when they occur, tend 
to resemble those associated with withdrawal of bar- 
biturates and should be treated in a similar fashion. 
Use caution in administering to individuals known to 
be addiction-prone or those whose history suggests they 
may increase the dosage on their own initiative. Repeat 
prescriptions should be limited without adequate 
medical supervision. 

Usage in Pregnancy: Weigh potential benefits in 
pregnancy, during lactation, or in women of child- 
bearing age against possible hazards to mother and 


child. 


Usage in Children: Not recommended in children 
under 3 months of age. 


PRECAUTIONS: Total daily intake should not exceed 
400 mg, as greater amounts do not significantly increase 
hypnotic benefits. Observe usual precautions in hepatic 
or renal disorders. Perform periodic blood counts if 
used repeatedly or over prolonged periods. 


ADVERSE REACTIONS: At recommended dosages, 
there have been rare occurrences of morning drowsi- 
ness, dizziness, mild to moderate gastric upset 

(including diarrhea, esophagitis, nausea and vomiting), 
headache, paradoxical excitation and skin rash. There 
have been a very few, isolated reports of neutropenia 
and thrombocytopenia; however, the evidence does not 
establish that these reactions are related to the drug. 


SUPPLIED: Capsules containing 300 mg methyprylon. 
Tablets containing 200 mg or 50 mg methyprylon. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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‘Today, she 
managed 
a smile 








N 





(Not long ago, she couldn’t stop sobbing) 


Before he sees that first positive response — 
however hesitant and tentative—the 
physician may have to bring into play many 
different aspects of therapy. Establishing a 
therapeutic relationship may be the first 
difficulty as well as the first necessity. 
Psychotherapy, family and community 
support, occupational and social counseling, 
and drug therapy may all have to be enlisted. 
The characteristically rapid energizing action 
of VIVACTIL may help establish early 
therapeutic rapport by lessening the 
patient’s lethargy —often during the first 
week of medication. VIVACTIL helps elevate 


mood, usually within the third or fourth week 
of treatment. 


Characteristically, the drug has no sedating 
or tranquilizing properties. (Symptoms such 
as anxiety or agitation may be aggravated.) 


Dosage of VIVACTIL must be individualized, 
and patients should be under close medical 
supervision. For many adult patients with 
clinically significant depression, 10 mg t.i.d. 
may provide control of symptoms. Others 
may require as little as 15 mg or as much as 
60 mg a day. In elderly patients and adoles- 
cents, lower dosages are recommended. 


In clinically significant depression, 


TABLETS, 5 mg and 10 mg 


Vivactil 





(Protriptyline HC] | MSD) 
helps establish early 


therapeutic rapport 


Contraindications: Known hypersensitivity; acute recovery phase following myocardial 
infarction. Should not be given concomitantly with an MAOI; hyperpyretic crises, severe 
convulsions, and deaths have occurred in patients receiving tricyclic antidepressant and 
MAOI drugs simultaneously. When it is desired to substitute protriptyline HCI for an MAOI, 
a minimum of 14 days should be allowed to elapse after the latter is discontinued. Pro- 
triptyline HCI should then be initiated cautiously with gradual increase in dosage until 
optimum response is achieved. 

Warnings: May block the antihypertensive effect of guanethidine or similarly acting com- 
pounds. May impair mental and/or physical abilities required for the performance of hazard- 
Ous tasks, such as operating machinery or driving a motor vehicle. Should be used with 
caution in patients with a history of seizures and, because of its autonomic activity, in 
patients with a tendency to urinary retention or increased intraocular tension. 

Tachycardia and postural hypotension may occur more frequently than with other anti- 
depressant drugs. Should be used with caution in elderly patients and patients with cardio- 
vascular disorders; such patients should be observed Closely because of the tendency of 
the drug to produce tachycardia, hypotension, arrhythmias, and prolongation of the con- 
duction time. Myocardial infarction and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. 

Usage in Children: Not recommended for use in children because Safety and effectiveness 
in the pediatric age group have not been established. 

Usage in Pregnancy; Safe use in pregnancy and lactation has not been established: therefore. 
use in pregnant women, nursing mothers, or women who may become pregnant requires 
that possible benefits be weighed against possible hazards to mother and child. 
Precautions: When protriptyline HCI is used to treat the depressive component of schizo- 
phrenia, psychotic symptoms may be aggravated; likewise, in manic-depressive psychosis, 
depressed patients may experience a shift toward the manic phase; paranoid delusions, 
with or without associated hostility, may be exaggerated. In any of these circumstances, it 
may be advisable to reduce the dose of protriptyline HCI or to use a major tranquilizing drug 
concurrently. Symptoms, such as anxiety or agitation, may be aggravated in overactive 
Or agitated patients. 

When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close Supervision and careful adjustment of dosages are 
required. May enhance response to alcohol and effects of barbiturates and other CNS 
depressants. Possibility of suicide in depressed patients remains during treatment and 
until significant remission occurs: this type of patient should not have easy access to 
large quantities of the drug. Concurrent administration with electroshock therapy may 
increase hazards of therapy; such treatment should be limited to patients for whom it is 
essential. Discontinue drug several days before elective surgery, if possible. Both elevation 
and lowering of blood sugar levels have been reported. 

Adverse Reactions: Nore: Included in this listing are a few adverse reactions which have 
not been reported with this specific drug. However, the pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCI is more likely to aggravate agitation 
and anxiety and produce cardiovascular reactions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. 

Psychiatric: confusional states (especially in the elderly) with hallucinations, disorienta- 
tion, delusions, anxiety, restlessness. agitation; insomnia, panic, and night- 
mares; hypomania; exacerbation of psychosis. 

Neurological: numbness, tingling, and paresthesias of extremities: incoordination, ataxia, 
tremors, peripheral neuropathy: extrapyramidal symptoms; seizures: alteration in FEC 
patterns, tinnitus. 

Anticholinergic: dry mouth and rarely associated sublingual adenitis: blurred vision, distur- 
bance of accommodation, mydriasis: constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of the urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photosensitization (avoid excessive ex- 
posure to sunlight), edema (general, or of face and tongue), drug fever. 

Hematologic: bone marrow depression; agranulocytosis: leukopenia; eosinophilia; purpura: 
thrombocytopenia. 

Gastrointestinal: nausea and vomiting, anorexia, epigastric distress, diarrhea, peculiar taste, 
Stomatitis, abdominal cramps, black tongue. 

Endocrine: gynecomastia in the male: breast enlargement and galactorrhea in the female: 
increased or decreased libido, impotence: testicular Swelling; elevation or depression of 
blood sugar levels. 

Other: jaundice (simulating obstructive): altered liver function; weight gain or loss: 
perspiration; flushing; urinary frequency, nocturia: drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling: alopecia. 

Withdrawal Symptoms. though not indicative of addiction, abrupt cessation of treatment after 
prolonged therapy may produce nausea, headache, and malaise. 

Overdosage: Treatment is Symptomatic and supportive. However, the intravenous adminis- 
tration of 1 to 3 mg physostigmine salicylate has been reported to reverse the symptoms of 
amitriptyline poisoning in humans. Animal studies have shown that physostigmine also reverses 
Certain toxic effects of protriptyline, but to a lesser extent. 

How Supplied: Tablets, containing 5 mg and 10 mg protriptyline HCI each, in single-unit 
packages of 100 and bottles of 100 and 1000. 

For more detailed information, consult your MSD representative or see full prescribing information. 
Merck Sharp & Dohme, Division of Merck & Co., he., West Point, Pa. 19486. 











5 mg (orange) 
10 mg (yellow) 







The usual regimen for adults is 
15 to 40 mg a day divided into 
three or four doses. Dosage may 
be increased to 60 mg a day if 
necessary. 


In elderly and adolescent 
patients, lower dosages are 
recommended; initially, a 
regimen of 5 mg t.i.d. is sug- 
gested with adjustment as 
necessary to the required 
amount. In elderly patients, the 
cardiovascular system must be 
monitored closely when the 
daily dose exceeds 20 mg. 


Because VIVACTIL (Protriptyline 
HCI, MSD) characteristically is 
a nonsedating tricyclic anti- 
depressant, activating and ener- 
gizing in effect, the last dose of 
the day should be given no later 
than mid-afternoon to avoid 
insomnia. Required increases 
should be added to the morn- 
ing dose. 





























When necessary to increase 
dosage, it should be done 
gradually. After satisfactory 
improvement has been achieved, 
dosage should be reduced to the 
Smallest amount that will main- 
tain relief of symptoms. Main- 
tenance therapy should be 
continued for at least three 
months after satisfactory 
improvement occurs. 














(Usage in Children: In view of 
the lack of experience in chil- 
dren, this drug is not recom- 

mended for patients under 12 
years of age.) 
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One day the scariest thing about 
cancer may be the needle that 
makes you immune to it. 

The theory: build up the body’s 
defense to fight off a disease natu- 
rally. 

Dramatic research in this di- 
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rection is going on right now. 

Scientists are working on mech- 
anisms to make the body reject 
cancer. 

And the promise for the future 
is staggering. 

Wouldn’t you feel good knowing 


American Cancer Society 


THIS SPACE CONTRIBUTED BY THE PUBLISHER AS A PUBLIC SERVICE. 
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you contributed to the research ? 

Feel good. 

Please contribute. Your dollars 
will help further all our cancer 
research. 

We want to wipe out cancer in 
your lifetime. 






Before prescribing or administering, see Sandoz 
e 1 em literature for full product information. The fol- 
lowing is a brief summary. 


take advantage Contraindications: Severe central nervous 
system depression, comatose states from 
of sunshine days any cause, hypertensive or hypotensive heart 


disease of extreme degree. 
Warnings: Administer cautiously to patients 





The sun’s out... and so are your patients on long-term who have previously exhibited a hypersensitivity 

therapy with Mellaril. Because photosensitivity reaction (e.g., blood dyscrasias, jaundice) to phenothiazines. 

reactions are extremely rare with this phenothiazine, Phenothiazines are capable of potentiating central nervous sys- 
; ; : f as atropine and phosphorus insecticides. During pregnancy, ad- 

lanp nahani Batpet bap igala aL i arpa minister only when the potential benefits exceed the possible 


risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic pa- 
tients, anticonvulsant medication should also be maintained. Pig- 


O ® 
mentary retinopathy may be avoided by remaining within the rec- 
ommended limits of dosage. Administer cautiously to patients par- 
ticipating in activities requiring complete mental alertness (e.g., 
driving), and increase dosage gradually. Orthostatic hypotension 


O O © is more common in females than in males. Do not use epinephrine 
fi Iori azine in treating drug-induced hypotension since phenothiazines may 
induce a reversed epinephrine effect on occasion. Daily doses in 


TABLETS: 50 mg, 100 mg, 150 mg, and excess of 300 mg. should be used only in severe neuropsychiatric 


needn't spend so much time making sure that patients 
with ground privileges are protected from the sun. 


200 mg thioridazine HCl, U.S.P. conditions. 


Effective antipsychotic activity \ — \ 
with rare photosensitivity ji 


Adverse Reactions: Central Nervous System—Drowsiness, espe- 
cially with large doses, early in treatment; infrequently, pseudo- 
* parkinsonism and other extrapyramidal symptoms; nocturnal con- 
‘fusion, hyperactivity, lethargy, psychotic reactions, restlessness, 
and headache. Autonomic Nervous System—Dryness of mouth, 
blurred vision, constipation, nausea, vomiting, diarrhea, nasal 
stuffiness, and pallor. Endocrine System—Galactorrhea, breast 
engorgement, amenorrhea, inhibition of ejaculation, and periph- 
eral edema. Skin—Dermatitis and skin eruptions of the urticarial 
type, photosensitivity. Cardiovascular System—ECG changes (see 
Cardiovascular Effects below). Other—A single case described as 
i parotid swelling. 
sdt aa The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions—Erythema, exfolia- 
tive dermatitis, contact dermatitis. B/ood Dyscrasias—Agranulocy- 
tosis, leukopenia, eosinophilia, thrombocytopenia, anemia, aplas- 
tic anemia, pancytopenia. A//ergic Reactions—Fever, laryngeal 
edema, angioneurotic edema, asthma. Hepatotoxicity—Jaundice, 
biliary stasis. Cardiovascular Effects—Changes in terminal portion 
of electrocardiogram, including prolongation of Q-T interval, 
lowering and inversion of T-wave, and appearance of a wave 
tentatively identified as a bifid T or a U wave have been observed 
with phenothiazines, including Mellaril (thioridazine); these ap- 
pear to be reversible and due to altered repolarization, not myo- 
-= cardial damage. While there is no evidence of a causal relation- 
* ship between these changes and significant disturbance of 
cardiac rhythm, several sudden and unexpected deaths apparently 
j due to cardiac arrest have occurred in patients showing char- 
acteristic electrocardiographic changes while taking the drug. 
While proposed, periodic electrocardiograms are not regarded 
as predictive. Hypotension, rarely resulting in cardiac arrest. 
Extrapyramidal Symptoms —Akathisia, agitation, motor restless- 
ness, dystonic reactions, trismus, torticollis, opisthotonus, ocu- 
logyric crises, tremor, muscular rigidity, and akinesia. Persistent 
Tardive Dyskinesia—Persistent and sometimes irreversible tard- 
ive dyskinesia, characterized by rhythmical involuntary move- 
ments of the tongue, face, mouth, or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing move- 
ments) and sometimes of extremities may occur on long-term 
= therapy or after discontinuation of therapy, the risk being 
- greater in elderly patients on high-dose therapy, especially 
* females; if symptoms appear, discontinue all antipsychotic 
» agents. Syndrome may be masked if treatment is reinstituted, 
dosage is increased, or antipsychotic agent is switched. Fine 
vermicular movements of tongue may be an early sign, and syn- 
+ drome may not develop if medication is stopped at that time. 
Se Endocrine Disturbances—Menstrual irregularities, altered libido, 
= gynecomastia, lactation, weight gain, edema, false positive preg- 
< nancy tests. Urinary Disturbances—Retention, incontinence. 
Others —Hyperpyrexia; behavioral effects suggestive of a para- 
doxical reaction, including excitement, bizarre dreams, aggrava- 
tion of psychoses, and toxic confusional states; following 
© long-term treatment, a peculiar skin-eye syndrome marked by 
4 progressive pigmentation of skin or conjunctiva and/or 
= accompanied by discoloration of exposed sclera and 
a cornea; stellate or irregular opacities of anterior 
lens and cornea; systemic lupus erythematosus-like 


syndrome. 74-139 SANDOZ 


< SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 
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to sleep, perchance to dream. 
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TRICLOS 


(triclofos sodium) 


POSSIBLY THE CLOSEST THING TO NORMAL SLEEP 
R nor l } } ad y Triclos® (triclofos sodium) is the newest member of a class 

of hypnotics with over a 100 year record of safety and usefulness. 
Recent clinical studies show that patients on Triclos fall asleep 
rapidly and that sleep is well-maintained.! Because sleep induction 
is rapid and of moderate duration there is little hangover. 
Side effects are minimal. In these studies it was observed that tolerance 
did not develop. Triclos is not a barbiturate or methaqualone. 


DOES NOT DISTURB NORMAL SLEEP STAGES 


Normal periods of dreaming sleep (REM) and deep sleep (Stage 4), 
as measured by electroencephalographic studies, are altered by 

many drugs.” The exact clinical significance of these changes is unknown. 
However, it is thought that REM sleep and Stage 4 deep sleep are 

of special importance to sleep’s restorative value — since REM sleep 
has been related to restorative functions in the brain and Stage 4 

deep sleep to processes of tissue renewal and repair.* 


MANY HYPNOTICS REDUCE THE DURATION OF 
DREAMING AND/OR DEEP SLEEP:? 


flurazepam reduces Deep Sleep 

-methyprylon reduces REM sleep 

~ glutethimide reduces REM and Deep Sleep 

~ barbiturates reduce REM and/or Deep Sleep 
_ methaqualone reduces REM sleep | 


ICLOS DOES NOT DISTURB THESE STAGES OF SLEEP 
by providing a closer approximation of normal sleep. 



























: 1. Data on file at Lakeside Laboratories. 
E., Biological Psychiatry; 1:243-258 (1969). 

vald, I.; British Med. J.; 3:318-322; (May 9) 1970. ih 
Physiology and Pathology; p. 333-335; J. B. Lippincott; 1969. _ 
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Tofranil-PM 


imipramine pamoate 


Capsules of 150,125,100 
and 75 mg. 


Provides the therapeutic 
effectiveness of divided daily 
doses with no loss of safety. 


*Each capsule contains imipramine pamoate equivalent to 
150, 125, 100 or 75 mg. of imipramine hydrochloride. 


One dose lasts from bedtime to bedtime. 


For single-dose therapy in depression 
when the dosage is established. 


for many patients, the 150-mg. capsule 


may be the most effective single 
daily dose. 


may markedly reduce the probability 
of missed doses. 


offers dosage convenience that 
assures greater patient cooperation. 


becomes part of the regular bedtime 
routine — making it easier to establish 
amore reliable pattern of self-med- 
ication. 


e offers the therapeutic equivalency of 
divided daily doses of Tofranil’, 
imipramine hydrochloride, with no 
loss of efficacy or safety. 


e has the convenience and flexibility 
of a full range of single daily dosage 
strengths. 


e saves time and cost of dosage admin- 
istration in the hospital. 


Please read the prescribing information 
for details of usage, precautions, warn- 

ings, contraindications, adverse experi- 
ences, and dosage recommendations. A 


Summary appears on the following page. 
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imipramine pamoate 


Tofranil- PM Geigy 


Capsules of 150, 
125,100 and 75 mg. 


*Each capsule contains imipramine pamoate 


equivalent to 150, 125, 100 or 75 mg. of imipra- 
mine hydrochloride. 


One dose lasts from bedtime to bedtime. 


Tofranil-PM“ 

brand of imipramine pamoate 

Tofranil” 

brand of imipramine hydrochloride USP 


Indications: For the relief of symptoms of 
depression. Endogenous depression is more 
likely to be alleviated than other depressive 
states. 

Contraindications: The concomitant use of 

monoamine oxidase inhibiting compounds is 

contraindicated. Hyperpyretic crises or severe 
convulsive seizures may occur in patients re- 
ceiving such combinations. The potentiation 
of adverse effects can be serious, or even 
fatal. When it is desired to substitute Tofranil, 
brand of imipramine hydrochloride, in patients 
receiving a Monoamine oxidase inhibitor, as 
long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days 

Initial dosage should be low and increases 

should be gradual and cautiously prescribed. 

The drug is contraindicated during the acute 

recovery period after a myocardial infarction 

Patients with a known hypersensitivity to this 

compound should not be given the drug. The 

possibility of cross-sensitivity to other dibenz- 
azepine compounds should be kept in mind 

Warnings: Usage in Pregnancy: Safe use of 

imipramine during pregnancy and lactation 

has not been established; therefore, in admin- 
istering the drug to pregnant patients, nursing 
mothers, or women of childbearing potential, 
the potential benefits must be weighed 
against the possible hazards. Animal repro- 
duction studies have yielded inconclusive 
results. There have been clinical reports of 
congenital malformation associated with the 
use of this drug, but a causal relationship has 
not been confirmed. 

Extreme caution should be used when this 

drug is given to: 

— patients with cardiovascular disease be- 
cause of the possibility of conduction de- 
fects, arrhythmias, myocardial infarction, 
strokes and tachycardia: 

— patients with increased intraocular pres- 
sure, history of urinary retention, or history 
of narrow-angle glaucoma because of the 
drugs anticholinergic properties; 

—hyperthyroid patients or those on thyroid 
medication because of the possibility of 
Cardiovascular toxicity; 

— patients with a history of seizure disorder 
because this drug has been shown to lower 
the seizure threshold: 

— patients receiving guanethidine or similar 
agents since imipramine may block the 
pharmacologic effects of these drugs 

Usage in Children: Pending evaluation of re- 

sults from clinical trials in children, Tofranil, 

brand of imipramine hydrochloride, is not 
recommended for treatment of depression in 
patients under twelve years of age. 

Tofranil-PM, brand of imipramine pamoate. 

should not be used in children of any age 

because of the increased potential for acute 
overdosage due to the high unit potency 

(75 mg., 100 mg., 125 mg. and 150 mg.). Each 

capsule contains imipramine pamoate equiva- 

lent to 75 mg., 100 mg., 125 mg. or 150 mg. 
imipramine hydrochloride. 

Since imipramine may iinpair the mental and/ 

or physical abilities required for the perform- 

ance of potentially hazardous tasks, such as 
operating an automobile or machinery, the 
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patient should be cautioned accordingly. 
Precautions: It should be kept in mind that 

the possibility of suicide in seriously de- 
pressed patients is inherent in the illness and 
may persist until significant remission occurs 
Such patients should be carefully supervised 
during the early phase of treatment with 
Tofranil, brand of imipramine hydrochloride, 
and may require hospitalization. Prescriptions 
should be written for the smallest amount 
feasible 

Hypomanic or manic episodes may occur, 
particularly in patients with cyclic disorders 
Such reactions may necessitate discontinu- 
ation of the drug. If needed, Tofranil, brand of 
imipramine hydrochloride, may be resumed in 
lower dosage when these episodes are re- 
lieved. Administration of a tranquilizer may be 
useful in controlling such episodes. 

Prior to elective surgery, imipramine hydro- 
chloride should be discontinued for as long as 
the clinical situation will allow. 

An activation of the psychosis may occasion- 
ally be observed in schizophrenic patients and 
may require reduction of dosage and the addi- 
tion of a phenothiazine 

In occasional susceptible patients or in those 
receiving anticholinergic drugs (including 
antiparkinsonism agents) in addition, the 
atropine-like effects may become more pro- 
nounced (e€.g., paralytic ileus). Close super- 
vision and careful adjustment of dosage is 
required when this drug is administered con- 
comitantly with anticholinergic or sympatho- 
mimetic drugs. 

Avoid the use of preparations, such as decon- 
gestants and local anesthetics, which contain 
any sympathomimetic amine (e.g., adrenalin, 
noradrenalin), since it has been reported that 
tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomi- 
tant use of alcoholic beverages may be 
associated with exaggerated effects 

Both elevation and lowering of blood sugar 
levels have been reported 

Concurrent administration of imipramine with 
electroshock therapy may increase the haz- 
ards; such treatment should be limited to 
those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing 
which follows includes a few adverse reac- 
tions which have not been reported with this 
specific drug, the pharmacological similarities 
among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered 
when imipramine is administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke, falls. 
Psychiatric: Confusional states (especially in 
the elderly) with hallucinations, disorienta- 
tion, delusions; anxiety, restlessness, agita- 
tion; insomnia and nightmares; hypomania: 
exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthe- 
sias of extremities; incoordination, ataxia, 
tremors, peripheral neuropathy; extrapyram- 
idal symptoms; seizures, alterations in EEG 
patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, asso- 
ciated sublingual adenitis; blurred vision, dis- 
turbances of accommodation, mydriasis; con- 
Stipation, paralytic ileus; urinary retention, 


delayed micturition, dilation of the urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itch- 
ing, photosensitization (avoid excessive expo- 
sure to sunlight); edema (general or of face 
and tongue); drug fever; cross-sensitivity with 
desipramine. 

Hematologic: Bone marrow depression includ- 
ing agranulocytosis; eosinophilia; purpura. 
thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient 
who develops fever and sore throat during 
therapy; the drug should be discontinued if 
there is evidence of pathological neutrophil 
depression 

Gastrointestinal: Nausea and vomiting, ano- 
rexia, epigastric distress, diarrhea; peculiar 
taste, stomatitis, abdominal cramps, black 
tongue 

Endocrine: Gynecomastia in the male; breast 
enlargement and galactorrhea in the female: 
increased or decreased libido, impotence: 
testicular swelling; elevation or depression of 
blood sugar levels. 

Other: Jaundice (simulating obstructive): 
altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency; 
drowsiness, dizziness, weakness and fatigue; 
headache; parotid swelling; alopecia. 
Withdrawal Symptoms: Though not indicative 
of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea. 
headache and malaise. 

Dosage and Administration: Lower dosages 
are recommended for elderly patients and 
adolescents. Lower dosages are also recom- 
mended for outpatients as compared to hos- 
pitalized patients who will be under close 
supervision. Dosage should be initiated with 
Tofranil, brand of imipramine hydrochloride, 
at a low level and increased gradually, noting 
carefully the clinical response and any evi- 
dence of intolerance. Following remission, 
maintenance medication may be required for 
a longer period of time, at the lowest dose 
that will maintain remission. 

Once-a-day maintenance dosage can be pro- 
vided with Tofranil-PM, brand of imipramine 
pamoate, capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime. For the occasional 
patient who manifests stimulation and insom- 
nia with this dosage regimen, the capsules 
may be given in the morning. 

Parenteral administration should be used 
only for starting therapy in patients unable or 
unwilling to use oral medication. The oral 
form should supplant the injectable as soon 
as possible 

How Supplied: Tofranil, brand of imipramine 
hydrochloride: Round tablets of 25 and 

50 mg.; triangular tablets of 10 mg.; and am- 
puls, each containing 25 mg in 2 cc. for I.M 
administration. 

Tofranil-PM, brand of imipramine pamoate: 
Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equiva- 
lent to 75, 100, 125 or 150 mg. of imipramine 
hydrochloride.) (B) 98-146-850-P (2/74) 


For complete details, including dosage and 
administration, please refer to the full pre- 
scribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsley, New York 10502 


TO 10044 


HEAD OF 
PSYCHIATRY 


The Clinical Institute of the Addiction Research Foundation, 
which is the Foundation’s centre for clinical research and 
education and a teaching hospital of the University of Toron- 
to, is presently seeking a senior psychiatrist to become Head 
of Psychiatry. Reporting to the Director of the Clinical 
Institute the Head of Psychiatry will de expected to assume 
responsibility for the further planning and develoiment of 
research, education and clinical practice of psychiatry in the 
Institute and to establish liaison with, and participate ap- 
propriately in, relevant areas of activity in other divisions of 
the Foundation and the community. 


The successful candidate should be an established senior 
psychiatrist and acceptable for an appointment in the 
Department of Psychiatry of the University of Toronto. 


The salary will be commensurate with training and ex- 
perience. 


reply to: Dr. R. E. Turner, 
Chairman, 
Selection Committee for Head of Psychiatry, 
Addiction Research Foundation Clinical Institute, 
Room 1.104, 33 Russell Street, 
Toronto, Ontario, Canada. M5S 2S1 





Director, Out -Patient 
Service: $29,400 - $33,700 


Thistletown Regional Centre for Children and Adolescents, MINISTRY OF 
HEALTH, located in northwestern Metro Toronto, requires a Senior Child 
Psychiatrist to assume leadership of the Out-Patient and Community 
Services. 

The Centre provides in-patient, out-patient and day treatment services to 
emotionally disturbed children and adolescents and is affiliated with the 
Department of Psychiatry, University of Toronto, as a training centre in 
child psychiatry. The Out-Patient Department has been enlarged with a 
new wing with modern teaching facilities. 

Alternative professional contract engagement also available at 
$27,000 - $34,000 per annum. 

Qualifications: Licensed to practice in Ontario: certification by the Royal 
College of Physicians and Surgeons in Psychiatry; considerable child 
psychiatric clinical experience. 

Please write to Clinical Director, Thistletown Regional Centre for Children 
and Adolescents, 11 Farr Avenue, Rexdale, Ontario, M9V 2A5, Canada. 
This position is open equally to men and women. 


Ontario 
Ontario Public Service 





“A fascinating and highly 
informative account 
of schizophrenia.” 


—DR. JULIUS AXELROD. 
National Institute of Mental Health 


“Solomon H. Snyder, a 
psychiatrist at Johns Hopkins 
University, is trying to do what no 
one else has been able to do: 
explain every facet of 
schizophrenia in a single scheme. 
... Snyder plays it straight with the 
reader. ... The layman will 
appreciate Snyder's ability to give 
a marvelously exact description of 
schizophrenia in its various forms, 
leading the reader along step by 
step to levels where another writer 
might lose him.” Edward Edelson, 
Washington Post... “A profound 
book which may suggest the most 


MADNESS 
AND THE BRAIN 


Solomon H. 
Snyder, M.D. ss.: 


innovative way of thinking about 
illness since Sigmund Freud.” 
Occupational Health Nursing 
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PSYCHIATRISTS 


Hutchings Psychiatric Center has positions available for 
well trained, energetic psychiatrists with clinical, teaching 
and research interests. We are developing a new facility as 
a major part of a balanced system of service for five coun- 
ties in Central New York State. Our team Psychiatrist 
leads a 50-man multi-disciplinary team with inpatient, day 
care, and outpatient facilities. Hutchings Psychiatric 
Center is adjacent to Upstate Medical Center and Medical 
School appointments may be negotiated. Affiliated 
residents in Psychiatry and family practice, as well as 
students in social work, rehabilitation, hospital ad- 
ministration, and psychiatric nursing provide additional 
teaching opportunities. A 14-man_ research staff is 
available for support of research interests. 


QUALIFICATIONS: Immediate openings are available 
for board eligible and board certified Psychiatrists. Salary 
range — $27,941 - $38,450 depending upon qualifications 
and experience. 


BENEFITS: Fringe benefit package equals 1/3 over base 
salary and includes vacation, sick leave, health insurance, 
dental insurance and membership in the New York State 
Retirement System. 


An Equal Opportunity Employer. 


Write or call: Frank B. Soults, M.D., Clinical Director 
Hutchings Psychiatric Center 
708 Irving Avenue 
Syracuse, New York 13210 
Phone: (315) 473-4943 
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Confused and irrational? 
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Orientation often begins with 


HALDOL 
haloperidol) 


a first choice for starting therapy 


Helps to correct 


confused thinking 
and behavior 


Several investigators have noted 

the ability of HALDOL (haloperidol) 
to exert a reorganizing influence on 
thought patterns and to improve a 
wide range of mental functioning!® 
Thus patients with conceptual 
disorders and disoriented, 
negativistic behavior may respond 
well’ and their associations become 
more logical and goal-directed. 


Usually 

leaves patients 
relatively alert 
and responsive 


Although some instances of 
drowsiness have been observed, 
marked sedation with HALDOL 
(haloperidol) is rare. In fact, 
HALDOL has been reported to 
actually increase activity in 
patients who are underactive, 
although it reduces activity to a 
normal level in those who are 
hyperactive. HALDOL has been 
found to “normalize” behavior and 
produce a sensitivity to the 
environment that allows more 
effective use of the social milieu 
and the therapeutic community? 


Reduces risk of 


serious adverse 
reactions 


HALDOL (haloperidol), 

a butyrophenone, avoids or 
minimizes many of the problems 
associated with the phenothiazines. 
Hypotension is rare and severe 
orthostatic hypotension has not 
been reported. There is also less 
likelihood of adverse reactions 
such as liver damage, ocular 
changes, serious hematologic 
reactions and skin rashes. 


The most frequent side effects of 
HALDOL (haloperidol) — 
extrapyramidal symptoms — are 
usually dose-related and readily 
controlled. 


References: 1. Hollister, L.E., et al.: J. Nerv. Ment. Dis. 135:544 (Dec.) 1962. 2. Ban, T.A., and Lehmann, H.E.: Int. J. Neuropsychiat. 3:Suppl. 1, 
79 (Aug.) 1967. 3. Tobin, J.M., et al.: Geriatrics 25:119 (June) 1970. 4. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 5. Haward, L.R.C.: Clin. Trials J. 


2:135 (May) 1965. 


For information relating to Indications, Contraindications, Warnings, 
Precautions and Adverse Reactions, please turn page. 


© McNeil Laboratories, Inc., 1974 
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haloperidol) 


a first choice for starting therapy 


A Dosage Form for Every Need: 


@ 4 tablet strengths for convenience in individualizing dosage: Y2 mg., 1 mg., 2 mg.and 5 mg. 


a meal An undetectable, tasteless Liquid Concentrate 
for the patient unable or unwilling to swallow tablets: 2 mg. per cc. 


——— 


Summary of Directions for Use 


Indications: HALDOL (haloperidol) is indicated for use in the man- 


agement of manifestations of psychotic disorders. 
lt is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's Syndrome. 


Contraindications: HALDOL (haloperidol) is contraindicated in pa- 


tients who are severely depressed, comatose, have CNS depression 


due to alcohol or other centrally-acting depressants, have Parkin- 


son's disease or are hypersensitive to this drug. 

Warnings: Usage in Pregnancy: Safe use of HALDOL (haloperidol) 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 


medications during the first trimester of pregnancy has been re- 
ported (a causal relationship was not established in this Case). 


Animals receiving 2 to 20 times the maximum human dose of 
HALDOL orally and/or parenterally showed increased incidence of 


resorption, reduced fertility, delayed delivery, dose-related pup mor- 


tality (presumably due to lack of maternal care reflecting CNS 
depression). 

Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 

General: Cases of bronchopneumonia, some fatal, have followed the 


use of major tranquilizers, including haloperidol. It has been postu- 


lated that lethargy and decreased sensation of thirst may lead to 


dehydration, hemoconcentration and reduced pulmonary ventilation. 


If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL (haloperidol), decreased serum cholesterol 


and/or cutaneous and ocular changes have been reported in pa- 


tients receiving chemically-related drugs. HALDOL may impair the 


mental and/or physical abilities required for the performance of haz- 
ardous tasks such as operating machinery or driving a motor vehicle. 


The ambulatory patient should be warned accordingly. The use of 
alcohol should be avoided due to possible additive effects and 
hypotension. 


Precautions: HALDOL (haloperidol) should be administered cau- 
tiously to patients: (1)—with severe cardiovascular disorders, be- 


cause of the possibility of transient hypotension and/or precipitation 
of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL may block 
its vasopressor activity and paradoxical further lowering of blood 


pressure may occur. (2)—receiving anticonvulsant medication, be- 
cause HALDOL may lower the convulsive threshold. Adequate an- 


ticonvulsant therapy should be maintained concomitantly. (3)—with 
known allergies, or with a history of allergic reactions to drugs. (4)— 
receiving anticoagulants, since an isolated instance of interference 
occurred with the effects of one anticoagulant (phenindione). 

lf concomitant anti-Parkinson medication is required, it may have 


to be continued after haloperidol is discontinued because of the dif- 
ference in excretion rates. If both are discontinued simultaneously, 


extrapyramidal symptoms may occur. Intraocular pressure may 
increase when anticholinergic drugs, including anti-Parkinson 
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A rapid-acting Injection for psychiatric emergencies: 5 mg. per cc., with 0.5 mg. methylparaben and 
0.05 mg. propylparaben per cc., and lactic acid for pH adjustment to 3.4+0.2. 


agents, are administered concomitantly with HALDOL. When 
HALDOL is used to control mania in cyclic disorders there may be a 
rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of anti-Parkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk ap- 
pears to be greater in elderly patients on high-dose therapy, espe 
cially females. The symptoms are persistent and in some patients 
appear irreversible. There is no known effective treatment. All anti- 
psychotic agents should be discontinued. The syndrome may be 
masked by reinstitution of drug, increasing dosage, or switching to a 
different antipsychotic agent. Other CNS Effects— Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular anc 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence, in- 
creased libido, hyperglycemia and hypoglycemia. Gastrointestinal 
Effects: Anorexia, constipation, diarrhea, hypersalivation, dyspep- 
sia, nausea and vomiting. Autonomic Reactions: Dry mouth, blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: 
Laryngospasm, bronchospasm and increased depth of respiration. 
Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL (haloperidol) is administered or prescribed. 6/73 


McNeil Laboratories, Inc. 
Fort Washington, Pa. 19034 





Psychiatric Diagnosis 

ROBERT A. WOODRUFF, M.D., DONALD W. 
GOODWIN, M.D., and SAMUEL B. GUZE, M.D., 
all of the Washington University School of 
Medicine. The hallmark of this concise, clearly 
written book is its reliance upon follow-up 
studies in defining diagnostic criteria for psy- 
chiatric disorders. Free from speculation about 
causes, the text focuses on the natural history of 
mental disorders but does not omit discussion 
of the principles of treatment. 
Spring 1974 240 pp. 
paper $4.95 


cloth $7.95 


Neurological Pathophysiology 


Edited by SVEN G. ELIASSON, M.D., ARTHUR 
L. PRENSKY, M.D., and WILLIAM B. HARDIN, 
JR., M.D. This well-illustrated text offers a 
detailed view of the mechanisms of major 
neurological diseases as well as such conditions 
as audition, vestibular disorders, and the aprax- 
ias, bringing together in a single volume much 
widespread clinical and research data. The con- 
tributors are all from Washington University. 


Spring 1974 300 pp. 63 illus. 
cloth $8.95 paper $5.95 


Brain’s Clinical Neurology 
Fourth Edition 


Revised by ROGER BANNISTER, St. Mary’s 
Hospital, London. In this revision, particular 
attention has been paid to two areas: virus dis- 
eases of the nervous system and “geographical” 
neurology. New material has been added to the 
section on genetic mechanisms, optic atrophy, 
physiology of the cerebral circulation, 
syringomyelia, Parkinsonism, and the 
histochemistry of muscle disease. .. . New 
techniques for measuring cerebral blood flow 
and myelographic techniques using air and the 
supine position are described. 


1973 456 pp. 136 illus. 
cloth $18.50 paper $11.50 


The Biochemical Basis of 
Neuropharmacology 
Second Edition 


JACK R. COOPER, Yale University School of 
Medicine; FLOYD E. BLOOM, National Institute 
of Mental Health; and ROBERT H. ROTH, Yale 
University School of Medicine. Focusing on 
neurotransmitters, this well-known text ex- 
amines neuropharmacology by way of the 
physiology and biochemistry of nervous tissue. 
For the Second Edition, the authors have incor- 
porated recent findings on dopamine, the 
prostaglandins, cyclic AMP, and the cholinergic 
reactor, and have included more detail on in- 
dividual drugs and diseases. 


1974 304 pp. 35 illus. 
cloth $7.95 paper $4.95 
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Behavorial Neurology 


JONATHAN PINCUS, M.D., Yale University 
School of Medicine, and GARY TUCKER, M.D., 
Dartmouth University School of Medicine. Ex- 
ploring the border zone between psychiatry and 
neurology, the authors discuss: seizure dis- 
orders; the limbic system; schizophrenia, 
organic brain syndromes; catecholamines, 
movement disorders, depression, psychosis, 
and sleep; and manifestations of anxiety. 
Evidence for the organic basis of psychiatric 
disorders is reviewed and guidance in diagnos- 
ing conditions of unclear origin is offered. 


Spring 1974 224 pp. illus. 
cloth $7.95 paper $4.95 


Memory and Nerve Cell Connections 
Criticisms and Contributions from 
Development Neurophysiology 


RICHARD F. MARK, Monash University. This 
volume provides a useful framework for 
memory research which is compatible with our 
understanding of the brain sciences. It gives a 
fresh view of the problems of memory and brain 
function by reducing to the essentials our 
current knowledge of the mechanisms of elec- 
trical signalling in the nervous system, the 
development and maintenance of brain struc- 
ture, and the behavorial expression of memory. 


Spring 1974 160 pp. 18 illus. $10.95 


Interviewing and Patient Care 


ALLEN J. ENELOW, M.D., Pacific Medica! 
Center, University of the Pacific, and SCOTT N. 
SWISHER, M.D., Michigan State University, 
College of Human Medicine. “Interviewing and 
Patient Care may well become the standard text 
on interviewing. It can be recommended to all 
workers in the health-care field for study and 
discussion.” —A. Dean Cook, Jr., M.D., Hospital 
and Community Psychiatry. “An excellent 
primer to introduce medical students to proper 
interviewing techniques.” —William L. Stewart, 
M.D., Southern Illinois School of Medicine 


1972 240 pp. cloth $7.50 paper $3.95 


Structure of the Human Brain 
A Photographic Atlas 


STEPHEN DeARMOND, MADELEINE M. 
FUSCO, and MAYNARD M. DEWEY. Providing a 
clear demonstration of classical neuro- 
anatomical concepts, this beautifully illustrated 
volume stresses the neural systems that have 
the broadest clinical significance. Several 
different views of the major structures are given, 
including transverse, sagittal, and coronal sec- 
tions as well as pictures of the gross brain and 
cerebral arteriograms. The photographs are ac- 
companied by labelled diagrams on facing 
pages. 

1974 175 pp. 78 halftones; 72 diagrams 
paper (spiral binding) $9.95 
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Inthe treatment 
of middle-age depression, 
there may be one thing to add.. 


| Although the causes of depression in middle-aged 
women are varied, estrogen depletion is believed 
by many to be a significant contributing factor In 
depressions arising in the menopausal years."’ 

In the absence of a history of overt psychosis, 
> estrogen replacement therapy alone, or in conjunc- 
> tion with antidepressants and counseling, may 
> provide physiological and, in turn, psychological 
effect to enhance the total therapy.’ Estrogen 
replacement has been noted to relieve the symp- 
toms of estrogen-related depression in a relatively 
Short time® When used with antidepressants, 
< estrogens may help bring about a generalized 
emotional improvement in patients while waiting for initial response to slower acting 
antidepressants. 

In many estrogen deficient patients, PREMARIN” (Conjugated Estrogens Tablets, 
U.S.P) imparts a renewed sense of well-being. It helps alleviate depressive symptoms 
related to menopausal estrogen deficiency, while helping to identify those that arent. 

Crying spells, insomnia, fatigue, headache, feelings of weakness and other such 
symptoms may be relieved by estrogen replacement!” At the same time, the classic 
autonomic and metabolic symptoms of the climacteric may be controlled?” 





PREMARIN giiir 
(CONJUGATED ESTROGENS 
TABLETS, USP) 


for estrogen-related 
depression 


See last page of advertisement for prescribing information. 
Eas, 





PREMARIN 


BRAND OF 


CONJUGATED 


ESTROGENS 
TABLETS, USP 


or 
estrogen-related 
depression 








contains 
natural estrogens 
exclusively 
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BRIEF SUMMARY (For full prescribing information, see package circular.) 
PREMARIN® (CONJUGATED ESTROGENS TABLETS, U.S.P.) 








Indications: Bosed on a review of PREMARIN Tablets by the Notional Academy of Sciences — National Research 
Council and/or other information, FDA has classified the indications for use as follows 

Effective: As replacement therapy for naturally occurring or surgically induced estrogen deficiency states asso 
ciated with: the climacteric, including the menopausal syndrome and post menopouse: senile vaginitis and krauro 
sis vulvae, with or without pruritus 

Probably’ effective: For estrogen deficiency-induced osteoporosis, and only when used in conjunction wit! 
other important therapeutic measures such as diet, calcium, physiotherapy, and good general health-promoting 
measures. Final classification of this indication requires further investigation 





oe 








Contraindications: Short acting estrogens are contraindicated ın patients with (1) markedly impaired liver function 
(2) known or suspected carcinoma of the breast, except those cases of progressing disease not amenable to surgery or 
irradiation occurring in women who are at least 5 years postmenopausal, (3) known or suspected estrogen-dependent 
neoplasia, suchas carcinoma of the endometrium: (4) thromboembolic disorders, thrombophlebitis, cerebral embolism 
or in patients with a past history of these conditions. (5) undiagnosed abnormal genital bleeding 
Warnings: Estrogen therapy should not be given to women with recurrent chronic mastitis or abnormal mammograms 
except, if in the opinion of the physician, it ıs warranted despite the possibility of aggravation of the mastitis or stim- 
ulation of undiagnosed estrogen-dependent neoplasia 

The physician should be alert to the earliest manifestations of thrombotic disorders (thrombophlebitis, retinal 
thrombosis, cerebral embolism and pulmonary embolism). If these occur or are suspected, estrogen therapy should 
be discontinued immediately. 

Estrogens may be excreted in the mother’s milk and an estrogenic effect upon the infant has been described. The 
long range effect on the nursing infant cannot be determined at this time 

Hypercalcemia may occur in as many as 15 percent of breast cancer patients with metastases, and this usually 
indicates progression of bone metastases. This occurrence depends neither on dose nor on immobilization. In the 
presence of progression of the cancer or hypercalcemia, estrogen administration should be stopped 

A statistically significant association has been reported between maternal ingestion of diethylstilbestrol during 
pregnancy and the occurrence of vaginal carcinoma in the offspring. This occurred with the use of diethylstilbestrol 
for the treatment of threatened abortion or high risk pregnancies. Whether or not such an association is applicable 
to all estrogens is not known at this time. In view of this finding, however, the use of any estrogen in pregnancy is 
not recommended 

Failure to control abnormal uterine bleeding or unexpected recurrence is an indication for curettage 
Precautions: As with all short acting estrogens, the following precautions should be observed 

A complete pretreatment physical examination should be performed with special reference to pelvic and breast 
examinations 

To avoid prolonged stimulation of the endometrium and breasts in climacteric or hypogonadal women, estrogens 
should be administered cyclically (3 week regimen with 1 week rest period — withdrawal bleeding may occur during 
rest period) 

Because of individual variation in endogenous estrogen production, relative overdosage may occur which could 
cause undesirable effects such as abnormal or excessive uterine bleeding, mastodynia and edema 

Because of salt and water retention associated with estrogenic anabolic activity, estrogens should be used with cou- 
tion in patients with epilepsy, migraine, asthma, cardiac, or renal disease 

If unexplained or excessive vaginal bleeding should occur, reexamination should be made for organic pathology. 

Pre-existing uterine fibromyomata may increase in size while using estrogens. therefore, patients should be examined 
at regular intervals while receiving estrogenic therapy 

The pathologist should be advised of estrogen therapy when relevant specimens are submitted 

Because of their effects on epiphyseal closure, estrogens should be used judiciously in young patients in whom bone 
growth is incomplete 

Prolonged high dosages of estrogens will inhibit anterior pituitary functions. This should be borne in mind when 
treating patients in whom fertility is desired 

The age of the patient constitutes no absolute limiting factor, although treatment with estrogens may mask the 
onset of the climacteric 

Certain liver and endocrine function tests may be affected by exogenous estrogen administration. If test results 
are abnormal in a patient taking estrogen, they should be repeated after estrogen has been withdrawn for one cycle 
Adverse Reactions: The following adverse reactions have been reported associated with short acting estrogen 
administration 


nausea, vomiting, anorexia possible diminution of lactation when given 
gastrointestinal symptoms such as abdominal immediately postpartum 
cramps and bloating loss of libido and gynecomastia in males 
breakthrough bleeding, spotting, unusually heavy edema 
withdrawal bleeding (See DOSAGE AND aggravation of migraine headaches 
ADMINISTRATION ) change in body weight (increase, decrease) 
breast tenderness and enlargement headache 
reactivation of endometriosis allergic rash 


hepatic cutaneous porphyria becoming manifest 


Dosage and Administration: PREMARIN should be administered cyclically (3 weeks of daily estrogen and | week 
off) for all indications except selected cases of carcinoma and prevention of postpartum breast engorgement 
Menopausal Syndrome — 1.25 mg. daily, cyclically. Adjust dosage upward or downward according to severity of 
symptoms and response of the patient. For maintenance, adjust dosage to lowest level that will provide effective control 
If the patient has not menstruated within the last two months or more, cyclic administration is started arbitrarily 
If the patient is menstruating, cyclic administration is started on day 5 of bleeding. If breakthrough bleeding (bleed: 
ing or spotting during estrogen therapy) occurs. increase estrogen dosage as needed to stop bleeding. In the following 
cycle, employ the dosage level used to stop breakthrough bleeding in the previous cycle. In subsequent cycles, the 
estrogen dosage is gradually reduced to the lowest level which will maintain the patient symptom-free 
Postmenopause — as a protective measure against estrogen deficiency-induced degenerative changes (e.g. osteo- 
porosis, atrophic vaginitis, kraurosis vulvae) — 0.3 mg. to 1.25 mg. daily and cyclically. Adjust dosage to lowest effec- 
tive level 
Osteoporosis (to retard progression) — usual dosage 1.25 mg. daily and cyclically 
Senile Vaginitis, Kraurosis Vulvae with or without Pruritus —0.3 mg, to 1,25 mg. or more daily, depending upon 
the tissue response of the individual patient. Administer cyclically 
How Supplied: PREMARIN (Conjugated Estrogens Tablets, U.S.P.) No. 865 — Each purple tablet contains 2.5 mg.. in 
bottles of 100 and 1,000. No. 866— Each yellow tablet contains 1.25 mg., in bottles of 100 and 1,000. Also in unit dose 
package of 100. No. 867 — Each red tablet contains 0.625 mg.. in bottles of 100 and 1,000. No. 868 — Each green 
tablet contains 0.3 ma., in bottles of 100 and 1,000 
References: |. Kaufman, S.A.: Obstet. Gynecol. 30:399 (Sept.) 1967. 2. McEwen, D.C.: Can. Nurse 63:34 (Feb.) 1967. 
3. Kaufman, S.A., in Olds, S.: Today's Health 48:48 (May) 1970. 4. Klaiber, E.L., ef al.: Am. J. Psychiatry (281492 
(June) 1972. 5. Rhoades, F.P.: Mich. Med. 64:410 (June) 1965. 6. Rhoades, F.P.: J. Am. Geriatr. Soc. 15:346 (Apr.) 1967. 
7. Kerr, M.D.: Mod. Treat. 5:587 (May) 1968. 8. Tramont, C.B.: Geriatrics 21:212 (Nov.) 1966. 9. Kupperman, HS. 
Med. Aspects Hum. Sexuality 1:64 (Sept.) 1967. 10. Astwood, E.B., in 
Goodman, L.S., and Gilman, A. (Eds.): The Pharmacological Basis of 
Therapeutics, ed. 4, New York, The Macmillan Company, 1970, chap 


69, p. 1538 ff. 
AYERST LABORATORIES 
7406 New York, N.Y. 10017 


MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 





ae The Reiter MODEL SOS—THE ONE INSTRUMENT 

a FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 
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The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 
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Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar “Collar” type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC Il—The small- 
est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC Il is economically priced with a fine, genuine 
leather physician’s bag included. 
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Double insulation, shielded power supply, grounded three wire cord, to meet present and 
future OSHA requirements. 
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For more detailed information, and bibliography of over 200 references, write to: 


REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
Visit Booth C-7 at the Annual Meeting 
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First day in the hospital 

and all efforts will be directed 
toward returning her 

to the community. 


For psychotic patients with mixed anxiety- 
depression, Mellaril has been found useful to help 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 


MELLARIL 


(THIORIDA ZINE) 


TABLETS: 25 mg., 50 mg., 100 mg., 150 mg., and 200 mg. 
thioridazine HCI, U.S.P. 


helps in the management of 
psychotic patients with mixed 


anxiety-depression 
A40 


Before prescribing or administering, see Sandoz literature for full product 
information. The following is a brief summary. 

Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 


Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaun- 
dice) to phenothiazines. Phenothiazines are capable of potentiating 
central nervous system depressants (e.g., anesthetics, opiates, al- 
cohol, etc.) as well as atropine and phosphorus insecticides. Dur- 
ing pregnancy, administer only when the potential benefits exceed 
the possible risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic pa- 
tients, anticonvulsant medication should also be maintained. Pig- 
mentary retinopathy may be avoided by remaining within the rec- 
ommended limits of dosage. Administer cautiously to patients par- 
ticipating in activities requiring complete mental alertness (e.g., 
driving), and increase dosage gradually. Orthostatic hypotension 
is more common in females than in males. Do not use epinephrine 
in treating drug-induced hypotension since phenothiazines may in- 
duce a reversed epinephrine effect on occasion. Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric 
conditions. 

Adverse Reactions: Centra/ Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkin- 
sonism and other extrapyramidal symptoms; nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and head- 
ache. Autonomic Nervous System—Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, 
and pallor. Endocrine System—Galactorrhea, breast engorgement, 
amenorrhea, inhibition of ejaculation, and peripheral edema. Skin- 
Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—A single case described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions—Erythema, exfolia- 
tive dermatitis, contact dermatitis. Blood Dyscrasias—Agranulocy- 
tosis, leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic 
anemia, pancytopenia. Allergic Reactions—Fever, laryngeal edema, 
angioneurotic edema, asthma. Hepatotoxic/ty—Jaundice, biliary 
Stasis. Cardiovascular Effects—Changes in terminal portion of elec- 
trocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine); these appear to be re- 
versible and due to altered repolarization, not myocardial damage. 
While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest 
have occurred in patients showing characteristic electrocardio- 
graphic changes while taking the drug. While proposed, periodic 
electrocardiograms are not regarded as predictive. Hypotension, 
rarely resulting in cardiac arrest. Extrapyramidal Symptoms —Akathi- 
sia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigid- 
ity, and akinesia. Persistent Tardive Dyskinesia—Persistent and 
sometimes irreversible tardive dyskinesia, characterized by rhyth- 
mical involuntary movements of the tongue, face, mouth, or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements) and sometimes of extremities may occur on 
long-term therapy or after discontinuation of therapy, the risk be- 
ing greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. 
Syndrome may be masked if treatment is reinstituted, dosage is 
increased, or antipsychotic agent is switched. Fine vermicular 
movements of tongue may be an early sign, and syndrome may 
not develop if medication is stopped at that time. Endocrine Dis- 
turbances—Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others—Hyperpy- 
rexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar 
skin-eye syndrome marked by progressive pigmentation of skin 
Or conjunctiva and/or accompanied by discoloration of 
exposed sclera and cornea; stellate or irregular opacities 

of anterior lens and cornea; systemic lupus erythema- 

tosus-like syndrome. 73-824R SANDOZ 
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Psychoanalysis and Behavior Therapy 


BY LEE BIRK, M.D., AND ANN W. BRINKLEY-BIRK, PH.D. 


Psychoanalysis and behavior therapy developed within 


separate, contrasting, and seemingly incompatible scien- 
tific/ epistemological traditions. Psychoanalysis was 
founded by clinicians who were trying to “make sense of” 
introspective self-report data, while behavior therapy was 
founded by experimentalists who were employing the 
data of direct observation, explicitly excluding consid- 
eration of private (subjective) events. Over the past dec- 
ade, a growing acknowledgment of the clinical utility and 
scope of behavioral methods has reduced chauvinistic 
sparring and has led to greater mutual respect, as well as 
to some pioneering collaborative work. Although the 
theoretical determinants of psychoanalysis and behavior 
therapy are both historically and philosophically context- 
dependent and represent no absolute deterrent to genu- 
ine theoretical synthesis, until now there has been no real 
consensus about the need for or form of a conceptual in- 
tegration. The authors here propose that this is not only 
possible but necessary in order to preserve all the data of 
the clinical therapeutic process. 


MOST READERS OF THIS JOURNAL are already sufficiently 
familiar with the historical developments of psychoanaly- 
sis and behavior therapy to recognize the extent to which 
the theoretical and methodological divergence of the two 
traditions is due to the different scientific/epistemologi- 
cal biases of their founders. That psychoanalysis .and 
behavior therapy developed from and were formally 
determined by separate, seemingly incompatible meth- 
odological and metaphysical underpinnings is by now a 
well-established commonplace in the history of science. 


This paper was written at the invitation of the Editor. 


The authors are with Learning Therapies, Inc., 398 Walnut St., New- 
ton, Mass. 02160, where Dr. Birk is Clinical and Research Director and 
Dr. Brinkley-Birk is Research Consultant and Clinical Associate. Dr. 
Birk is also Assistant Clinical Professor of Psychiatry, Harvard Medi- 
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But that the two traditions should continue to generate 
essentially separate and uncooperative clinical schools’ 
can no longer be supported by differences in their phil- 
osophical/scientific determinants; there is a conceptual 
interface between psychoanalysis and behavior ther- 
apy. In this paper, we will be focusing on the prospects 
for broadening this nascent interface into an effective the- 
oretical synthesis of these two traditions—a synthesis 
that eventuates clinically in the mutual potentiation of 
psychoanalytic and behavioral techniques, | 
Real and widespread synergistic cooperation between 
advocates of the two schools has been slow in devel- 
oping (l; 2, pp. vil-ix, 1-6, 38-41); at present, the in- 
tegration of behavioral and psychoanalytic techniques’ in 
the treatment repertoire of the single clinician is the re- 
sult of ad hoc adaptations and is still without a solid con- 
ceptual foundation. For about half a decade, however, 
there have been at least a few modest steps toward de 
facto convergence on a practical, clinical level. The joint 
session of the American Academy of Psychoanalysis and 
of the American Psychiatric Association at APA’s 1973 
annual meeting is typical of this trend. Moreover, it is no 
longer unusual for psychoanalysts and behavior thera- 
pists to refer patients (even including themselves!) to each 
other or to collaborate in the treatment of difficult cases. 
Despite this and a series of papers over the past ten years 


_ that have emphasized their common features (7-10), co- 


existence (11, 12), and even convergence (13), real con- 
ceptual integration has barely begun and it remains true 
that, ‘‘on the whole, both behavior therapists and dy- 
namic psychiatrists seem to have been unwilling to in- 
form themselves sufficiently to be able to consider the ob- 
servations presented by the other approach”’ (2, p. 6). 
There have been a few instances, however, in which 


‘Following Glover (3), Cushing (4), Tabachnick (6), and Marmor (6), 
we see no clear-cut criteria (especially ss rig bao ie for differentiating 
between psychoanalysis and psychoanalytic psychotherapy. In this ar- 
ticle we use the term “‘psychoanalysis”’ to refer not just to classical psy- 
choanalysis (dyadic, four to five times a week, on the couch) but also to 
the many variants of psychoanalytic therapy—ijncluding group, family, 
and couple therapy—that are largely derived from psychoanalysis. 
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writers have gone beyond a merely hortatory ap- 
proach to this integration. One of the earliest papers il- 
lustrating this trend toward true integration and synthesis 
was a 1966 paper by Crisp (14) that presciently discussed 
both “transference” and effects as in “social repercus- 
sion effects” due to successful behavior therapy. A 
few years ago one of us (L.B.) presented a brief but 
much-rebutted paper, “Behavior Therapy: Integration 
with Dynamic Psychiatry” (15), and in early 1972, 
Feather and Rhoads published an important paper en- 
titled “Psychodynamic Behavior Therapy” (16). This 
nascent trend toward true integration reached its fullest 
development to date with two papers presented in May 
1973 at the joint session mentioned above: one by Rhoads 
and Feather (17) and one by one of us (L.B.) (18). These 
two papers are noteworthy for the amount of concep- 
tual and practical integration they embody: each de- 
scribes the work of single clinicians alternately (17) or 
even simultaneously (18) using both behavioral and psy- 
. choanalytic concepts and methods in the treatment of the 
same patients, the first using relatively short-term indi- 
vidual therapy and the second using intensive five-day- 
per-week group therapy. 

What is really required at this stage, however, is dia- 
logue between clinicians of both schools whose aim is 
genuine rapprochement, mutual understanding, and the 
tentative forging of a new clinical learning theory for psy- 
chotherapy—-a conceptual framework that can embrace 
and contain the raw data (clinical phenomena) of both 
psychoanalysis and behavior therapy. 


ASSUMED DIFFERENCES 


The Philosophical Paradigms 


Psychoanalytically derived psychotherapies and the 
behavior therapies are assumed to differ essentially in 
two ways: in the mechanisms of therapeutic change 
deemed effective by each school and in the primary areas 
in which change is assumed to become manifest, These 
differences are derived from the contrasting sets of as- 
sumptions that underlie the theoretical structure of each 
school. That is, each school was bound to a large extent 
to the philosophical/scientific parameters that were oper- 
ating at each stage in its development, since these deter- 
mined not only what was accepted as workable and true 
but what were the very standards of truth itself. Insight- 
oriented psychotherapy, for example, derived its theo- 
retical impetus from the “‘knowledge-is-power” model 
underlying post-Newtonian science. That insight should 
be presumed to be the mark of—and catalyst for—thera- 
peutic change is only a corollary of that model’s basic 
premise. Moreover, the emphasis on insight-mediated 
change is also perfectly consistent with the primary focus 
of other scientific models of the time: until the early 
1900s, rational reconstruction of the phenomenal world 
(“making sense of the data”) was regarded as the princi- 
pal concern of the scientific community—more so, that is 

eto say, than mastery or manipulation of the phenomenal 
world. 


500 Am J Psychiatry 131:5, May 1974 


The triple-layered (conscious, unconscious, and pre- 
conscious) mental structure postulated end accepted by 
the adherents of Freudian and neo-Freudian psycho- 
therapeutic theory and practice served as a referential 
base? for the collection of technical explanations and op- 
erations that they advocated, at the same time that it was 
assumed to be a second-order source of validation for the 
choice of therapeutic mechanisms underlying the retro- 
spective-associative methods of psychoanalytically ori- 
ented psychotherapists.’ For this reason, the primary 
mechanisms of therapeutic change were believed to serve 
a dual purpose: on the one hand, to act as signs or in- 
dications to the patient and therapist of the current (al- 
beit ameboid) interface between conscious and non- 
conscious (preconscious or unconscious) and, on the 
other hand, to be the vehicles for that transit between un- 
conscious and conscious that was assumed to be the ma- 
jor, indeed the necessary, condition for therapeutic 
change in psychoanalytic psychotherapy. 

Slips of the tongue, dreams, and unexpected associa- 
tions (to name only a few of these mechanisms) are pre- 
sumed to be interpretable and self-consistent, not primar- 
ily within the context of conscious experience but within 
the expanding framework supplied by the content of con- 
scious and previously unconscious thought together. In- 
deed, by virtue of this same theoretical ontology, neurotic 
symptoms are the presumed explicanda of repressed con- 
flicts, wishes, memories, and motivations. The ultimate 
mark of a successful retrospective probe is not just the re- 
covery of repressed material, therefore, but is also the 
discovery of subjectively acceptable explanations for the 
otherwise inexplicable phenomena of ordinary conscious 
thought and affect, unconscious verbal or motor slips (ac- 
cidents), and dreams—explanations, that is, that do not 
so much merely expose the repressed conflicts as make 
sense of phenomena that appear at first glance to be in- 
consistent (19-22). 

The emergence of unconscious processes into con- 
sciousness—via dreams, slips, associations, affective 
links, etc., to the hidden conflict or motivation—is medi- 
ated by the phenomenon of transference. To recreate the 
past in the present or react to the present as if it were just 
like the past is already to have made accessible to inter- 
pretation the early learning experiences from which were 
constructed the matrix of rules operating within the per- 
ceptual-interpretive apparatus. It is by means of these 
“rules” that individuals establish an idiosyncratic pattern 
in the screening, coding, and storing of experiences. 

In working through the transference one might be said 
to be redetermining the boundary conditions for past and 


This is equally true of the earlier ‘pre-1920s) “topographical” model of 
psychoanalysis and of the later ‘“‘structural’’ model. 


>On reflection, it will be clear that this is circular: in very simple terms, 
the existence of the unconscious as a receptacle for repressed conflicts 
and wishes is predicated on the assumption that the content of slips of 
the tongue, dreams, and so on make indirect reference to unconscious 
material, but that these mechanisms in turn are believed to be the vehi- 
cles of transit between the two mental levels is itself a hypothesis that 
sae confirmation directly by the above-mentioned existence post- 
ulate. 


present in the service both of exposing and eliminating 
the systematic perceptual distortion that the individual 
brings to his current environment and of shifting or mod- 
ifying the basic rules by which he typically codes and in- 
tegrates new experiences. Secondarily and con- 
comitantly, of course, one should expect to change the 
reality-perception-feeling sequence to the point that cog- 
nitive and emotional reactions to external stimuli work 
with and not against each other. This implies the resolu- 
tion of conflict, some aspects of which had not previously 
been fully conscious; in short, it can be said that merely 
exposing the internal consistency of the items in an indi- 
vidual’s psychological inventory is not adequate to the 
task of bringing into harmony with external reality that 
individual’s emotional and cognitive responses without a 
corrective emotional experience (23) concurrent with the 
resolution of the transference neurosis. 

In spite of well-specified theoretical and practical dif- 
ferences, behavior therapy and psychoanalytically de- 
rived psychotherapy show a marked and similar con- 
gruence in the amount of circular reinforcement between 
Operative metaphysical assumptions (or any lack thereof) 
and the derivation of therapeutic mechanisms.. While psy- 
choanalytic psychotherapy can be said to operate within 
a context in which metaphysical assumptions (i.e., the 
“mental model” with its triple-layered view of con- 
sciousness) both determine and are derived from a care- 
fully chosen set of phenomena that have been granted a 
priori significance, it must be said of behavior therapy 
that its principles are presumed valid within a context in 
which, by prescientific decision, no metaphysical assump- 
tions are allowed to operate. These are the contexts that 
validate the choice of treatment mechanisms and that de- 
termine the priorities assigned to different outcome cri- 
teria. 


The Clinical Models 


These differences in the two philosophical paradigms 
are reflected in the dissimilarity in clinical models. 
Whereas psychoanalysis focuses on learning about pre- 
viously unconscious motivation and conflicts, emphasizes 
free association, dream interpretation, and the handling 
of the interpersonal relationship between the analyst and 
the patient, and focuses on making the correct cognitive 
interpretation to the patient (6, p. 1197), behavior ther- 
apy generally has not attempted to deal with unconscious 
mental processes, nor has it ever really acknowledged 
their relevance—even, in some quarters, their existence. 
Moreover, behavior therapy focuses on the patient-thera- 
pist relationship only to the extent that this is seen to be 
important in securing the patient’s cooperation with the 
therapist’s treatment plan (2, pp. 27-28) and in enhanc- 
ing the therapist’s effectiveness as a “social rein- 
forcer” (24). With only sparse and limited exceptions, 
originating mainly from those who have an analytic 
background (25) or who have otherwise been tainted by 
analytic apostasies (26), behavior therapists have not 
attached therapeutic value to cognitive interpretations, 
correct or incorrect, nor have they in general even ac- 
knowledged the possibility of -dealing with cognitive 
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material (what the patient says he thinks or feels) with 
sufficient scientific objectivity to make this a worthwhile 
endeavor. This theoretical stance strikes a strangely 
discordant note* in view of the practical fact that most 
behavior therapists, especially those more in the tradi- 
dition of Wolpe than Skinner, use self-report data about 
cognitive matters in carrying out, for example, syste- 
matic desensitization and in the construction of hierar- 
chies (27). 

The emphasis by behavioral theorists on observable, 
objectively manifest data is a consequence of the phe- 
nomenological bias inherent in the scientific model that 
was prominent at the time of the development of behav- 
ioral principles. Manipulation of the external environ- 
ment to effect behavior change is the modus operandi of 
behavior therapists and is consistent with the parsimony 
of metaphysical accretions that is characteristic of phe- 
nomenologists and others of a behavioral bent who re- 
gard observability, objectivity, and repeatability as the 
hallmark of criteria for existence and truth. In this, clin- 
ical behaviorists have taught us much about the impor- 
tance of extinction in the therapeutic process and about 
competitive response (28) and behavioral-shaping strat- 
gies (29--34). With their emphasis on the processes of 
operant conditioning that pervade everyday life, normal, 
neurotic, and even psychotic, they have opened up self- 
control and treatment mechanisms that depend on 
bringing selected behaviors under “stimulus control” 
(35-40) through the planned use of discriminative stimu- 
li, punishment, and reinforcement. In so doing, they 
have also added depth, subtlety, and power to the clini- 
cian’s ability to understand and therapeutically limit 
what analysts call “secondary gain” (28, 41, 42). 

Both schools have recognized the great importance of 
what analysts call identification (43, 44) and what behav- 
iorists call modeling (45), although the analysts have 
been much more alert to the fact that therapeutic (and 
other) identifications can exert profound, pervasive, and 
life-long effects, while the behaviorists have been much 
more productive in studying modeling experimentally 
and in manipulating it as a process for the achievement of 
focused therapeutic goals, such as overcoming specific 
phobias. 

Marmor has recently summed up the “fundamental as- 
pects of Freud’s contribution ... generally accepted by 
all psychoanalysts”— 


On the theoretical side ... that human behavior is moti- 
vated, that our personalities are shaped by the interplay of bi- 


‘In fact, one of us (L.B.) has pointedly criticized (1) the paradoxical 
tendency among some behavior therapists to base entire therapeutic 
strategies wholly on assumed cognitive processes-—“‘covert”’ imaginal 
stimuli, “covert” reinforcement, and “covert” punishment—quite with- 
out any adequate objective data, even self-report data, to confirm that 
the therapist’s commands to imagine stimulus scenes and to imagine 
reinforcing and/or punishing events in fact lead to those events within 
the patient’s brain. Psychoanalysis, in contrast, 1) does not attempt to 
directly manipulate cognitive content, but rather attempts to deal natu- 


. ralistically with existing cognitive content, and 2) amasses as much self- 


report data as possible, including data that come from observed verbal 
slips and associative connections, to support any theories the analyst 
may have about cognitive content, conscious and unconscious, 
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FIGURE 1 
The Narrow Psychoanalytic Model 
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ological potentials and life experiences, that functional psy- 
chiatric disturbances are the result of developmental 
vicissitudes and contradictory and conflictual inputs and 
feedbacks, and that early childhood experiences are of spe- 
cial significance in shaping subsequent perceptions and reac- 
tions in later life (6, p. 1197). 


And one might say of behavior therapy that it, too, em- 
phatically acknowledges the undeniable role of past 
learning experiences, recent and remote, in the formation 
of an individual’s adaptive and maladaptive (symptom- 
atic) behavioral repertoire. Thus, in fact, psychoanalytic 
and behavioral theories are both learning theories; it fol- 
lows that in effect psychoanalysis and behavior therapy 
are both learning therapies. 

In other words, past experience (learning) shapes cur- 
rent behavior and personality, including “neurosis” or 
“functional psychiatric disturbance,” and the role of 
therapy is to reverse this faulty learning. With this in 
mind it might really be more accurate to refer to both 

» psychoanalysis and behavior therapy as un-learning and 
re-learning therapies. 
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STRENGTHS AND LIMITATIONS OF THE TWO 
THERAPEUTIC METHODOLOGIES 


We have discussed above the theoretical causes for di- 
vergence between the psychoanalytic and behavioral tra- 
ditions. We will turn our attention now to the types of 
successful therapeutic change and the mechanisms by 
which those changes are achieved, based on the pure the- 
oretical models of psychoanalytic and behavior therapy, 
respectively. To this end, we have prepared a series of 
diagrams to represent the pure models of psychoanalysis 
and behavior therapy and their combination in schema- 
tized form. 


Psychoanalysis 


In successful psychoanalysis or psychoanalytically ori- 
ented psychotherapy, one can predict a necessary and sig- 
nificant change in the patient’s level of self-understanding 
or self-awareness. One mark of successful therapy of this 
type is the recovery of forgotten or repressed material 
through the gradual exposure, clarification, inter- 
pretation, and extension of associative-affective links be- 


FIGURE 2 
The Narrow Behavior Therapy Model 
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tween present and past. By means of these emotion-me- 
diated insights, the patient is gradually made aware of his 
particular psychodynamic inventory—in philosophical 
terms, of the cognitive assumptions underlying his per- 
sonal world view. This is the sine qua non of a successful 
analysis. In addition, the patient would predictably begin 
to feel better about himself, to experience less guilt and 
more pleasure, to be freer to work efficiently, and to 
achieve a greater degree of social integration without 
concurrent or later self-punishment. In figure 1, we have 
indicated this causal nexus by the broad arrow from “‘in- 
sight” to “subjective sense of improvement.” This is 
meant to suggest that if insight occurs—as it must if psy- 
choanalysis is to effect its proper end—-subjective con- 
firmation of improvement follows. It goes without 
saying, however, that objectively manifest behavioral 
change is not at all a necessary product of insight and in- 
sight-based changes in the patient’s self-evaluation: “we 
have learned the difficult lesson that rational understand- 
ing alone is not enough, that people can uncerstand only 
why they behave in certain ways and yet be unable to al- 
ter their unsatisfactory patterns” (46). 


Case 1. A 25-year-old male graduate student with a 12-year 
history of a disabling fear of gagging (or actual uncontrolled 
gagging) in public-speaking situations uncovered the origin of 
his phobic symptom during group therapy. In a particularly 
emotional moment, he gained the insight that this problem had 
to do with his fear of disclosing the guilty secret of his long- 
practiced habit of playing with his own feces, originally as an 
imagined substitute for the siblings that he (an only child) 
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lacked. Memory confirmed this insight: the patient’s first 
trouble with gagging (to the point of vomiting) had occurred at 
age 13 when, during a Sunday-school Bible reading in front of 
the entire congregation, he was called upon to read the words 
“and all his bowels spilled out” (at this age he thought “bow- 
els” meant feces). In spite of extensive therapeutic efforts to 
“work through” this insight, he experienced no relief whatever 
from the symptom. This patient has now been referred for sys- 
tematic desensitization; he is also continuing in group psycho- 
therapy. 


Behavior Therapy 


It is now well recognized that discrete behavioral 
symptoms—for example, specific fears and inhibitions; 
compulsive habits; obsessive, ritualized, or self-destruc- 
tive, self-punitive, or self-defeating behaviors; specific be- 
havioral deficits; and certain psychophysiological symp- 
toms (47)—are amenable to modification by a variety of 
behavioral techniques that do not rely in any way on in- 
sight but instead make use of external feedback mecha- 
nisms. As figure 2 indicates, insight and heightened self- 
awareness are not part of a pure behavior therapy strate- 
gem; instead, the behavior therapist undertakes careful 
“behavioral analysis” of the leading behaviors in the 
symptomatic matrix in order to determine what the cur- 
rent sources of reinforcement are that perpetuate these 
target behaviors. This leads naturally to the design of a 
specific behavioral program to modify the behaviors that 
constitute the patient’s chief complaints. 

Thus, if the behavioral analysis is correctly done, be- 
havioral change and objective signs of improvement will 
necessarily occur (if they do not, one can legitimately as- 
sume an error, Omission, or oversimplification in the 
original behavioral analysis). Both behavioral change per 
se and its observable or measurable manifestation in ob- 
jective signs of improvement should elicit greater social 
rewards, which in turn lead to further shaping of the de- 
sired behavioral change, as figure 2 indicates. According 
to behavioral theory, maladaptive behavior is defined as 
just that behavior which routinely elicits punishing re- 
sponses from the environment and adaptive behavior as 
that which effects appropriately rewarding social con- 
sequences. Although behavioral change and its objective 
manifestation may be sufficient to cause a subjective 
sense of improvement, the latter is not a necessary effect. 

This happens when the patient’s internal reinforce- 
ment/punishment system is sufficiently skewed, because 
of an unanalyzed neurotic distortion in the value system 
or the perceptual-interpretive apparatus, to permit be- 
havioral change to occur in the absence of the patient’s 
really experiencing subjective improvement. The natural 
system of rewards and punishments alone may not be ef- 
fective in modifying maladaptive behavior when there is 
systematic (neurotic) distortion in the patient’s per- 
ception or valuation of reward/punishment. In such 
cases, a systematic amplification of the normal reward/ 
punishment consequences may not be helpful and may 
even be countertherapeutic. 


Case 2. A 45-year-old teacher and mother of four with a 20-, 
year history of multiple severe compulsive habits, manipulative 
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FIGURE 3 
The Combined Model 
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depressive affect, and periodic quasi-suicidal behavior was seen 
in treatment with her husband by an experienced behavior ther- 
apist. She had already had many years of unsuccessful psycho- 
therapy. The therapist noted that the patient’s complaints weré 
shifting and migratory following successful work in a given 
area. Ultimately his efforts with her foundered in the face of his 
straightforward (noninsight-seeking) efforts to help bring some 
genuine nonneurotic pleasure into her life. She was then re- 
ferred to one of the authors (L.B.) for combined behavioral-psy- 
choanalytic work. Previous insight-oriented psychotherapy had 
failed as well, although the patient had come to recognize the 
intensity of her guilt over the death of her father. He was an in- 
veterate gambler—-in her eyes, an assertive, charming man-— 
with whom she had been incestuously involved as a young 
woman. His death by suicide followed an argument with her 
about money. Despite her earlier psychotherapy the patient 
continued to feel very guilty and to heap punishment on herself 
and those around her by manipulating and provoking her all- 
too-compliant and passive husband into low-key but hurtful at- 
» tacks. 

Her previous psychotherapy did not work because, despite 
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considerable insight, it did not interrupt her self-punitive life 
style. Her behavior therapy, on the other hand, did not work be- 
cause it attempted simplistically to eliminate her multiple self- 
punitive behaviors without altering her basic world view, which 
provided a cognitive justification for her pervasive need to pun- 
ish herself. She was in a sense doomed to continue paying off 
her guilt for her father’s suicide until she could achieve suf- 
ficient insight into the relationships among her old sexual feel- 
ings about her father, her anger at him, and her unconscious 
wishes for his death. It was the punishment-seeking drive pro- 
duced by this patient’s guilt that distorted her response to what 
would ordinarily have been reinforcing/punishing events in her 
environment. 


As figure 2 also indicates, another drawback of pure 
behavior therapy is that desirable behavioral change can 
occur either in the absence of a subjective sense of im- 
provement or-even in the face of increasingly negative 
self-report data. 


Case 3. A 25-year-old passive-dependent office worker sought 
behaviorally oriented couple therapy in order to resolve his in- 
hibitions against further involvement with a woman he was oth- 
erwise on the verge of marrying. The assignment of graded be- 
havioral tasks accomplished the ostensible goals for which 
therapy was undertaken, but it resulted in a simultaneous wors- 
ening of the patient’s chronic success-anxiety to the point that 
he was experiencing frequent attacks of nausea and vomiting. 
Insight-oriented probing exposed the patient’s previously un- 
conscious fear of his father’s retaliatory jealousy. Once ex- 
posed, these fears were treated with imaginal desensitization in 
combination with a flooding and extinction technique of “symp- 
tom scheduling.” With this combined behavioral-psycho- 
analytic approach, the patient not only continued to do better 
but also began to feel better. 


Figure 3 shows the therapeutic power that is gained 
when, in the treatment of the same patient, there is both 
an analytic input and a behavioral input. Fundamentally, 
this is the combined (but not integrated) paradigm that 
operates when analyst-behavior therapist teams collabo- 
rate successfully in the treatment of individual patients. 


A PROPOSED PARADIGM FOR THE CLINICAL AND 
CONCEPTUAL INTEGRATION OF PSYCHOANALYSIS 
AND BEHAVIOR THERAPY 


One of the fundamental reasons that psychoanalysis 
and behavior therapy have such apparently well-en- 
trenched differences in their modi operandi, it seems to 
us, is that their goals are different. That is to say, success- 
ful psychoanalysis is marked by the maximization of self- 
awareness, “making sense of’ increasingly profound lev- 
els of psychological data as they become accessible to 


conscious interpretation. Behavior therapy, on the other . 


hand, is primarily concerned with modifying behavior ac- 
cording to external, socially determined standards, by 
means of the manipulation of environmental contin- 
gencies. Both are consistency-oriented therapies in the 
sense that each attempts to fit together its choice of sig- 
nificant phenomena under an integrating theoretical su- 
perstructure but, since these phenomena make up cate- 
gories that need not be coextensive, the goals and 
therapeutic results remain essentially disparate. Psycho- 
analysis works to bring the internal data of consciousness 
into some sort of harmony mediated by the logic and self- 
consistency of mental events; behavior therapy, on the 
other hand, works to bring the individual (characterized 
by the externally manifest phenomena of his behavior) 
into greater harmony with the physically and socially de- 
termined consequences of his own deliberate and idiosyn- 
cratic (habitual) actions. 

Our proposed model seeks to combine the internal and 
external aspects of human activity—to regard self-aware- 
ness as a potentiator of behavioral change and to view an 
increasingly realistic assessment of natural social re- 
wards and punishments as a motive for continuing in- 
sight-based self-realization. That is, if insight and ex- 
ternal feedback systems can be used together to expose, 
clarify, and change an individual’s perceptual and reac- 
tive patterns when those have proved ineffective, one has 
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indeed found a way to maximize the fit between an indi- 
vidual, his self-evaluation, his perceptions of external 
reality, his response to that reality, and his actual exis- 
tential position. l 

To be more specific, it is our belief, on the basis of our 
clinical experience, that psychoanalysis and behavior 
therapy. need no longer represent two warring belief sys- 
tems or two separate clinical traditions but that, as tech- 
niques, each can be used to reinforce the weakest links in®- 
the therapeutic input-outcome chain of the other. 

For example, even in the specific case of dealing with 
loss and grieving, usually regarded as an area in which 
behavioral ideas can contribute little, therapists can learn 
something of value from both the behavioral and the psy- 
choanalytic traditions. The behavioral literature contains 
some excellent conceptual contributions to the under- 
standing of the phenomena of acute depression (42, 48), 
learned helplessness and chronic depression (49, 50), 
chronic social (maternal and peer) deprivation (51), and 
even a few promising studies of the treatment of depres- 
sion (42, 52, 53). Notwithstanding all this, it can still be 
said that, for obvious ethical reasons, loss and grieving 
have not been subjects that lend themselves naturally to 
truly experimental study and, therefore, that those who 
have pursued the more naturalistic scientific methods, 
ranging from Freud (54) to van Lawick-Goodall (55), 
have made a relatively greater contribution. 

Faced with helping a patient to deal with the loss of a 
child or of a life partner, the therapist may find it useful, 
to some extent, to conceptualize this in terms of an exis- 
tentially unhappy state, e.g., an “abrupt loss of available 
reinforcers,” but in our opinion there is no humane and 
ethical alternative to the therapist’s “sharing it, bearing 
it, and helping the patient to place it in perspective.” In 
this endeavor, we have found this clinical admonition of 
Semrad’s, along with Freud’s classic paper “Mourning 
and Melancholia” (54) and Lindemann’s paper on the 
management of acute grief (56), to be among the most 
helpful in the literature and lore of psychotherapy. 


Integrated Model 


In the integrated model, an insight is regarded not so 
much as one piece in the puzzle uniquely representative 
of every individual’s psychological identity, but rather as 
a clue to the developmental origins of a particular emo- 
tional/behavioral/cognitive response that is, in the 
patient’s current life, symptomatically overgeneralized 
from past learning experiences. If it becomes clear to the 
patient—through insight—what the details of the original 
situation were and why the response may have been an 
adaptive one in that situation, it becomes increasingly 
easy for him to learn to discriminate between new experi- 
ences that no longer call for the same response/feeling/ 
idea and those that resemble past learning experiences so 
closely as to be appropriate stimuli for the previously ha- 
bitual response. Insight, in short, functions as a vehicle 
for the retraining of an individual’s discriminative abili- 
ties (57). One might even say insight is discriminative 
learning, evaluated subjectively. 

To reexperience childhood traumata or conflicts as 
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completely as possible is to become convinced of the par- 
ticularity of early learning experiences. Thus, the patient 
relives past traumatic experiences in order to establish 
(learn) the particulars of these.experiences and in order to 
minimize the likelihood of continued faulty gener- 
alization in later similar situations. Insight based on the 
exploration and interpretation of transference phenom- 
ena is not the only mechanism for promoting recognition 
of the natural human (and biologic) tendency to recreate 
past situations in the present’ and to respond to them as 
if universalization of experience were a valid cognitive/ 
emotional induction. In fact, a change in behavior can 
supply a compelling counterinstance to the prevailing 
faulty cognitive or emotional set. 

All therapists have one objective in common, and that 
is to help patients respond internally and externally in 


„more adaptive ways, to bring feeling states and behav- 


ioral reponses into closer alliance. In pursuing this end, 


° psychoanalytic therapists concentrate on improving the 


patient’s perceptual clarity and acuity through the analy- 
sis of distortional transference phenomena; behavior 
therapists direct their efforts toward teaching the patient 
to stop doing what is maladaptive and begin doing what 
is Situationally adaptive. 


Development of Appropriate Responses 


With pure analytic therapies a patient may come to see 
the need for changing his behavior without being able to 
do so; with pure behavior therapy, a patient may change 
his behavior without learning to see the need for modi- 
fying the new learned responses when the subtleties of 
new situations warrant and demand this modification. A 
response that is fully adaptive to the nuances of particu- 
lar new situations depends, therefore, as much on accu- 
rate perception of the situation as it does on attention to 
the natural social feedback consequent to the response. 
Thus, psychoanalytic psychotherapy and behavior ther- 
apy are naturally complementary and ‘resonant (58); 


„within the psychoanalytic therapies a patient learns to 


use insight as an incentive for a potentiation of behavior 
change and within the behavior therapies a patient learns 


how to change his behavior. 


Behavior therapy is not only a technique to modify be- 
havior; because of its emphasis on contingencies of rein- 


= forcement/punishment, it is also a profoundly effective 


technique ‘for teaching people to consider the con- 
sequences of their behavior and to reconcile their internal 
reward/punishment systems with those of the natural so- 
cial environment (this is especially true of behaviorally 


., oriented group, family, and couple therapies). Even more 


important is the fact that behavior therapy is an ap- 


a ` proach capable of teaching patients to be able to provide 


“tT 


themselves with effective counterinstances to their own 
faulty (anachronistic or primitive) views of world and 


‘Biologically, stimulus generalization is an“important learned in- 
voluntary component in this process but, in our opinion, there is an- 
other demonstrable wish-component in the human situation: a stubborn 
nostalgic longing for things to be as they were in the ‘good old days” of 


- + comfortable childhood dependence, as well as for the original parental 
- objects of a person’s love/hate (58). 
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self. 

For example, a man in analysis may “know” that his 
wife is not his mother but if, because of a deficit in his 
own capacity for effective assertive behavior, she domi- 
nates him as his mother did, he will still feel like a little 
boy with her until this deficit in assertiveness can be rem- 
edied. In analytic psychotherapy, in such matters, the 
patient essentially is left to “work out his own salvation 
with fear and trembling.”* The analyst may repetitively 
point out that his wife and his mother are quite different, 
may proddingly question why he did or didn’t say X or Y, 
and may support (and reinforce) him emotionally for 
nascent efforts at assertiveness, but he does not teach him 
how to be assertive. A behavioral-psychoanalytic thera- 
pist would do all of these things and, if needed, would 
also use the behavioral technique of assertive training to 
teach him how to be assertive with his wife. This would 
typically include sessions with the wife; such sessions 
combine the therapeutic advantage of in vivo behavioral 
shaping, enhanced identification/modeling effects, and 
the systematic undermining of his old “little boy” feel- 
ings with his wife. . 

Not only does the patient learn to change his behavior, 
but he is also compelled to give up the faulty assump- 
tions, often unconscious or preconscious, about himself 
and about his wife, that were part of the cognitive/emo- 
tional matrix out of which his maladaptive behavior with 
her arose, grew, and was neurotically nourished by him in 
the first place. If uninterrupted, this maladaptive behav- 
ior continues to reinforce the erroneous, albeit uncon- 
scious, coalescence of wife and mother. When the old be- 


havior is interrupted and replaced by new assertive 


behavior, however, the new pattern stands in direct con- 
tradiction, as a counterinstance, to the chronic uncon- 
scious equation of wife and mother. In other words, the 
patient is behaving as if he no longer believed in this 
equation. The consequent shift in cognitive set and atten- 
dant increase in self-esteem serve as internal reinforcers 
for the continuance and increasing adaptiveness of the 
new behavior patterns. 

Some of the powerful advantages of such an integrated 
model are illustrated in figure 4. This is the paradigm that 
applies when a single clinician, as in the papers cited ear- 
lier by Rhoads and Feather (17) and by one of us (18); in- 
tegrates within his own clinical approach behavioral and 
psychoanalytic principles and techniques. | 

This clinical integration is indicated by the circle la- 
beled “therapist” that contains within it “psychoanalytic 
understanding and interpretation” and “behavioral anal- 
ysis.” Insofar as the therapist is able to direct the cogni- 
tive content of what he says toward insight while simulta- 
neously managing to keep the behavioral valence 
(reinforcing/punishing) and timing (contingencies) of his 
therapeutic interactions consonant with the plan set up 
during the behavioral analysis, he can effect a significant 
behavioral change; to that extent he is able to function si- 


*We do not mean here to derogate the didactic advantages, in classical 
psychoanalysis, of the analyst’s limiting himself in a disciplined way to 
the pure task of analysis. 


FIGURE 4 
The Integrated Model 
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multaneously as a behavioral and psychoanalytic thera- 
pist. Thus, there is an arrow leading from “therapist” to 
“behavioral input” as well as an arrow from “‘behavioral 
input” to “behavioral change” and one from “‘behavioral 
input” to “insight.” That is, the therapist may also elect 
to try to impart cognitive understanding (insight) by 
means of psychoanalytic comments, questions, and inter- 
pretations; although these do not sabotage the behavioral 
regimen, they are not meant to subserve a particular 
function in that regimen. This accounts for the arrow 
leading directly from “psychoanalytic understanding” to 
“insight.” 

Another advantage of the integrated single-therapist 
model is that insight provides the therapist with data 


Behavioral 
Input 
Therapist 


INSIGHT o 


LEE BIRK AND ANN W. BRINKLEY-BIRK 


Feedback from 
Environment 





SUBJECTIVE SENSE 
OF IMPROVEMENT 


about the patient’s internal processes, which may serve as 
internal reinforcers and punishers for behavior that may 
otherwise consistently defy skillful management of modi- 
fications by only external contingencies (for example, a 
masochistic patient may have a covert guilt-linked need 
to suffer, so that presumed punishing stimuli are in fact 
reinforcing). This is indicated by the arrow from “in- 
sight” to. “behavioral analysis.” Finally, as the other 
three smaller arrows from “insight” indicate, insight can 
be used to promote movement toward “‘subjective sense 
of improvement” from “behavioral change,” “objective 
signs of improvement,” and “feedback from the environ- 
ment.” In earlier figures, these were connected only by, 
broken lines: in the absence of the patient’s correctly rec- 
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ognizing the value of each of these (because of unana- 
lyzed transference distortions or unresolved self-punitive 
needs, for example), the three do not necessarily lead to a 
subjective sense of improvement. 


Transference and Countertrans ference 


Naturally, considerable skill and experience are re- 
quired for the therapist to be able to act explicitly as a re- 
inforcer/punisher of certain patient behaviors while also 
managing to silhouette and interpret transference dis- 
tortions. Basically, in order to do this the therapist must 
shift his stance away from the traditionally sought analy- 
tic neutrality, against the backdrop of which the transfer- 
ence is first developed and later experienced by the 
patient as a distortion. Instead, the therapist deliberately 
and openly attempts to promote the explicit behavioral 
goals toward which the patient and he together have 
agreed to work. Within such a therapeutic alliance, in- 
truding transference feelings can be experienced and rec- 
ognized (with concomitant therapeutic benefit) as a dis- 
tortion by the patient. 

It should be emphasized, however, that the elicitation 
of transference phenomena is not a goal during behav- 
ioral-psychoanalytic therapy, although it is certainly a 
proper and indispensable goal in classical psychoanalysis. 
The transference phenomena that do occur in the course 
of behavioral-psychoanalytic therapeutic programs tend 
to be very strong eruptions of feeling in direct relation to 
the therapist’s interventions. Resolution of transference 
conflict depends on the patient’s being able to see the dis- 
tinction between the therapist and the early object of his 
strong and by now overgeneralized feelings. Recognition 
of the distinction is made considerably easier by the 
patient’s having a real sense of the therapist’s individ- 
uality—a sense that will, with proper interpretation and 
help from the therapist, defy further overgeneralized re- 
actions from the patient. The therapist must therefore be 
a real person to the patient, not only in the sense of being 
a more effective “social. reinforcing machine” (24) but 
also in order to help correct the faulty cognitive/emo- 
tional responses that patients bring from their past learn- 
ing experiences and incorrectly apply to new individuals 
and new situations. 

Since there need be no concern about impeding the full 
development of a traditional transference neurosis, trans- 
ference behavior can be interpreted and managed in a 
straightforward and open way. 


Case 4. A 46-year-old university professor, after almost a 
year of treatment in intensive behavioral-psychoanalytic group 
therapy, became quite angry with the therapist (L.B.) when the 
therapist announced his plan to take a two-week summer vaca- 
tion. The patient wanted to take a four-week vacation. This dis- 
crepancy, he said, would ruin his whole summer. His anger 
deepened despite the therapist’s offer not to charge for the extra 
two weeks he wanted to be away. Open interpretive group dis- 
cussion of this led him to an early intellectual acknowledgement 
of the irrationality of these deep strong feelings—which he con- 
tinued to struggle with—and of their rootedness in his anger at 
his wealthy but withholding father over money, at his warmly 
‘affectionate but domineering mother over her controllingness, 
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and at both his parents and himself for his still-unresolved de- 
pendency needs (“I just wouldn’t want to be away on vacation if 
the group were meeting!”’). 


Countertransference issues are also of course com- 
plicated by the decision to use reinforcement or punish- 
ment’ as part of the therapeutic strategy. The therapist is 
compelled to examine his choice of behavioral contin- 
gencies in the light of his own (perhaps unconscious)’ pre- 
disposition to reward certain behaviors out of his own 
needs, rather than because of their social adaptiveness for 
the patient, or to punish other behaviors as an acting out 
of his own anger. 

For example, a female therapist with unanalyzed cas- 
tration impulses may unconsciously wish to undermine 
the assertive traits in her male patients. Thus she may 
discourage (subtly punish) his assertive responses, while 
simultaneously overtly reinforcing counteraggressive be- 
haviors in the service of promoting “gentleness”’ or “‘sen- 
sitivity.” Similarly, a therapist with unresolved (perhaps 
unrecognized) sadistic or angry feelings may choose pun- 
ishment strategies for personal gratification rather than 
therapeutic utility. 

To sum up, it should be said that the behavioral-psy- 
choanalytic therapist is accepting a great ethical respon- 
sibility and should be vigilantly on guard against using 
learning theory and learning therapies as a way of ratio- 
nalizing and justifying the acting out of impulses that 
serve his own needs rather than the patient’s. 


*“SAVING THE PHENOMENA’? 


In the preceding parts of this paper we have tried to 
highlight the potential therapeutic power that results 
from broadening the criteria used to determine the set of 
clinically relevant psychological data and to propose a 
comprehensive framework into which clinical data of all 
sorts can be fitted. One of the major features of our pro- 
posal is the built-in exhortation neither to overlook phe- 
nomena nor to deliberately exclude practical operations 
merely because they do not conform to preconceived 
metaphysical or methodological standards of a particular 
theoretical stance—not to exclude, for example, sub- 
jective reports on the grounds that they are not amenable 
to objective quantification, nor behavior modification by 
contingency scheduling on the grounds that it does not 


*The use of punishment may (rarely) include frank aversive procedures; 
more commonly, however, punishment takes the form of negative inter- 
pretations (18). 


"For this reason, we believe that therapists who use behavioral tech- 
niques have even more reason than traditional therapists to explore 
thoroughly their own unconscious processes, ideally within the setting 
of a classical psychoanalysis. 


“Saving the phenomena” (tithenai ta phainomena) is a short-hand 
name for the philosophical argument that originated with the Greek 
philosophers between those who sought to ignore anomalous “facts” in 
favor of theoretical purity and those who sought to preserve the facts 
against an imposed theoretical distortion. 


contribute directly to heightened self-awareness. 

We do recognize, however, that the sets of data cir- 
cumscribed by the strict behavioral and psychoanalytic 
models constitute categories of differing ontological 
status. It is a well-acknowledged fact that subjective re- 
ports are about mental events, feelings, and fantasies but 
are not the events, feelings, or fantasies themselves. Men- 
tal events, sensations, or feelings are private, to the extent 
that only the individual whose consciousness they shape 
has privileged access to them. Behaviors, on the other 
hand, are in a sense their own report and are therefore 
amenable to scientific description and confirmation by 
observation, measurement, and quantification. And we 
recognize that these two categories of phenomena require 
two essentially different approaches, designed to effect 
two different ends. 

Experimental psychologists can employ as a scientific 
strategy a necessarily restricted view of the “‘significant 
phenomena,” i.e., of what there is that underlies rigorous 
scientific theory. But it is not the same for the phenome- 
nological and operational underpinnings of clinical psy- 
chiatry; there are behaviors and there are feelings, 
dreams, fantasies, fears, ideas, and a collection of tech- 
niques for dealing with them that have not yet been con- 
ceptually integrated. To exclude any of these in order to 
preserve intact a favored ideal of methodological rigor is 
a luxury of scientific strategy that clinical psychiatry can- 
not properly afford. 


* OK 


The insight-seeking methodology of psychoanalytic 
psychotherapy and the change-producing techniques of 
behavior therapy form a complementary system; the 
former serves to uncover the early developmental learn- 
ing experiences that shaped the later maladaptive and 
overgeneralized emotional/cognitive/behavioral habits, 
thereby providing therapeutically powerful counter- 
instances to the patient’s prevailing faulty world-view 
and self-evaluation. 
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The Effects of Cocaine on Depressed Patients 


BY ROBERT M. POST, M.D., JOEL KOTIN, M.D., AND FREDERICK K. GOODWIN, M.D. 


Cocaine, administered orally to patients with endogenous 
depressive illness, did not consistently affect vital signs or 
depressive symptomatology, but it did decrease rapid eye 
movement sleep and total sleep time. When administered 
intravenously in the context of a therapeutic interview, 
cocaine caused large, rapid increases in pulse and blood 
pressure concomitant with profound mobilization of af- 
fect and tearfulness. Infusions that caused lesser changes 
in vital signs were associated with milder degrees of af- 
fective change and less dysphoria. Thus, while cocaine 
was capable of eliciting positive affective change (such as 
calmness and elation) in depressed patients, affective 
flooding and dysphoric components were often admixed, 
indicating that cocaine’s effect in this context could not 
be classified simply as antidepressant. | 


THE PHARMACOLOGY OF COCAINE has been extensively 
studied in animals, but few systematic studies of the ef- 
fect of cocaine on man have been reported. A clinical 
trial of cocaine with depressed patients was considered of 
theoretical importance because of cocaine’s prominent 
amine potentiating actions and its effect on animal model 
systems related to affective behavior. The tricyclic anti- 
depressants have some pharmacological effects similar to 
those of cocaine, but they have a two- to three-week delay 
in the onset of therapeutic effect. The acute stimulant and 
euphoriant effects of cocaine in man suggested that its 
potential as a rapidly acting antidepressant agent should 
be more systematically explored. 

Cocaine is a potent inhibitor of the reuptake of norepi- 
nephrine (NE) into neurons, decreasing NE inactivation 
and increasing the availability of NE at the synapse (1- 
6). Cocaine may also have a direct receptor effect in 
enhancing catecholamine responses (7-12). The drug 
also blocks the reuptake of dopamine (13-15) and seroto- 
nin (16, 17) as well as inhibiting the synaptosomal uptake 
of tryptophan (18). Cocaine antagonizes the behavioral 
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depression of reserpinized mice (19) and enhances self- 
stimulation in the rat (20). 

The catecholamine (21, 22) and indoleamine (23) hy- 
potheses of affective illness suggest that depression is as- 
sociated with a functional deficit of one or more neuro- 
transmitter amines at the synapse and that mania is 
associated with a functional increase of amines. Cocaine, 
with its amine potentiating properties, would thus pro- 
vide a partial test of the amine deficiency theories of de- 
pression. Would cocaine’s enhancement of amine sys- 
tems in depressed patients activate the ongoing 
depressive process, mobilize affect, or induce euphoria? If 
euphoria were produced, would it be superimposed on the 
depressive process or would depression be alleviated? 

Cocaine, in the form of coca leaves, has been used for 
centuries by Indians in the high Andes mountains of 
Peru (24, 25). In the late 1800s several European physi- 
cians including Sigmund Freud claimed success with its 
use in various conditions, including depression (26-28). 
Eventually its potential for psychic habituation became 
recognized and the drug, which was originally heralded as 
a panacea, fell into disrepute (29). Since then, the litera- 
ture on the use of cocaine with humans has with few ex- 
ceptions (30-32) been derived from anecdotal and uncon- 
trolled clinical observations of addicts. Although its 
potential for psychic dependence is well recognized (33), 
it is widely agreed that cocaine is not a physiologically 
addicting drug in the sense that there is no development 
of tolerance with prolonged use (24, 31, 32) or an absti- 
nence syndrome on sudden withdrawal (25, 33, 34). In 
fact, there is evidence of reverse tolerance, i.e., increasing 
sensitivity to cocaine with continued administration of 
the same dosage (31, 32, 35). A decrease in the metabo- 
lism of cocaine by the liver after repeated administration 
has been reported (36); this could account for the in- 
creased effects of cocaine over time. 

In this study of the effects of orally and intravenously 
administered cocaine on depressed patients, careful at- 
tention was paid to factors that would minimize the pos- 
sibility that any patient might develop psychic depen- 
dence. 


METHOD 


Sixteen depressed patients were studied on a metabolic 
research unit at NIMH. These patients had been diag- 
nosed as having primary affective disorder by two psychi-, 
atrists and a social worker, and they had depressive 
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FIGURE | 
Mania and Depression Ratings with the Administration of Oral Cocaine 
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The Effects of Intravenous Cocaine on Blood Pressure and Pulse* 
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* Partial record of observations and patient’s statements: 
- 15 min.—‘“Good night’s sleep”; "Still slightly tired and tense.” 
0 min.— Infusion of 16 mg. of cocaine over 1.5 minutes. 

+ 5 min.—‘Little more calm now than when we first started”; looks very 
tense, however, 

+ 8min.— Tears in eyes; “Just trying to get control of myself.” 

+12 min.—‘‘I just don’t hardly feel like I know which end is up these days”: 
tremulous, blowing nose, crying. 

+15 min.—No longer crying; “I try not to cry with her (wife). . . . If I express 
feelings it upsets and scares her (wife).”” 

+20 min.— Begins vantilation of ongoing feelings toward wife. 


symptoms severe enough to warrant hospitalization. Be- 
havioral ratings of depression, mania, anxiety, anger, 
e psychosis, agitation, and retardation were made twice 
daily by consensus of the nursing research team using a 
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15-point scale modified from that of Bunney and Ham- 
burg (37). Both the nurses and the patients were blind to 
the administration of cocaine. 

In addition to the consensus ratings, patients and 
nurses completed a more detailed mood rating scale at 9 
a.m., [1 a.m., 1 p.m., and 3 p.m., so that the pattern and 
duration of drug effects could be evaluated. Items on the 
15-point nurses’ rating scale included: depression, anx- 
iety, anger, elation, talkativeness, restlessness, drowsi- 
ness, somatic complaints, grandiosity, psychosis, mania, 
retardation, agitation, and sadness. Items on the self-rat- 
ing scale included most of the nurse-rated items but were 
phrased in terms of feeling, such as: feel depressed, feel 
alert, feel uncomfortable physically, feel uncomfortable 
mentally, have feeling of unreality, my body feels differ- 
ent. On these scales a rating change of two points, or a 
one-point change from a stable baseline, was adopted as 
the scoring criterion. A change of four points on the scale 
was scored as marked. 

Vital signs were measured at least four times a day. 
Sleep was monitored with all-night EEGs during six tri- 
als of oral cocaine. All patients received a thorough med- 
ical and neurological examination before receiving the 
drug and routine evaluations of renal, hepatic, and hema- 
topoietic functioning were performed twice weekly. 

The potential hazard of psychic dependence on cocaine 
was minimized in several ways. Patients were excluded 
from the study if they had a history of drug dependence. 
Cocaine was administered on a double-blind basis within 
the context of a therapeutic milieu that included group 
and individual therapy. Routine antidepressant medica- 
tions were substituted at the end of the cocaine protocol. 
Prior to and during a patient’s voluntary hospitalization, 
a number of experimental drugs (including cocaine) that 
might be administered during the course of hospital- 
ization were discussed with patients and relatives. Thus, 
while patients were able to discuss the possible hazards of 
cocaine as well as other experimental drugs and give in- 
formed consent, they were unaware of when they were re- 
ceiving cocaine during the hospitalization. The experi- 
mental trials were of short duration and, when clear 
effects on mood became evident, cocaine administration 
was discontinued and placebo substituted. Obviously, the 
drug was not self-administered, a condition most closely 
associated with the development of drug dependence (25). 


Oral Cocaine 


Ten patients received 12 trials of oral cocaine; ten days 
was the average duration of administration. After a pla- 
cebo period of at least one week, small doses of oral co- 
caine were started (5 mg. once a day to 25 mg. twice a 
day). The dose was gradually increased to a final dose of 
30 mg. once a day to 100 mg. twice a day before placebo 
was resubstituted. The active drug was given at 9 a.m. (so 
that its effects throughout the day could be studied) and 
at 10 p.m. in order to maximize its effects on sleep. 


Intravenous Cocaine 


Fifty-seven infusions of cocaine were administered to 
12 patients in the context of a tape-recorded interview 


TABLE | 
Characteristics of Patients and Effect of Intravenous Cocaine 
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Type of Depression Cocaine 
Patient Sex Age Depresston* Rating Sensitivity** 

l F 54 Unipolar 7.5 2.5 mg. 

2 M 52 Bioplar II 8.5 More than 8 mg. 
3 M 61 Unipolar 12.0 10 mg. 
4 F 52 Bioplar I 7.5 2 mg. 
5 F 39 Unipolar 4.5 16 mg. 
6 M 48 Bipolar I 6.0 10 mg. 
7 M 46 Bipolar I Ta 6 mg. 
8 F 28 Unipolar 8.5 3 mg. 
9 F 46 Bipolar H 7.0 12 mg. 
10 F 19 Unipolar 8.0 3 mg. 
i] M 51 Bipolar I 8.0 15 mg. 

12 F 60 Unipolar 12.0 More than 3 mg. 


* Bipolar I = history of mania requiring hospitalization; bipolar H = history of hypomania. 


** Lowest dose of cocaine sufficient to increase pulse and blood pressure by ten points. 


TABLE 2 l 
Correlation of Psychological Change with Physiological Change in 57 
Infusions of Intravenous Cocaine 


Physiological Change 
Psychological 


Change None Slight to Moderate Marked 
None 22 8 l 
Slight to moderate 4 12 l 
Marked a 3 6 


with a nonblind psychiatrist and often with blind observ- 
ers. Other intravenously administered drugs were being 
evaluated concurrently on the research ward, and the co- 
caine infusion procedure was presented in this context. 
Patients were told that the effects of the infusion on mood 
were being studied. They were aware that some infusions 
would be an active compound and some would be pla- 
cebo. The interview was unstructured and nondirective. 
A low dose of cocaine or a placebo was administered 
during the first interviews so that baseline clinical obser- 
vations could be made. After patients’ pulse and blood 
pressure achieved a stable baseline during an interview, 
the infusion was administered and pulse and blood pres- 
sure were measured at approximately five-minute inter- 
vals for a half hour or until vital signs returned to normal. 
Physiological response to cocaine was categorized as no 
change, slight to moderate, or marked. After examining 
normal fluctuations within interviews when a placebo was 
administered, it was arbitrarily decided that less than a 
ten-point change in diastolic or systolic blood pressure or 
pulse would be considered no change, an increase of ten 
or more points a moderate change, and more than 15 
points a marked change. 

Psychological changes were defined as absent, moder- 
ate, or marked according to the degree of mood change 


assessed from the patient’s interview material and the ob- 
server's reports. Self-ratings were obtained a half hour 
after the infusion, in addition to the two-hourly ratings. 

The starting doses of intravenous cocaine ranged from 
2.5 mg. to 8 mg., while the highest doses reached for each 
of the 12 patients ranged from 5 mg. to 25 mg. Cocaine 
was infused over intervals of one to three minutes for the 
first several paticnts and then a duration of 1.5 minutes 
was adopted. 


RESULTS 
Oral 


Orally administered cocaine did not have consistent ef- 
fects on mood. One patient clearly became more de- 
pressed and anxious during the course of the cocaine 
trial, five patients showed no change, three had equivocal 
responses, and one appeared to improve with cocaine ad- 
ministration (figure 1). In addition, this last patient re- 
ceived the only mania ratings of her hospitalization in 
close relationship to cocaine administration. Temper- 
ature, pulse, blood pressure, and respiration were not sys- 
tematically affected by oral cocaine administration. No 
pattern of side effects was noted, and no abnormalities 
showed up in laboratory tests. 

EEG-monitored sleep patterns were studied in collabo- 
ration with J. C. Gillin and R. Wyatt; they are reported in 
detail elsewhere (38). Significant effects on sleep were 
noted in the absence of changes in mood and vital signs. 
Cocaine suppressed rapid eye movement (REM) sleep 
and total sleep. Reduction in REM sleep appeared to be 
dose-dependent, with greater reduction occurring at 
higher doses. A REM sleep rebound was evident after 
the oral administration of cocaine was discontinued. 
Other EEG-scored sleep parameters were altered in the 
direction of greater sleep disruption, but they did not 
reach statistical significance. 
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FIGURE 3 


The Effects of Intravenous Cocaine on the Mood and Physiology of 
Depressed Patients* 
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* The psychological changes that correspond to the physiological changes 

represented graphically above are: 

Baseline---moderate to severe depression. 

Early phase-—-positive affective change, calmness, well-being; or negative 
affective change, tenseness, sadness. 

Peak arousal——intense mobilization of affect, tearfulness, mood elevation; or 
sadness, dysphoria. 

Resolution-—tearfulness ends, ventilation of feelings, focus on dynamically 
significant material. 


Intravenous Cocaine 


In contrast to oral administration, intravenous admin- 
istration of cocaine was associated with marked effects 
on mood and vital signs. Sensitivity to intravenous co- 
caine varied widely among individuals. The dose suf- 
ficient to affect pulse and blood pressure among the 12 
patients ranged from 2 mg. to 16 mg. This intersubject 
variability in physiological responsiveness to intravenous 
cocaine was not significantly related to age, sex, diag- 
nosis, degree of depression, or type of affective response 
(table 1). For each individual patient, however, there was 
a clear and positive dose-response relationship. 

Once an effective dose range was achieved, patients 
demonstrated a high correlation between physiological 
and psychological reaction to cocaine. When there was 
no change in blood pressure or pulse, few psychological 
changes were perceived by subjects or observers. Moder- 
ate increases in pulse and blood pressure were associated 
with moderate to marked affective change. Marked phys- 
iologic arousal was almost invariably associated with 
dramatic mood changes (table 2). Fifteen placebo in- 
fusions caused little change in pulse or blood pressure 
and rarely were associated with observed or self-reported 
mood changes. 

Of the eight infusions that were accompanied by large 
increases in vital signs, such as that illustrated in figure 2, 
four were associated with a profound affective release 
and tearfulness, two with a mixed affective response with- 
Out tears, one with a feeling of well-being, and one with 
little change. The predominant pattern of tearful affec- 
tive release corresponded closely to changes in vital signs 
(figure 3). Within one minute after the infusion, patients 
would report a sudden onset of the feeling of drowsiness 
or calmness. Tearfulness would begin abruptly several 
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minutes later, coincident with peak elevations in pulse 
and blood pressure, and would end after five to ten min- 
utes, with a return of the vital signs toward baseline. Af- 
fective change was dramatic. Bland conversation about 
events on the ward and in their families would become af- 
fectively charged and patients would reminisce, often 
with tearfulness, about significant people in their lives 
and about their hopes and disappointments. These 
patients consistently appeared anxious and distraught to 
both blind and nonblind observers. However, their self- 
ratings reflected positive and less depressed feelings, as 
well as dysphoric and sad feelings, during these periods of 
heightened affect. 


Case l. A marked dissociation of verbal report and behavior 
was observed in patient |. Immediately after the infusion of 8 
mg. of cocaine over two minutes the patient reported feeling 
“sleepy” and “relaxed,” saying she “would like to lie down.” 
At this point her pulse had risen from a baseline of 76 to 88. 
Seven minutes later her pulse increased to 112 and her blood 
pressure from 125/75 to 156/105. At this point, she appeared 
tense and depressed and began to cry, but she reported, “If I 
just sit here, it will be okay, things will work out.... I am 
crying because I can’t believe I was feeling this good. ... I want 
to keep it to myself.” She did note “difficulty concentrating,” 
however. 

Sixteen minutes after the infusion her tearfulness ended as 
her blood pressure (152/94) and pulse (92) began to decrease. 
The patient stated that, despite her feelings earlier in the day, 
she was now feeling optimistic about the fact that her relatives 
were coming to visit. She stated, “I’m trying to think of what’s 
bothering me, and it doesn’t affect me.” One hour after the in- 
fusion her vital signs had returned to baseline and her feelings 
of depression had returned: “Even when I feel good, I feel that 
if I went home things would go badly.” During the infusion the 
patient was rated by a blind observer as showing increased anx- 
iety, drowsiness, and agitation at the same time that her verbal 
reports and self-ratings indicated she was markedly less de- 
pressed, anxious, and sad (figure 4). Although she reported the 
experience of a transient, almost anesthetic state of well-being, 
she later indicated that she would not want to repeat such an ex- 
perience. 


Among those patients who showed a less pronounced 
physiological reaction to cocaine, there were no pro- 
longed episodes of tearfulness. Seven of 23 infusions that 
were accompanied by moderate changes in vital signs 
were associated with feelings of calmness, well-being, or 
euphoria; four with mixed affective responsiveness; eight 
with no change; and four with dysphoric feelings of ten- 
sion and increased sadness. 


Case 2. Patient 8, who had only mild increases in pulse and 
blood pressure after the infusion of cocaine, experienced a 
profound and sudden euphoric response. This 28-year-old 
patient experienced no change in her moderately severe depres- 
sion after infusions of placebo and 3 mg. of intravenous cocaine. 
She felt that being in the hospital was useless because she could 
not talk to others and that, even if she felt better while an in- 
patient, she would return to her hopeless situation of having no 
friends outside the hospital. One minute after the infusion of 5 
mg. of cocaine over 1.5 minutes she asked, “‘Is it too early to 
feel anything?... I feel a little bit elated, light in the head... 
like a good feeling inside ... my depression seems ridiculous. It 


FIGURE 4 
The Effects of Intravenous Cocaine on the Self-Ratings of Patient #1 
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doesn’t seem to matter about my not being able to talk to oth- 
ers. It doesn’t seem to make any difference. I’m not sad about 
it.” 

The patient rated herself at both 15 and 30 minutes after the 
infusion as markedly less depressed and more elated and.mod- 
erately less anxious, sad, and hopeless and more talkative (fig- 
ure 5). Fifteen minutes after the infusion, she was speaking 
faster and more forcefully and there were fewer silences. She 
continued, “I don’t need anything else, I’d just be happy to sit 
here and have this feeling.” She reported spontaneously that her 
pulse felt stronger. It had increased from a baseline mean of 94 
to 104. “Pm having trouble focusing my thoughts on any one 
thing. ... Pd just like to go outside and roll in the grass.” The 
patient was smiling increasingly, although she had not smiled at 
all prior to this infusion. She began to look around the room 
and focused on a distant newspaper. “It [the newspaper] is not 
really registering, like it is on a different level, yet I could tell 
you what it said.” Twenty-eight minutes after the infusion the 
patient stated, “It's okay that I have no friends—I know that is 
not the case—yet it would be fun to share with someone else, 
but it’s like I don’t need them.” 

The next day the patient reported that she had had a “feeling 
of elation” past 9 p.m. the night before (four hours after the in- 
fusion). She stayed up until 4 a.m. feeling self-confident, playing 
bridge, more talkative, ‘‘still better than normal.” Six minutes 
after the next day’s placebo infusion she reported, “I guess I’m 
not going to have a reaction to this one. I don’t feel anything. It 
was almost instantaneous last time.” 


POST, KOTIN, AND GOODWIN 


DISCUSSION 


Freud recommended cocaine in oral doses of 50-100 
mg. as a stimulant and eéuphoriant in depressive 
states (26, 28). In this study, oral doses of cocaine (30- 
100 mg. twice a day) did not have a significant effect on 
mood or vital signs, yet sleep was clearly affected (38). 
Cocaine reduced total sleep time and caused a dose-re- 
lated suppression of REM sleep, followed by a REM 
rebound when cocaine was discontinued (38). Thus, while 
some sources (24) question whether orally administered 
cocaine is absorbed, because of hydrolysis in the gas- 
trointestinal tract, it is apparent that enough cocaine is 
absorbed by this route to be physiologically active. 
Higher doses of oral cocaine, sufficient to affect vital 
signs, may be required before consistent effects on mood 
and waking behavior are observed. Using mass frag- 
mentography, nanogram quantities of cocaine were found 
to be present in plasma for more than one hour after 
the administration of 35 mg. of oral cocaine and some- 
what higher quantities were found after the administra- 
tion of eight mg. intravenously. ' 

There was a large variability among these patients in 
the dose of intravenous cocaine (2 mg. to 16 mg.) re- 
quired to increase pulse and blood pressure. However, the 
effects of intravenous cocaine on behavior were dramatic 
when the dose was sufficient to cause increases in vital 
signs. Absent, moderate, and marked physiological 
changes were associated with similar degrees of behav- 
ioral change. Patients with moderate physiological 
changes experienced a range of affect from pleasant to 
dysphoric. Only one patient (after mild changes in vital 
signs) experienced a dramatic, sudden switch into a eu- 
phoric state characterized by the feeling that, while her 
situation remained the same, it no longer mattered and it 
could be managed. 

Infusions associated with large, rapid increases in 
blood pressure and pulse led to the abrupt mobilization 
of intense affect with tearfulness, usually accompanied by 
a sense of uneasiness about the uncontrolled nature of the 
release of feelings. An anesthetic sense of relief from 
problems was often admixed. Issues of patient set and ex- 
perimental setting (39) undoubtedly played a role in the 
response to the infusions, and caution should also be ob- 
served in generalizing from these findings among de- 


‘pressed patients to other subjects in different settings. 


Our preliminary observations do suggest that among 
depressed patients infusions of cocaine that produce only 
mild to moderate physiological arousal may be more 
likely to be accompanied by positive affective feelings 
and a sense of well-being. Higher doses of cocaine, with 
more intense physiologic arousal, tend to be accom- 
panied by intense mobilization of mixed affect with tear- 
fulness. 

Similar, observations have been reported after sub- 
cutaneous administration to addict volunteers of five 
sympathomimetic amines: d-amphetamine, d-metham- 


This assay was developed by Richard Hawks. 
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EFFECTS OF COCAINE ON DEPRESSED PATIENTS 


FIGURE 5 
The Effects of Intravenous Cocaine on the Self-Ratings of Patient #8 
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phetamine, ephedrine, phenmetrazine, and methylpheni- 
date (40). All these drugs produced dose-related increases 
in blood pressure. While they also produced a dose-re- 
lated increase in scores on a euphoria scale (and low and 
intermediate doses were associated with feelings of relax- 
ation, well-being, and contentment), the largest doses of 
all these drugs increased scores on a scale that measured 
dysphoria. In that study the incidence of subjective and 
objective ratings of nervousness also increased with the 
dose. These data are also consistent with the findings that 
monkeys and rats will decrease their rates of self-admin- 
istration of intravenous cocaine as the dose is in- 
creased (41-43). 

Janowsky and associates (44) studied three depressed 
patients who were given methylphenidate (Ritalin) intra- 
venously (0.5 mg./kg.). Their scores on an interaction 
scale increased concomitantly with their blood pressure 
and pulse, and two patients became euphoric for one to 
two hours. One patient experienced ‘‘an emotionally dra- 
matic cathartic reaction with much reminiscence and 

„crying and verbalization of conflict-laden material” ap- 
parently much like that described in the present study 
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with cocaine. 

Jonsson and Anggard-Gunne (45) reported that among 
amphetamine abusers the euphoric effect of 200 mg. of 
d,l-amphetamine sulfate administered intravenously was 
reduced by pretreatment with alpha-methyl-para-tyro- 
sine (AMPT), an inhibitor of dopamine and norepineph- 
rine synthesis. A catecholamine-sensitive mechanism for 
the euphoria was postulated. Since cocaine and ampheta- 
mine have closely overlapping clinical (46), physi- 
ological (25), and biochemical (24) effects, and since 
AMPT also suppresses central excitatory effects of co- 
caine in animals (47-49), it is likely that the mode of ac- 
tion of cocaine on vital signs and mood demonstrated 
here is at least partially dependent on catecholamine 
mechanisms. However, cocaine also interacts with other 
neurotransmitters, including serotonin and acetylcholine, 
and we have recently demonstrated the inhibition of co- 
caine-induced hyperactivity and stereotypy in the rat by 
physostigmine, an inhibitor of acetylcholine break- 
down (49). 

Although some depressed patients experienced positive 
subjective feelings and euphoria after intravenously ad- 
ministered cocaine, its effects cannot be described as sim- 
ply antidepressant. Profound mobilization of affect and 
tearfulness were observed after infusions associated with 
large changes in vital signs. While these responses may 
have therapeutic importance, cocaine’s efficacy as an 
antidepressant has not been demonstrated in this study. 
In addition, cocaine is not recommended for use except 
under the most carefully controlled clinical circum- 
stances because of the variability of its effective dose 
range, its toxicity, and its potential for psychic habit- 
uation. 
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The Hysterical Personality in Men 


BY PAUL V. LUISADA,,. M.D., ROGER PEELE, M.D., AND ELIZABETH A. PITTARD 


The authors studied case records of 27 men who had been 
diagnosed as having hysterical personality, although they 
note that the current literature assumes that the diagnosis 
ofh ysterical personality applies predominantly to 
women. They believe that not recognizing the hysterical 
personality in men is not only acommon diagnostic error 
but antitherapeutic and counterproductive as well. 


FREUD HAD JUST RETURNED TO VIENNA in 1886 when he 
reported to his colleagues that the opening of the 
Salpetriere to men had led Charcot to the discovery that 
conversion hysteria occurred in men as well as women (1, 
p. 290). The occurrence of the hysterical personality in 
men has also received very little discussion in the litera- 
ture. This initial paper on the male hysterical personality 
describes a sample of 27 cases, discusses some of the im- 
plications of our findings, and considers the effect that 
missing this diagnosis has on treatment. 


MEN AND CONVERSION HYSTERIA 


The Greeks named the condition “hysteria” when they 
supposed it was caused by the migrating uterus, thereby 
limiting succeeding generations of physicians to consid- 
ering it-a female diagnosis. Syndenham recognized its oc- 
currence in men but threw a sop to the traditionalists by 
calling the male hysteric a hypochondriac(1, p. 95). 
‘Many nineteenth-century works on hysteria were written 
‘by obstetricians. These authors tended to be among the 
strongest in their assertions that hysteria was an exclu- 
sively female disorder (2). 

An opposing opinion appeared in 1866, when Althaus 
described the case of a man with hysterical con- 
vulsions (3). Briquet found hysteria to occur in men 
about one-twentieth as frequently as in women (4). He 
concluded that hysteria was the effect of emotionally 
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charged situations upon “‘predisposed and hypersensitive 
persons.” 

By 1886 the diagnosis of male hysteria was increas- 
ingly common among British physicians confronted with 
a rising incidence of “railway spine” (5,6), and Freud 
presented the case of a man with hysterical hem- 
janesthesia (7). More works soon appeared that un- 
abashedly called men hysterical (8-10), and by the turn 
of the century even popular works admitted that al- 
though the majority of hysterics were women, hysteria 
could occur in both sexes (11, 12). There were still dis- 
senters, however (13). 

World War I produced a spurt of literature on male 
conversion hysterics (14), and by the twenties the stan- 
dard authors on hysteria finally took its occurrence in 
men for granted (15-17). 

More recently, Guze and Perley (18-20) have at- 
tempted to reestablish the concept that hysteria is a syn- 
drome that “occurs primarily, if not exclusively, in 
women.” As described in a series of papers, all the 
patients selected for study, with two exceptions, were 
women. Studies by other workers using the criteria of 
Guze and Perley have also been limited to women (21). 
Despite a century of assertions that men can have hys- 
teria, the adjective “hysterical” evidently still carries a 
feminine connotation. 


LITERATURE REVIEW 


In 1933, Reich (22) left no doubt about the occurrence 
of the hysterical personality in men when he presented a 
man as a prototype for the hysterical character. Most 
subsequent descriptions of the hysterical personality have 
ignored this issue simply by considering only women (23- 
32). Those authors who do consider men do so only in the 
context of the feminine characteristics these men dis- 
play (33). When Chodoff and Lyons (34) suggested that 
hysterical personality ought to be a diagnosis separate 
from conversion hysteria, they felt that a male hysterical 
personality would be a passive homosexual; they even re- 
marked that the man in their study “‘appeared very femi- 
nine.” They reasoned that the traditional view of con- 
version hysteria as a woman’s disorder and the fact that 
the diagnosis was more commonly made in women made 
it inevitable that descriptions of the hysterical personality 
would be couched in feminine terms. 

Conversely, Cameron (35) felt that the diagnosis was 
more commonly made for women because the hysterical 


personality resembled normal feminine behavior. 
Kolb (36) also disagreed with Chodoff and Lyons by as- 
serting that the hysterical personality in men was charac- 
terized not by outward femininity but, rather, by a Don 
Juan character, a sort of supermale who defends against 
feelings of masculine inadequacy with a “need to deceive, 
outwit, and conquer.” Malmquist (37) agreed and sug- 
gested that boys with hysterical personalities might de- 
velop a defensive exaggerated masculinity and engage in 
a lifelong pattern of provoking behavior. .Halleck (38) 
added that these men might therefore tend toward soct- 
opathy but the majority of authors seem to agree that the 
hysterical personality in men is “‘associated with passive, 
feminine, homosexual character traits” (39-41). 

Two descriptions are more complete than these. In a 
Swedish study that compared the incidence of excessive 
surgery in 812 hysterical personalities of both sexes, 
Lindberg and Lindgard (42) found that only the women 
tended to be significantly overtreated. They observed that 
the incidence of hysterical personality was about the 
same in both sexes at age 20 and that the incidence grad- 
ually increased with age for women but sharply decreased 
for men. The overall comparative incidence of hysterical 
personality in all age groups was 3 to 2 in favor of 
women. These authors suggested that the rapidly declin- 
ing incidence with age of male hysterical personality 
might be explained by social pressures. They speculated 
that male hysterics gradually camouflage their feminine 
traits as they grow older in a “chameleon reaction,” a 
concept quite consistent with the hysterical personality’s 
proclivity for role playing. 

The most complete picture of the male hysterical per- 
sonality was detailed recently by MacKinnon and Mi- 
chels (43). After stating that hysterical personalities of 
both sexes exaggerate the traits and mannerisms that 
characterize normal femininity and speculating that hys- 
terical personalities of both sexes are equally common in 
some subcultures of our society, they found that some 
men may be obsessively aggressive whereas others may 
be passively effeminate. “In both sexes there is a strong 
interest in style and fashion ... [and] in the men there 
may be a quality of foppishness or excessive masculi- 
nity.” 

Those who agree about the existence of male hysterical 
personalities have thus described passive, effeminate ho- 
mosexuals or Don Juans exuding masculinity. Without 
giving further details about the differences between the 
sexes in history and without presenting symptomatology, 
therapeutic course, or outcome, all agree that both sexes 
generally conform to DSM-II’s definition of hysterical 
personality (44). Using that definition to find male hys- 
terical personalities, we attempted to fill in some of those 
details. 


METHOD 


Patients in this study were drawn from St. Elizabeths 
Hospital, a 3,100-bed federal psychiatric institution that 
primarily serves District of Columbia residents and that 
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includes a community mental health center (CMHC). All 
male patients since 1968 who had been officially labeled 
by hospital records as having hysterical personality were 
considered for inclusion in this study. In addition, 
requests were sent to professional staff in the CMHC list- 
ing the adjectival statements used for the diagnosis of 
hysterical personality by DSM-H. These requests asked 
for names of patients fitting the listed criteria with whom 
the staff was familiar. This pool was further augmented 
with cases familiar to us. 

The records of these patients were then examined. It 
was required for inclusion in the study that all character- 
istics in the DSM-III definition of hysterical personality 
be mentioned explicitly in the case record. Once the qual- 
ified cases had been selected by this method, the patient 
records were reexamined to compile the following infor- 
mation. | 
Findings 


We found 27 men who fitted the DSM- criteria for 
hysterical personality. Our subsample indicates that hys- 
terical personality in men occurred roughly once per 
1,000 diagnoses in the population we reviewed.’ All but 
one first sought treatment voluntarily between the ages of 
15 and 25, but generally only after pressure from parents, 
physicians, or officials. A majority had a history of sui- 
cidal gestures or threats, with wrist cutting and over- 
dosages being the gestures of choice. A minority were ad- 
mitted with psychotic episodes. 

The phrase “hysterical personality” appears in one- 
fourth of the charts covering admissions before 1968. 
Passive-aggressive personality and alcoholism were high- 
est in diagnostic frequency in this group. Since 1968, 
“hysterical personality’? has appeared in all the charts, 
although other diagnoses, especially alcoholism or drug 
dependence, are the official labels. : 

Most of our sample have a family history of mental ill- 
ness, usually alcoholism. The father is usually described 
as umassertive or as having been absent during the 
patient’s early childhood. All of our patients fell strik- 
ingly short of their educational potential and had a sur- 
prising degree of occupational instability after leaving 
school. Most had never been in military service, and most 
of those who were left the service with less than honor- 
able discharges early in their enlistments. 

The vast majority of these men were heterosexual. 
Half of them have been married at least once, but only 
two had stable marriages at this writing. Half of the 
wives whose ages we know were older than their hus- 
bands. All our patients had disturbed sexual relation- 
ships, with variations ranging from fears of inadequacy 
to unhappy homosexual relationships. 

A majority of these men abused alcohol or drugs. Most 
have been charged with drunkenness or robbery. Some of 
the crimes were attention-getting gestures, but the major- 


'Our methodology precludes precise statistical inferences. We were un- 
able to subject the entire hospital population to equal scrutiny. To avoid 
misleading conclusions, these limitations dictate reporting our findings * 
to approximate terms rather than in the actual percents observed. 
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HYSTERICAL PERSONALITY IN MEN 


ity were impulsive efforts to get something for immediate 
enjoyment. 

No personality traits beyond those in the DS M-I defi- 
nition characterized our sample, although lying and ma- 
nipulativeness were frequently mentioned. Striking ef- 
feminacy was noted in four patients and striking 
masculinity in two. Some had an abundance of physical 
complaints, but this was not true of the group as a whole. 
There was little indication of the overuse of surgery. The 
only frequent abnormality found on mental status exam- 
ination was suicidal thoughts. 

Upon hospitalization, those patients placed in the 
maximum security unit improved their behavior to the 
point of becoming almost ideal citizens; this occurred to a 
greater degree with patients in the maximum security set- 
ting than with those on more permissive wards. Phenothi- 


azines were sometimes associated with calming. Group > 


therapy was often associated with improved behavior. 
Termination of therapy or of hospitalization by the 
patient nearly always occurred before the. therapist 
agreed it was indicated. Those few patients who did not 
prematurely terminate are still undergoing treatment, 
and none of the entire sample has succeeded in commit- 
ting suicide. 


DISCUSSION 


The hysterical personality in men and women is similar 
in many respects that go beyond the DSM-III definition. 
Both men and women initiate treatment in their late 
teens or early twenties. Both have a history of suicidal 
gestures. Both tend to be the last-born or only child (26), 
and the mother is the dominant parent in the patient’s 

eyes. Both are scholastic and occupational under- 
‘achievers. Sexual satisfaction is rare in both groups, and 
we are impressed by the interest that both show in older 
mates. Both overuse alcohol or drugs; the men tend more 
toward alcohol and the women more toward other drugs. 
Unreliability and lying are common. Their mental status 
examinations are similar, except that a strikingly seduc- 
tive appearance is mentioned much more frequently re- 
garding women than regarding men; this could be be- 
cause most of the examiners were men. There are 
similarities in treatment course in that both often become 
the special patient, the stormy patient, or the intractable 
patient who paradoxically “doesn’t seem all that sick.” 

There seem to be three areas of difference: women have 
not had the opportunity to develop blotched military his- 
tories; men are much more likely to have histories of 
criminal acts; and women are much more likely to have 
histories of major surgical procedures. 

The one- or two-line comments about male hysterical 
personalities we find in the literature stress sexual prob- 
lems and affectations. These were found in that minority 
of our sample whose main presenting problems were 
much more likely to be person-to-person or person-to-so- 
ciety. The literature stressing the antisocial aspects of the 
male hysterical patient is thus much closer to our find- 
ings (38). However, our method could have skewed this 
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finding, since our sample was drawn from a “‘state hospi- 
tal” population. 

Our findings support Chodoff’s idea that the hysterical 
personality and conversion hysteria should be separate 
diagnoses. None of our patients had clinical conversion 
hysteria, although some had hypochondriasis. Some ex- 
perienced hysterical psychoses, and a few of these were 
quite suggestive of the hysterical schizophrenia that Mal- 
lett and Gold (32) and, later, Quitkin and Klein (45) de- 
scribed. 

Several patients had depressive symptoms; these 
patients might be considered as having a “‘depressive-hys- 
terical syndrome” or hysterical depression. It is clinically 
important that hysterical personality be separate from 
conversion hysteria so that these hysterical schizophre- 
nias and hysterical depressions can be perceived as mani- 
festations of a personality disorder rather than the neu- 
rotic or psychotic clinical entities they mimic. To 
overlook the manipulative opportunities created when 
these patients are treated as if they had schizophrenia or 
depression establishes an attention-getting reward that 
encourages unnecessary repetitions and disappointing 
therapeutic results. 7 

From the standpoint of our study, an even more com- 
pelling reason for not lumping hysterical personalities 
with conversion hysteria is that these patients’ inter- 
personal and social problems are paramount. A separate 
diagnostic category correctly emphasizes the severity of 
their disorder. Grouping them with conversion hysteria 
creates the impression that these men have under- 
developed hysterias. Our study indicates they are prob- 
ably more severely ill than that, at least in terms of lack 
of therapeutic response. The fact that all the patients in 
this study who were mistakenly diagnosed as suffering 
from depression or schizophrenia became treatment fail- 
ures indicates that not recognizing the hysterical person- 
ality in men is not only a diagnostic error but antithera- 
peutic and counterproductive as well. 

Therapy must therefore steer clear of becoming a life- 
long, self-rewarding goal in itself, a goal that reinforces 
dependent, manipulative behavior. This is compatible 
with the recommendations of many authors on hysterical 
personality in women and suggests that the literature on 
hysterical personality provides guidance in the treatment 
of both sexes (38, 46-48). 

Our finding that hysterical personality is a disorder of 
youth in men more often than in women supports Lind- 
berg and Lindgard’s study, which showed a rapid age- 
related decline in its incidence in men (42). One might 
ask whether male hysterics fade with age because their 
ranks are decimated by attrition to alcoholism, whether 
they camouflage themselves as Lindberg and Lindgard 
suggested, or whether they simply mature. If they are 
decimated by alcoholism therapeutic intervention is in- 
dicated, but if that intervention is predicated upon mis- 
diagnoses such as schizophrenia or depression the out- 
come is likely to be a maladaptive behavior pattern more 
deeply ingrained than the one left untreated. If it is true 
that this disorder’s incidence declines with age because of 
“maturation,” such treatment would at least retard natu- 


ral progress and at worst fuel the fire it seeks to extin- 
guish. This is clearly a situation in which proper diag- 
nosis is prerequisite to successful treatment, yet the data 
upon which to make that diagnosis have hitherto been 
impoverished and widely scattered. 

Why is the male hysterical personality so often ex- 
cluded from literary mention? Chodoff and Lyons’ arti- 
cles (34, 49) may suggest an answer: Nearly all the papers 
about hysterical personality have been written by men, 
men whose most troublesome and memorable cases have 
been women. We would join Chodoff in speculating that 
a literature on hysterical personality by women might 
have much more to say about male hysterics. 

There is another aspect to this question. Anyone famil- 
iar with the glee some physicians display as they “prove” 
the absence of an organic basis to conversion symptoms 
can recognize that this says much about physicians’ reac- 
tions to patients with hysterical features. When a physi- 
clan responds to a patient’s using symptoms for manipu- 
lative purposes, he often does to this patient what 
psychiatrists have done to the male hysterical personality 
in the literature: he shuts himself off from considering the 
validity of other symptoms by ignoring them or respond- 
ing to them in a perfunctory way. 

If we accept this phenomenon as occurring with male 
patients to a greater degree than with female patients, 
and if we recognize that the vast majority of physicians 
are men, the implication is that when psychiatrist and 
patient are both men, a double standard for hysterical 
personalities evolves, and that this may simply be an ex- 
ample of male chauvinism. 
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HYSTERICAL PERSONALITY IN MEN 


DISCUSSION 


MARIANNE S. BRESLIN, M.D. (Durham, N.C.)—This scholarly 
historical review of the diagnosis of hysterical personality in 
men reflects the dilemma confronting psychiatrists when they 
examine a patient who in the initial interview does not exhibit 
characteristic hysterical behavior as described in DSM-JI. The 
dilemma Is present regardless of the sex of the patient because 
of the tendency of the hysteric toward increased defensiveness 
and role playing. 

It appears entirely possible that it is not just male chauvinism 
that makes the diagnosis so infrequent in men and so frequent 
in women when the examiner is a man, be he a psychiatrist, in- 
ternist, surgeon, or obstetrician. The problem of making the 
diagnosis of hysterical personality in men is related to what the 
authors of this paper so accurately report as the “chameleon re- 
action,” the role playing that is typical of the hysterical person- 
ality. A male hysteric behaves differently with a male examiner 
than he does with a female examiner. In general terms, the be- 
havior of a male hysteric with a male diagnostician is more de- 
fensive when the primary unresolved conflicts surround a com- 
bination of unresolved dependency, competition, and rivalry 
with male authority figures. The chameleon reaction is a very 
successful, multiple-determined defense that is not nearly so 
self-destructive as the provocative, hypermasculine, Don Juan- 
type of behavior characterized by a “need to deceive, outwit, 
and conquer.” 

In other words, the type of male hysteric who is not being 
diagnosed properly most likely falls into the category of what 
has been termed the “so-called good hysteric.”’ This patient 
wants to please the examiner, wants to be “cooperative,” and 
often tries to anticipate the examiner’s thinking so as to pro- 
duce the kind of material he believes the examiner wants to 
hear. Needless to say, this type of hysterical patient does not ap- 
pear very sick and is often dismissed with, “There ts nothing 
wrong with you,” or “You don’t need to see a psychiatrist.” 

The so-called good hysteric is contrasted with the “so-called 
bad hysteric,”’ a term that was first put into print by Elisabeth 
Zetzel. However, the expression “bad hysterie” has been in in- 
formal use for many years and has considerable meaning to 
those who work with such patients. 

The authors used a careful methodological approach in their 
selection of 27 male patients diagnosed as having hysterical per- 
sonality from the population of a large federal psychiatric insti- 
tution. Their description of a preponderance of symptom- 
atology in these 27 cases appears to classify these men as so- 
called bad hysterics. This label properly reflects not only the 
frustration of working with such treatment-resistant hysterical 
patients (be they male or female) but also the disappointment of 
the treating physician when a patient who seemed not very sick 
turns out to have an intractible illness. In fact, it is character- 
istic of the bad hysteric that he does not tend to get well no mat- 
ter what the treatment approach is. This type of patient tends 
toward acting out and exploits therapy of any kind, turning it 
into “a lifelong, self-rewarding goal in itself, thus reinforcing 
dependent and manipulative behavior,” as the authors so accu- 
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rately observed. : 

The impression that the selected group of hysterical male 
patients belong to the group of so-called bad hysterics is rein- 
forced by the frequency of a history of suicidal gestures or 
threats. Wrist cutting and overdosages are the gestures of 
choice. This impression is also reinforced by the history of psy- 
chotic episodes and sociopathic tendencies in tnese patients. 

The treatment-resistant bad hysteric belongs to a group of 
patients whose behavior, in general, tends to be regressive and 
infantile. Unresolved dependency conflicts are severe and of 
great importance in these patients. They tend to have marked 
unresolved separation-individuation problems that are usually 
related to problems with the nurturing figures of early child- 
hood. If we apply the concept of development lines, the bad 
hysteric tends to have a weak, undifferentiated, and immature 
ego and we find strong components of excessive narcissism or 
of masochism in his personality. The patient seeks dyadic ra- 
ther than triadic relationships, has greater problems in dis- 
tinguishing outer reality from inner reality, and cannot think 
of his own self as being separate from others. In addition, he 
depends strongly on reactions and emotional input from the en- 
vironment for gratification. The assessment of so-called de- 
velopmental lines would have important implications for the 
choice of treatment methods. 

The paper by Lindberg and Lindgard referred to by the au- 
thors made the interesting observation that there are as many 
male hysterics as female hysterics diagnosed by the age of 20 
but that at a later age the ratio becomes one to three. Lindberg 
and Lindgard cited environmental pressures and social stress as 
possible factors pushing men toward greater emotional matura- 
tion and life adaptation. 

Weston La Barre, a noted anthropologist who made a longi- 
tudinal study of a southern hysterical man and his relationship 
to his environment, stressed the fact that Western culture en- 
courages and tolerates hysterical behavior in women. In some 
Oriental cultures, on the other hand, where the pressure toward 
emotional maturation and adaptation to life stresses is mostly 
on the woman, she assumes greater responsibility in the family 
and society, while hysterical behavior is encouraged, rewarded, 
and considered desirable in the man. 

Psychological therapies are based to some extent on the as- 
sumption that certain infantile behaviors are given up because 
of lack of success in deriving satisfaction from them and that 
frustration outweighs the rewarding aspects of such behavioral 
attitudes. It is entirely possible that some further maturational 
and adaptational processes take place in so-called good hyster- 
ics with consistent external pressure from society and the need 
for the man to establish himself in a responsible role. This may 
provide for a natural selection between good and bad hysterical 
personalities in the case of male patients. 

I would like to have seen the authors include a sample of 
male patients diagnosed as having hysterical personality who 
were not hospitalized but seen as outpatients only. Because of 
the increased defensiveness of the hysterical patient with a 
member of the same sex, it would also be interesting to find out 
how often the diagnosis of hysterical personality is made when 
the examiner is of the same sex versus when the examiner is of 
the opposite sex. 


Can the Computer Assist Clinicians in Psychiatric Diagnosis? 


BY ROBERT L. SPITZER, M.D., AND JEAN ENDICOTT, PH.D. 


When 100 patients were evaluated by a therapist, 
DIAGNO III (a computer program for psychiatric diag- 
nosis}, and the senior author, the computer's and thera- 
pist’s diagnoses were in agreement in 65 cases, the senior 
author's diagnoses agreed with the computer and thera- 
pist in 56 of the cases. The authors discuss the situations 
in which the computer can be most helpful in diagnosis 
and also point out some factors that reduce the potential 
of computer analysis. They suggest that despite the diffi- 
culties in computerizing data and in simulating the diag- 
nostic process, computers can be of aid in the field of psy- 
chiatry as they have already proved to be in other 
medical specialties. 


THE WELL-KNOWN LIMITATIONS of the clinical method for 
arriving at a psychiatric diagnosis, especially its unrelia- 
bility, have led to several efforts to make use of com- 
puters for integrating clinical observations into psychi- 
atric diagnoses (1-6). In these efforts, the basic observa- 
tions of signs and symptoms are made by clinicians. 
These are the raw data that either a clinician or a com- 
puter can use to arrive at a diagnosis. There are several 
advantages to computer-generated diagnoses. First of 
all, there is the value of necessarily perfect reliability in 
the sense that given the same data, the computer pro- 
gram will always yield the same diagnosis. Second, the 
computer program can employ rules developed from a 
large and more diverse sample of actual patients than 
any single clinician can command. In addition, the rules 
by which a computer assigns a diagnosis are explicit and 
public. Finally, empirically based rules constitute at least 
potential advances in our scientific understanding of the 
complex relationship between symptom characteristics 
and diagnosis. The computer programs for psychiatric 
diagnosis that we have developed have proved of value in 
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describing samples of subjects (7), selecting subjects for 
experiments or treatment (8), epidemiological and cross- 
cultural studies (9), and investigating problems of 
classification (10). 

There are now at least two computer diagnosis pro- 
grams that are operational in automated record-keeping 
systems. In both the Missouri Standard System of Psy- 
chiatry (4) and the Multi-State Information System for 
Psychiatric Patients Project (11), the clinician routinely 
completes certain standardized evaluation forms on each 
of his patients at the time they are admitted to the hospi- 
tal. The computer processes the information and as part 
of its output includes computerized diagnoses. Modest 
agreement between the clinical diagnoses and the com- 
puterized diagnoses has been demonstrated for both of 
these systems. 

This paper will focus on an issue on which there are no 
previous reports: whether or not the computerized diag- 
noses can actually assist clinicians in the differential diag- 
nostic process as would an expert diagnostic consultant. 
Logically, several situations are possible when, over a se- 
ries of cases, the computer and the clinician have modest 
agreement on diagnoses. The greatest assistance from the 
computer would be in instances of disagreement in which 
the computerized diagnoses proved to be the more rea- 
sonable. The situation in which the computer would be of 
no assistance, and in fact could be misleading, would be 
the reverse: disagreement in which the clinician’s diag- 
noses were the more reasonable. In addition, there could 
be instances of disagreement where both diagnoses were 
poor. Of course, there could be agreement between the 
clinician and the computer on the wrong diagnoses. In 
such cases, the computer would strengthen the clinician’s 
conviction that he had made the correct diagnosis when it 
should be questioning it. 


METHOD 


The subjects in this study were 100 patients con- 
secutively admitted to the Washington Heights Commu- 
nity Service of the New York State Psychiatric Institute. 
All patients on this service are evaluated on admission 
through the use of two of the automated forms of the 
Multi-State Information System for Psychiatric 
Patients, the Mental Status Examination Record 
(MSER), and the Psychiatric Anamnestic Record 
(PAR) (12). 

The MSER is a four-page form designed to enable a 
rater to record the results of a mental status examination. 
Its coverage is divided into the following sections: atti- 
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tude toward rater, reliability and completeness of infor- 
mation, appearance, motor behavior, general attitude 
and behavior, mood and affect, quality and content of 
speech and thought, somatic functioning and concern, 
perception, sensorium, cognitive functions, judgment, po- 
tential for suicide or violence, insight and attitude toward 
illness, overall severity of illness, and change in condition 
during the past week. The rater is encouraged to consider 
all the items on the MSER when he conducts his exam- 
ination. The evaluation covers behavior and symptoms 
that occurred during the week prior to, and including the 
day of, evaluation, whether the evaluation is done at the 
time of admission or later. 

The PAR is a four-page form designed to cover the in- 
formation that is generally included in a psychtatric case 
history. Its coverage includes the following items: charac- 
teristics of current condition, psychiatric disturbance in 
family, previous treatment for psychiatric disturbance, 
childhood problems, adolescent and adult friendship pat- 
terns, education and intellectual capacity, occupational 
history, adolescent and adult heterosexual adjustment, 
marital history, physical health, personality traits, and 
history of arrests. A large section deals with psycho- 
pathological signs and symptoms, which are judged for 
two time periods: age 12 to the last month and the last 
month. The rater may also note whether a symptom Is a 
reason for the patient’s current admission to the facility. 
The last section covers overall severity of illness for three 
time periods: prior to age 12, from age 12 to the last 
month, and during the last month. 

The coverage of the PAR is directed primarily toward 
psychopathology that has been shown to be relevant to 
the evaluation of current and past severity of disturbance, 
prognosis, and diagnosis. Many details of the case history 
that are often of interest to some clinicians are of neces- 
sity not included. For example, the PAR contains items 
describing the adequacy of adolescent heterosexual ad- 
justment (highly related to prognosis) but does not con- 
tain items describing the extent and sources of informa- 
tion regarding sex. 

The data from these two forms were analyzed using a 
computer program called DIAGNO III. The program 
employs a logical decision tree model similar to the dif- 
ferential diagnostic procedure employed in clinical medi- 
cine. In this model the computer program asks, at each 
decision point, true-false questions of the data recorded 
on the input documents. Each question consists of one or 
more statements combined with the logical operators 
“not,” “and,” and “or.” The answer to a question asked 
by the program determines the next question that is to be 
asked. The truth or falsity of each question rules out one 
or more diagnoses and determines which question is to be 
examined next. Some questions query the presence of a 
single sign or symptom, others whether a numeric score is 
in a certain range, and still others the presence of a com- 
plex pattern of both signs and scores. This approach is 
similar to the differential diagnostic method used by cli- 
nicians in making a psychiatric diagnosis. 

The output of DIAGNO III for a given patient is one 
or more of 79 psychiatric diagnoses listed in APA’s Diag- 
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nostic and Statistical Manual of Mental Disorders, sec- 
ond edition, (DSM-ID (13). The diagnoses are divided 
into those for which there is “strong evidence” and those 
for which there is “some evidence.” Within the former 
category, multiple diagnoses may appear with the follow- 
ing limitations: A diagnosis of transient situational dis- 
turbance, conditions without manifest psychiatric dis- 
order, nonspecific illness, or no mental illness excludes all 
other conditions; at most, one functional psychosis, per- 
sonality disorder; or neurosis is noted; when a functional 
psychosis and/or a personality disorder is diagnosed, 
neurotic disorders are excluded (but may still appear in 
the category “some evidence”). 

In outputing the diagnoses, the conditions are listed in 
the following order, which roughly corresponds to de- 
creasing degrees of severity: organic brain syndromes, 
functional psychoses, sexual deviations, alcoholism and 
drug addictions, personality disorders (arranged in order 
of decreasing severity), neurotic disorders (arranged in 
order of decreasing severity), psychophysiologic dis- 
orders, conditions without manifest psychiatric disorder, 
nonspecific conditions, and mental retardation. A 
sample of the output is shown in appendix 1. 

The study was started just as the computer diagnosis 
program was made operational in the facilities partic- 
ipating in the Multi-State Information Project. To insure 
that there would be no possible learning effect, the diag- 
nostic portion of the computerized output from these 
forms was separated and retained in the research office 
until the study was completed. 

The admission diagnosis that was part of the dictated 
initial history was used as the therapist’s diagnosis. These 
diagnoses are usually made after discussion with an at- 
tending psychiatrist and sometimes differ from the initial 
diagnosis that was made on the day of admission. The 
initial history is usually dictated at least a week after ad- 
mission and is based on several interviews with the 
patient and often on interviews with members of his fam- 
ily. 
Each of the 100 patients was briefly interviewed by the 
senior author, generally within the first 48 hours of ad- 
mission. He had access to the admission note and pro- 
visional diagnosis. At no time prior to the final analysis 
of the data did he see the MSER and PAR forms or the 
computer diagnosis. The length of his examination varied 
from a few minutes to as long as 40 minutes. The purpose 
of this examination was to confirm the major findings 
cited in the admission note. The senior author made a 
tentative diagnosis at that time. Once the initial history 
was typed, he reviewed it and sometimes changed his own 
diagnosis in the light of additional (usually historical) in- 
formation. The attempt here was not to have a com- 
pletely independent examination but rather to simulate 
the role of a consultant who, by and large, is heavily de- 
pendent upon the therapist’s description of the patient’s 
current and past status. When he gave a different diag- 
nosis it could be because he agreed with the primary data 
but disagreed with the diagnostic summarization, or be- 
cause he disagreed with an essential descriptive finding. 

The level of agreement between the therapist’s and 


TABLE | 
Distribution of Main Diagnoses for Therapist, Computer, and 
Senior Author (N=100) 


Senior 
Diagnosis Therapist Computer Author 
Organic brain syndrome 11 16 8 
Schizophrenia 64 60 57 
Affective psychosis 8 9 10 
Neurosis 4 T 14 
Personality disorder I 2 3 
Other 6 6 8 


computer’s main diagnosis was examined for each of the 
100 patients. The scaling of psychiatric diagnostic dis- 
agreement is necessarily judgmental. In previous work 
we developed computer algorithms for assigning levels of 
disagreement to pairs of actual diagnoses. In this system, 
a “0” is perfect four-digit agreement, a “2” is three-digit 
agreement (e.g., two different subtypes of schizophrenia), 
a “3” is for closely related categories such as manic-de- 
pressive, depressed, and depressive neurosis, a “5” is for 
related categories or those showing some similarity, such 
as schizoid personality and chronic undifferentiated 
schizophrenia, a “7” is for more divergent categories 
such as manic-depressive, depressed, and chronic undif- 
ferentiated schizophrenia, and a “9” is for the most 
widely divergent categories, such as paranoid schizophre- 
nia- and anxiety neurosis. For the purposes of this study, 
all disagreements of levels 0 and 2 were considered 
“agreement” and all disagreements at level 3 and above 
were considered significant enough to suggest to the clini- 
cian that he might wish to reconsider his diagnosis. 


RESULTS 


The distribution of main diagnoses for the therapist, 
computer, and senior author for the 100 patients is shown 
in table 1. The distributions are very similar, with the se- 
nior author diagnosing schizophrenia less frequently and 
neurosis more frequently than the therapist. The com- 
puter diagnosed organic brain syndromes more often 
than either the therapist or the senior author. These dif- 
ferences are small compared to differences that are regu- 
larly reported between clinicians with different diagnostic 
Orientations, such as those in this country and the United 
Kingdom (9). 

For 65 of the 100 patients, the computerized main 
diagnosis was in agreement with the therapist’s main 
diagnosis (28 patients at level 0 and 37 at level 2). In these 
cases, the therapist would merely have had his recom- 
mendation confirmed by the computer and therefore 
would not have been tempted to change his diagnosis. 

An examination of these 65 patients showed that for 56 
of them the senior author’s diagnoses also agreed with 
those of the therapist and computer. All of the data for 
the remaining nine patients were examined in detail by 
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both of us to determine if the computer was confirming a 
poor diagnosis or whether the expert himself might be in 
error. For five of these patients the disagreement was be- 
cause the senior author was unwilling to accept a clinical 
finding reported by the therapist in both the case record 
and the automated forms. For example, one patient was 
described as ‘‘autistic’”? based on reports that she spent 
considerable time talking to imaginary companions. The 
senior author was more impressed with the patient’s hys- 
terical features and thought that the talking to imaginary 
companions was a symptom of hysteria rather than schiz- 
ophrenia. For these five patients a good case can be made 
for either the diagnoses of the therapist and computer or 
the diagnoses of the senior author. For the remaining 
four patients, the diagnoses of the computer and therapist 
seemed to be clearly wrong due to a poor judgment of a 
clinical finding made by the clinician. For example, one 
patient was noted as having flight of ideas and was thus 
diagnosed as psychotic by both the therapist and the 
computer, when apparently only some tangentiality was 
present. 

For the remaining 35 patients, where there was signifi- 
cant disagreement between the computer and therapist, 
all of the data were examined in detail by both of us to 
determine how helpful the computer diagnoses would 
have been. Table 2 lists the diagnoses for the 20 patients 
where the computer diagnoses would have aided the clini- 
cian, and table 3 lists the diagnoses for the 15 patients 
where the computer diagnoses would not have been an 
aid. In both tables multiple diagnoses and comments are 
also given so that the reader can better evaluate the de- 
gree to which the computer would have been an aid. 

For 13 of the 20 cases where the computer would have 
been an aid, the diagnoses of the computer were clearly 
better than those of the therapist. For example, for 
patient 15 (table 2) the therapist diagnosed occupational 
maladjustment although he clearly indicated in the case 
record and on the forms that the patient was psychotic. 
Both the senior author and the computer diagnosed 
schizophrenia. For patient 18 the therapist diagnosed in- 
volutional paranoid state, but the patient’s age and his- 
tory of alcoholism with recent withdrawal led the com- 
puter and the senior author to more correctly diagnose 
psychotic organic brain syndrome due to alcohol. For the 
remaining seven patients, the computer diagnosis pro- 
vided alternative diagnoses that appeared to be equally 
reasonable or for which there was good evidence. For ex- 
ample, for patient 13, the therapist diagnosed schizo-af- 
fective schizophrenia, whereas the computer diagnosed 
manic-depressive, circular type, manic, which after a re- 
view of the case record seemed equally reasonable. For 
patient 8 the therapist diagnosed involutional melan- 
cholia, but his ratings of disorientation and memory dis- 
turbance caused the computer to diagnose psychotic or- 
ganic brain syndrome due to cerebro-arteriosclerosis. If 
the ratings of sensorial disturbance are accurate, that is 
good evidence for the computer diagnosis. 

For nine of the 15 cases where the computer diagnoses 
would not have been an aid, the reason for the poor com~ 
puter diagnoses was apparently due to specific ratings 
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TABLE 2 


Twenty Cases in Which Therapist Had Significant Disagreement with Computer Diagnoses but Computer Diagnoses Would Have Aided 
Differential Diagnosis 





Case 


Therapist 


Diagnosis 


Computer 





. Expert 


Comment 





l Psychosis with childbirth; Adjustment reaction of Acute schizophrenic 


10 


i] 


15 


526 


paranoid schizophrenia 
Hysterical personality 
Inadequate personality; 
drug dependence 


Latent schizophrenia 


Involutional paranoid 
state; homosexuality; 
alcoholism 

Chronic undifferentiated 
schizophrenia 


Psychotic depressive re- 
action; other paranoid 
state 


Involutional melancholia 


Antisocial personality; 
alcoholism 


Psychotic organic brain 


syndrome (drug); manic- 


depressive, circular 


Dissociative neurosis 


Paranoid schizophrenia 


Schizo-affective schizo- 
phrenia 


Inadequate personality 


Occupational maladjust- 
ment 


Inadequate personality 


Adolescent adjustment 
reaction 
Involutional paranoid 
state; Korsakov’s psy- 
, chosis; alcoholism 


adult life 
Depressive neurosis 
Drug dependence; 
antisocial personality 


Obsessive-compulsive 
personality 


Paranoid schizophre- 
nia; alcoholism 


Psychotic depressive 
reaction; asthenic 
personality; psycho- 
physiological reaction 

Psychotic organic brain 
syndrome (cerebro- 
arteriosclerosis); in- 
adequate personality 

Psychotic organic brain 
syndrome (cerebro- 
arteriosclerosis); 
schizo-affective 
schizophrenia 

Alcoholism; explosive 
personality 


Manic-depressive, 
circular; drug de- 
pendence; cyclothy- 
mic personality 


Nonpsychotic organic 
brain syndrome 
(other); schizo-affec- 
tive schizophrenia 


Anxiety neurosis 


Manic-depressive, 
circular, manic; cy- 
clothymic personality 

Nonpsychotic organic 
brain syndrome 
(drug); drug depen- 
dence; hysterical 
personality 

Schizo-affective schizo- 
phrenia; asthenic 
personality 

Depressive neurosis 


Depressive neurosis 
Psychotic organic brain 


syndrome (alcohol); 
alcoholism 
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episode 
Hysterical personality 
Depressive neurosis; 
drug dependence; ' 


Meets criteria for adjustment reaction, although clinically 
such cases are usually called “postpartum psychosis.” 
Forms listed depressive symptoms as a prominent feature. 

Drug dependence was secondary diagnosis for both 
therapist and expert. Computer program puts drug 


inadequate personality dependence before personality disorder. Expert im- 


Depressive neurosis 


Involutional paranoid 
state; alcoholism; 
homosexuality 

Chronic undifferentiated 
schizophrenia 


Involutional paranoid 
state 


Involutional melan- 
cholia 


Antisocial personality; 
alcoholism 


Manic-depressive, 
circular 


Catatonic schizophrenia 


Depressive neurosis 


Schizo-affective schizo- 
phrenia 


Depressive neurosis; 
nonpsychotic organic 


brain syndrome 
(epilepsy) 


Chronic schizophrenia 


Depressive neurosis 
Depressive neurosis 
Psychotic organic brain 


syndrome (alcohol); 
alcoholism 


pressed with depression as the reason for admission. 

Computer program listed personality disorder first and 
neurosis only to be considered. No evidence for obses- 
sive-compulsive personality from chart, although ratings 
on form were clearly suggestive. Expert saw no justi- 
fication for diagnosis of schizophrenia. 

Delusions of influence noted on form but not in case 
record or on exam. Questionable rating. 


Computer program criteria for schizophrenia not met 
because of absence of clear schizophrenic symptoma- 
tology on form. 


Forms noted disorientation and memory and attention 
disturbance that were not evident in case record or on 
exam. If ratings accurate then organic brain syndrome 
should be considered. 

Forms noted disorientation and memory disturbance not 
on records or on exam. 


Both therapist and expert gave alcoholism as a secondary 
diagnosis. On reconsideration, expert believed com- 
puter’s secondary diagnosis of explosive personality was 
far better than diagnosis of antisocial personality, 

Therapist believed that manic-depressive condition was 
aggravated by excessive use of bronchodilator (Isuprel) 
inhaler. Expert doubted this was a significant factor, 
Even if it were, organic diagnosis should have been 
secondary. 

Clinical record supported diagnosis of schizophrenia, 
and therapist changed diagnosis at discharge to com- 
puter diagnosis. The disorientation and memory distur- 
bance in the absence of delusions and hallucinations in a 
young person led to a computer diagnosis of organic 
brain syndrome, which took precedence over a function- 
al diagnosis, 

Nothing in record or on forms to support diagnosis of 
schizophrenia. 

History is compatible with either schizo-affective schizo- 
phrenia or manic-depressive disorder. 


Discrepancy between case record and forms as to severity 
of drug dependence. Both computer and expert agreed 
on organic brain syndrome. 


Therapist acknowledged that patient was psychotic yet gave 
an incompatible diagnosis. 


Neither ratings nor case history supported therapist's 
diagnosis. 

History of severe depressive symptomatology would seem 
to exclude therapist’s diagnosis. 

Age and history of alcoholism with recent withdrawal did 
not justify therapist’s first diagnosis. 


ROBERT L. SPITZER AND JEAN ENDICOTT 


<meta TE ONAN RN St RL 


Diagnosis 


Case Therapist Computer 


Expert 


Comment 
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19 Psychosis with childbirth; 
paranoid personality; 
obsessive-compulsive 
personality 


Paranoid schizophre- 
nia; cyclothymic ber- 
sonality; psycho- 
physiologic reaction 


episode 


20 Chronic schizophrenia Asthenic personality 


made by the therapist on the forms which did not seem 
justified or even likely. For example, for patient 10 (table 
3) both the case record and the senior author’s exam- 
ination revealed hallucinations and flat affect, which were 
not noted on the form. Therefore the computer diagnosis 
was depressive neurosis, whereas the therapist and senior 
author both diagnosed chronic undifferentiated schizo- 
phrenia. For patient 14, the therapist checked “‘echo- 
lalia, which was almost certainly not present; this 
caused a computer diagnosis of schizophrenia when both 
the therapist and the senior author diagnosed adolescent 
adjustment reaction. 

For the remaining six patients, the computer algorithm 
was insensitive to a clinical distinction that both the ther- 
apist and the senior author were able to make. For 
patient | the algorithm was unable to detect a clinically 
recognizable manic syndrome, which was recognized by 
both the therapist and the senior author although it was 
not a typical full-blown manic attack. For patient [5 the 
computer program missed a diagnosis of schizophrenia 
because it assumed that a history of previcus hallucina- 
tions could be accounted for by alcohol when in fact they 
were due to schizophrenia. 


DISCUSSION 


This study examined the potential value of computer- 
ized psychiatric diagnoses as an aid to the differential 
diagnostic process of the clinician. The research design of 
this study made it necessary for the computerized diag- 
nostic output to be withheld from the therapists lest there 
be a learning effect. Therefore, the results only suggest 
that it would have been helpful if the therapists had con- 
sidered the computer diagnostic output. Limitations in 
the effectiveness of such a system would include delays in 
getting the computer output to the clinicians, and either 
the clinicians’ reluctance to consider computerized rec- 
ommendations or their uncritical acceptance of whatever 
the computer suggested. If, as we believe, computerized 
diagnosis can be an aid to clinicians, then the social 
psychology of clinical usage of computer analysis and 
recommendations needs further study. 

Following the analysis of the results of this study, we 
modified the program to overcome two of the limitations 


Acute schizophrenic 


Depressive neurosis 


Expert followed suggestion of DSM-I/ to avoid postpar- 
tum psychosis diagnosis unless other psychoses could be 
excluded. Presence of paranoid delustons caused com- 
puter program to diagnose paranoid schizophrenia. 
Ratings indicating cyclothymic personality are question- 
able. 

No evidence in history or exam of thought disorder or 
impaired reality testing to support diagnosis of schizo- 
phrenia. 


of the original program. First of all, many facilities in the 
Multi-State Information System do not use the PAR. 
The program was modified so that the essential logic 
could be applied to the data from the MSER alone. To 
our surprise, the agreement between the diagnoses of the 
modified program and the therapist’s diagnoses was as 
high as that between the full program and the therapist’s 
diagnoses, thus justifying the use of the modified pro- 
gram based on mental status information alone (14). 

The second modification of the program was designed 
to increase the usefulness of the diagnostic output. There- 
fore, following the listing of the diagnoses, the rationale 
used by the computer in arriving at the main diagnosis is 
given. The logic is presented in terms of the actual ratings 
made by the clinician for that patient. Thus, if a func- 
tional psychosis is suggested because of a rating of delu- 
sions, hallucinations, and moderate incoherence, the out- 
put notes this in the statement, ‘Functional psychosis is 
strongly suggested by ratings of delusions and hallucina- 
tions (in the absence of drug abuse of a hallucinogen) and 
at least moderate incoherence.” Similarly, when a calcu- 
lated index, such as an index of depressive syndrome, is 
the basis for a diagnosis, the output lists the items in- 
cluded in the index, the critical value, and the patient’s 
score on that index. A sample of the output is shown in 
appendix 2. In another study we evaluated the acceptabil- 
ity of the modified program with the computer ratio- 
nale (15). Sixteen therapists, who had evaluated a total of 
77 psychiatric inpatients, were interviewed by a research 
assistant for their opinions of the clinical value of the 
computer diagnosis output. Twelve of the therapists 
stated that in most cases the output would be of some as- 
sistance in differential diagnosis. 

The results of the study reported here delineate some 
of the problem areas in maximizing the potential of com- 
puter analysis for psychiatric diagnosis. First of all, the 
computer can do no better than the data that it is given. 
Poor ratings, that is, ratings not supported by good evi- 
dence from the clinical record or by an independent ex- 
amination, or ratings that overlook items mentioned in 
the clinical record, were one of the chief sources of reduc- 
ing the usefulness of the computer’s suggestions. This 
confirms the obvious need to train therapists to make ac- 
curate judgments and to monitor the accurate recordings 
of the judgments they have made. 
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TABLE 3 
Fifteen Cases in Which Therapist Had Significant Disagreement with Computer Diagnoses and Computer Diagnoses Would Not Have Aided 
Differential Diagnosis 
Diagnosis 
Case Therapist Computer Expert Comment 





l 


10 


I] 


12 


13 


14 


Manic-depressive, circu- 
lar 


Psychotic organic brain 
syndrome (drug); in- 
adequate personality 


Explosive personality; 
alcoholism; mental 
retardation 


Manic-depressive, 
depressed 


Depressive Neurosis 


Depressive neurosis 


Involutional melancholia 


Schizo-affective schizo- 
phrenia 


Antisocial personality; 
depressive neurosis; 
marital maladjustment 


Chronic schizophrenia 
Manic-depressive, de- 


pressed; schizoid per- 
sonality; alcoholism 


Paranoid schizophrenia; 
alcoholism: borderline 
mental retardation 


Chronic schizophrenia 


Adolescent adjustment 
reaction 


Nonpsychotic organic 
brain syndrome (al- 
cohol); alcoholism: cy- 
clothymic personality 

Nonpsychotic organic 
brain syndrome 
(drug); drug depen- 
dence; inadequate 
personality 

Nonpsychotic organic 
brain syndrome (al- 
cohol); alcoholism; 
mental retardation 


Depressive neurosis; 
psychophysiological 
reaction 

Manic-depressive, de- 
pressed; alcoholism; 
asthenic personality 

Manic-depressive, 
depressed; passive- 
aggressive personality; 
psychophysiological 
reaction 

Schizo-affective schizo- 
phrenia; cyclothymic 
personality 

Psychotic organic brain 
syndrome (alcohol); 
paranoid schizo- 
phrenia; alcoholism 


Manic-depressive, 
depressed; alcohol- 
ism; drug depen- 
dence; antisocial 
personality 

Depressive neurosis 


Alcoholism; depressive 
neurosis 


Psychotic organic brain 
syndrome (alcohol); 
paranoid schizo- 
phrenia; alcoholism 


Manic-depressive, de- 
pressed; mental re- 
tardation 

Latent schizophrenta;_ 
paranoid personality; 
mental retardation 


Manic-depressive, 
circular 


Psychotic organic brain 
syndrome (drug) 


Depressive neurosis; 
alcoholism 


Manic-depressive, 
depressed 


Depressive neurosis 


Depressive neurosis 


Involutional melan- 
cholia 


Chronic schizophrenia; 
alcoholism 


Depressive neurosis; 
drug dependence 


Chronic schizophrenia 


Psychotic depressive 
reaction 


Alcoholism; depressive 
neurosis; schizoid 
personality 


Chronic schizophrenia 


Adolescent adjustment 
reaction 


Alcohol abuse noted on forms but not ir clinical record or 
on exam. Computer program algorithm did not detect a 
clinically recognizable manic syndrome. 


Did not note psychotic on form despite ratings of delu- 
sions, Computer program can be modified to handle 
this. 


Alcohol abuse combined with memory disturbance (sec- 
ondary to meningitis) led to a computer diagnosis of al- 
coholic organic brain syndrome, Therapist and expert 
gave alcoholism as secondary diagnosis. Expert im- 
pressed with depression on exam. 

Depression not severe enough for computer program to 
consider it a psychosis. 


Hallucinations checked on the forms although therapist 
and expert recognized symptom as “benign halluci- 
nation.” 

Many high ratings on form not justified by case record or 
exam, 


Poor rating of bizarre thoughts on form, for which expert 
found no evidence, led to a computer diagnosis of 
schizophrenia. , 

Both therapist and expert had a secondary diagnosis of 
alcoholism. Alcohol abuse combined with age, and 
dubious ratings of confabulation and attention distur- 
bance led to a computer diagnosis of psychotic organic 
brain syndrome due to alcohol. Secondary computer 
diagnosis was paranoid schizophrenia. 

High ratings for previous psychopathology plus dubious 
ratings of depersonalization and derealization led to a 
computer diagnosis of psychosis. Expert did not diag- 
nose antisocial personality because behavior seemed 
secondary to drug dependence. 

Case record and exam revealed hallucinations and flat 
affect, which were not noted on forms. 

No previous episodes to justify a diagnosis of manic-de- 
pressive. Computer printed alcoholism first even though 
depression was a more prominent part of current pic- 
ture. Expert missed history of alcoholism and felt de- 
pression was incapacitating enough to warrant psychotic 
diagnosis. 

Memory and attention disturbance noted on forms but not 
on exam or in case record. Expert thought hallucina- 
tions were benign so did not diagnose schizophrenia. 
Questionable whether admission was primarily for al- 
coholism or schizophrenia. 

No clear-cut schizophrenic signs on the forms, yet history 
of religious and paranoid delusions and inappropriate 
affect on exam led expert to diagnose schizophrenia. 

Poor rating of “echolalia” caused a computer diagnosis 
of psychosis. Expert ignored case record mention of 
mental retardation. 
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Diagnosis 


Case Therapist Computer 


Alcoholism; depressive 
neurosis 


15 Acute alcohol intoxica- 
tion; depressive neuro- 
sis; chronic schizo- 
phrenia 


Another problem area is the ambiguity in the defini- 
tion of many of the categories of the official nomencla- 
ture. For several cases, the ambiguity in distinguishing 
between psychotic and nonpsychotic conditions resulted 
in disagreements in diagnosis that would be difficult to re- 
solve between any two experienced clinicians who fol- 
lowed the less than precise recommendations of DSM- 
H (13). Computer programs that employ more precise 
definitions of psychiatric disorders, such as those that 
have been recently proposed by the group at the Wash- 
ington University School of Medicine at St. Louis (16), 
would undoubtedly avoid some of these problems. 

The model for this program, a logical decision tree ap- 
proach, can be used for any diagnostic system. It has the 
advantage over other approaches that employ statistical 
models, such as discriminant function analysis or Bay- 
esian probability, in that it does not require a large data 
base of rated patients for whom diagnoses are also avail- 
able. Therefore, changes in the definition of a category or 
the addition of a new diagnostic category can be easily re- 
flected in changes in the logical decision tree program. 

A small but significant source of error in this study was 
the insensitivity of the computer algorithms in detecting 
clinical conditions that were relatively obvious and in in- 
correctly assuming an association between two symp- 
toms (for example, alcoholism and memory disturbance), 
when in fact they were unrelated. Although minor im- 
provements can always be made in the algorithms, com- 
puterized diagnosis will always be in somewhat the same 
situation as computerized chess and language translation, 
in that the human mind can make distinctions, recognize 
patterns, and anticipate new data the computer cannot 
match. 

Large numbers of clinicians are now being asked to 
participate in automated record-keeping systems for psy- 
chiatric patients. Often they receive little feedback from 
the computer that is helpful to them in their management 
or understanding of their patients. Computerized diag- 
nosis, if successful, would be one type of output that 


could be an aid in teaching and reminding the clinician of 


important diagnoses to be considered. Thus it would in 
part justify the time that he is required to spend in filling 
out automated forms and would increase his motivation 
for supplying accurate data. This would increase the use- 
fulness of the data to him as well as to othe 





Expert 


Schizo-affective 
schizophrenia 





Comment 


Patient had previous schizophrenic episodes and now 
has a depressive episode with alcoholism. Computer 
program missed diagnosis of schizophrenia because it 
assumed that previous hallucinations were attributable 
to alcohol. Computer program missed diagnosis of 
acute alcohol intoxication because therapist failed to 
record clouding of consciousness, which was mentioned 
in record, Expert erred in ignoring alcoholism, 


tors. 

Computers are widely used to assist clinicians in differ- 
ential diagnosis in other fields of medicine, such as hema- 
tology, neurology, internal medicine, and radiology. This 
study shows that despite the difficulties in computerizing 
psychiatric data and the difficulties in simulating the 
diagnostic process, computers can be of aid in our field as 
well. 
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APPENDIX | 


Example of Output of DIAGNO III, A Computer Program for 
Psychiatric Diagnosis 


COMPUTERIZED DIAGNOSIS 


THE INFORMATION CONTAINED ON THE MENTAL 
STATUS EXAMINATION RECORD AND PSYCHIATRIC 
ANAMNESTIC RECORD WAS ANALYZED BY MEANS OF A 
COMPUTER PROGRAM, DIAGNO III, VERSION 1, FEBRU- 
ARY 1972. THE RESULTS OF THIS ANALYSIS ARE GIVEN 
BELOW AND ARE INTENDED TO SERVE AS AN AID IN THE 
DIFFERENTIAL DIAGNOSTIC PROCESS. 


PATIENT IDENTIFICATION NU MBER—-11646 
FACILITY CODE—14 

RATER CODE—29 

DATE OF MSER EVALUATION-—-AUGUST 10, 1970 


THE MOST LIKELY DIAGNOSIS IS— 
295.23 SCHIZOPHRENIA, CATATONIC TYPE, EXCITED 


HOWEVER, THE FOLLOWING CONDITION(S) SHOULD 
ALSO BE CONSIDERED— i 

309.91 NON-PSYCHOTIC ORGANIC BRAIN SYNDROME 
WITH OTHER PHYSICAL CONDITION, ACUTE 


296.1 MANIC-DEPRESSIVE ILLNESS, MANIC TYPE 


APPENDIX 2 


Example of Rationale Portion of Computerized Diagnostic 
Output 


SUMMARY OF BASIS FOR COMPUTERIZED MAIN DIAG- 
NOSIS BASED ON MSER RATINGS 


A MAIN DIAGNOSIS OF SCHIZOPHRENIA IS MADE 
BECAUSE 
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NO DEFINITE DIAGNOSIS OF AN ORGANIC BRAIN SYN- 
DROME COULD BE MADE; HOWEVER, AN ORGANIC 
BRAIN SYNDROME SHOULD BE CONSIDERED BECAUSE 
OF RATINGS OF 

—MARKED LABILITY OF MOOD 


FUNCTIONAL PSYCHOSIS IS STRONGLY SUGGESTED BY 
RATINGS OF i 
—DELUSIONS 
—HALLUCINATIONS (IN THE ABSENCE OF DRUG ABUSE 
OF A HALLUCINOGEN) 
—MARKED INAPPROPRIATE BEHAVIOR ` 
—AT LEAST MODERATE LOOSENING OF ASSOCIATIONS 
—A SCORE ON AN INDEX THAT COMBINES UNCOOP- 
ERATIVE, WITHDRAWN, INAPPROPRIATE, SUSPI- 
CIOUS, AND ANGRY BEHAVIOR, AND INABILITY TO 
FUNCTION IN GOAL-DIRECTED ACTIVITIES, IN A PER- 
SON OVER AGE 20 
CRITICAL VALUE = 19 PATIENT’S SCORE = 26 
—AT LEAST MODERATE DEPRESSED MOOD COMBINED 
WITH AT LEAST MODERATE RETARDATION OR EX- 
CITEMENT 
—A SCORE ON AN INDEX OF THOUGHT DISORDER 
(WHICH COMBINES INCOHERENCE, IRRELEVANCE, 
BLOCKING, LOOSENING OF ASSOCIATIONS, AND CON- 
CRETENESS) 
CRITICAL VALUE = 12 PATIENT'S SCORE = 14 
—A SCORE ON AN INDEX THAT COMBINES WITH- 
DRAWN BEHAVIOR, FLATNESS OF AFFECT, INAP- 
PROPRIATE BEHAVIOR, INAPPROPRIATE AFFECT, 
INCOHERENCE, IRRELEVANCE, LOOSENING OF AS- 
SOCIATIONS, CONCRETENESS OF THOUGHT, IDEAS 
OF REFERENCE, BIZARRE THOUGHTS, DEPERSONALI- 
ZATION, AND DEREALIZATION 
CRITICAL VALUE = 25 PATIENT’S SCORE = 34 


AN AFFECTIVE DISORDER IS RULED OUT BECAUSE 
SCORES ON INDICES OF THE DEPRESSIVE AND MANIC 
SYNDROMES ARE TOO LOW 


PARANOID TYPE BECAUSE OF RATINGS OF 
—DELUSIONS OF PERSECUTION 
—MARKED SUSPICIOUSNESS 


CAPS: An Automated Evaluation System 


BY RICHARD C. EVENSON, PH.D., IVAN W. SLETTEN, M.D., JAMES L. HEDLUND, PH.D., 


AND DAVID M. FAINTICH, M.S. 


The Community Adjustment Profile System (CAPS) 


compares a patient's community adjustment prior to 
treatment with his adjustment after treatment, using a 
statewide computerized information system. Ten areas of 
community adjustment are measured by 60 items ona 
questionnaire completed by a community correspondent, 
usually a relative who lives with the patient. The data 
from the questionnaire are keypunched into a central 
computer and a CAPS report is printed out at the admit- 
ting hospital. Data obtained at the time of admission are 
compared with data obtained 90 days after the patient 
has left the hospital. The profile shows graphically 
whether a patient's outcome was better or worse than the 
statewide average. CAPS currently has an 80 percent re- 
turn rate and 400 reports are processed monthly. 


ONE OF THE MOST DIRECT WAYS to measure the effec- 
tiveness of mental health treatment may be to compare 
the patient’s community adjustment prior to treatment 
with his community adjustment after treatment. 
McPartland and Richart (1) have criticized “intramural” 
-` evaluation (typically symptom reduction) as a way of es- 
tablishing the efficacy of treatment methods. They main- 
tained that the style of life after discharge is crucial in the 
evaluation of psychiatric treatment efforts. Williams and 
Walker (2) found that the degree of recovery at the time 
of discharge was of little value in predicting whether a 
patient would subsequently suffer a relapse. Ellsworth 
and associates (3) found that there is no consistent con- 
gruence between initial community adjustment, as rated 
by the family, and the patient’s ward behavior on admis- 
sion, as rated by staff, and that there is little relationship 
between staff-rated adjustment at the time of release 
from the hospital and family-rated adjustment three 
weeks later. Gurel (4) concluded that, although hospital- 
ization may provide prompt symptom reduction, its 
long-range influence on the patient’s community adjust- 
ment is usually minimal. 

A number of investigators have attempted to measure 
the patient’s adjustment in the community. Katz and 
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Lyerly (5) described a set of inventories for measuring 
adjustment and social behavior in the community. The 
inventories were designed for use by professional inter- 
viewers using standardized format and item content. 
Stewart and associates (6) have adapted the-Katz-Lyerly 
inventory for administration by mail. Berger and asso- 
ciates (7) described a social adjustment inventory that 
uses a questionnaire sent out by mail to two “community 
informants”? named by the patient. Ellsworth has devel- 
oped the Personal Adjustment and Role Skill (PARS) 
scale (8) and has reported on its use in evaluating treat- 
ment outcome (9). 

Relatives or “significant others” have proved to be rea- 
sonable sources of information about the patient. Ells- 
worth and associates (3) reported that information about 
a patient’s community adjustment obtained from appro- 
priate relatives was as reliable as that obtained from staff 
members and more reliable than that obtained from the 
patient himself. Small and associates (10) found commu- 
nity informants to be more reliable than patients them- 
selves in regard to present illness and current symptoms. 
Bentinck and associates (11) found that 94 percent of rel- 
atives were “good informants.” Pasamanick and Ris- 
tine (12) found that relatives seem competent to judge 
overt and meaningful deviations and functioning, partic- 
ularly when they report actual day-to-day behavior. Fi- 
nally, five studies (3, 6, 13~15) have reported return rates 
for mailed questionnaires that range from 78 percent to 
97 percent. 

In Missouri, an automated psychiatric history 
form (16) was developed for collecting information by 
mail from patients’ relatives. Each of 232 questions was 
printed on a separate prepunched Hollerith card. The in- 
formant was provided with an accordion-fold card-sort 
box and was instructed to place each item-card in the 
pocket that corresponded to the number of the multiple- 
choice answer he had chosen. The questions covered a va- 
riety of areas, including mood, symptoms, social behav- 
ior, community adjustment, family status, and history of 
illness. 

It was largely from data collected through this auto- 
mated history that the Community Adjustment Profile 
System (CAPS) was initially developed (17). A factor 
analysis of such data for 748 patients (364 women and 
384 men, ages 18 through 65) suggested that community 
adjustment could be substantially accounted for by 60 
items that measured ten areas of adjustment. Separate 
norms were computed for men and women and graph- 
ically scaled profiles were developed for these scales. In” 
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AUTOMATED EVALUATION SYSTEM 


FIGURE | 
Sample of Part of a Community Adjustment Profile, Scales 1 Through 6 
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addition to the 60 items that made up the adjustment 
scales, 38 questions of potential clinical and research in- 
terest were retained, as was the card-sort format of the 
automated psychiatric history. More recently, a paper- 
and-pencil questionnaire format has been implemented, 
and a mark-sense format (capable of being “read” by an 
optical-scan reader) has been designed. 

The data collected in this manner generate a comput- 
erized community adjustment report. Standard patient 
identification data, drawn from the computer’s memory 
bank, are printed out at the top of the report. The com- 
munity correspondent is identified and the dates on which 
reports have been made are provided. 


THE COMMUNITY ADJUSTMENT PROFILE 


A community adjustment profile is printed out as page 
two of the report. Each adjustive or symptom cluster is 
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listed along the left margin of the profile. Sample items 
from each scale are as follows: 1) Hostility: “has been 
quick to lose temper,” “has sworn and cursed at people”; 
2) Alcohol Abuse: “drinking has-interfered with work,” 
“drinks early in day or before breakfast”; 3) Depression: 
“has been very sad and blue,” “said there is nothing 
worth living for’; 4) Work Problems: “has had a full- 
time job or duty,” “has been fired from jobs”; 5) Assault- 
iveness: “‘threatened to attack or harm another,” “has 
been in fights with others”; 6) Peculiar Behavior: 
“laughed or cried at strange times,” “has done things 
which do not make sense”; 7) Confusion: “unable to re- 
member things,” “acted as if he didn’t know where he 
was”; 8) Family Duties: “has not helped with household 
chores,” “has not helped with family budgeting”; 9) Anx- 
iety: “has been nervous and jittery,” ‘has worried or 
fretted”; 10) Social Withdrawal: “has gone to parties and 
other social activities,” “has visited relatives’; and 11) 
Total Maladjustment: total of all ten preceding scales. 


The respondent’s answers to the additional 38 items 
are summarized on the first page of the report under the 
following headings: Critical Items—items relating to 
drug use and to suicidal and assaultive behavior; Treat- 
ment Contact—items relating to level of outpatient treat- 
ment; Police Involvement—items relating to arrests; 
Early Deprivation—cluster of historical items relating to 
a difficult childhood environment; Early Malad- 
justment—cluster of historical items relating to evidence 
of maladjustment as a child or teenager; Family Pathol- 
ogy—items relating to suicidal behavior, drug or alcohol 
abuse, and mental hospitalization by blood relatives or 
primary family members; Other Information—items re- 
lating to precipitation of illness, weight loss, twin-index, 
etc. 

A ten-day test-retest study (N = 39) using a measure 
suggested by Cicchetti(18) indicated that individual 
items had an average reliability of .83. Scale reliabilities 
based on interitem consistency (19, p. 223) ranged from 
.70 to .92 (N = 748). Details of the scales and their devel- 
opment have been presented elsewhere (17). 

The scores for the community adjustment scales are 
displayed on a ten-point profile as shown in figure 1. 
These profiles, which are also used in other instruments 
in the Missouri system, are based on normalized stan- 
dard scores similar to the C-scale described by Guild- 
ford (20, p. 501). The profile scale has a mean of 5 and a 
standard deviation of 1.5. This permits a range of more 
than three standard deviations in each direction from the 
mean, which we have found to be more than adequate. It 
has a further advantage in that 50 percent of the scores 
from all patients in the standardization sample fell be- 
tween scale scores of 4 and 6. Thus the labeling of ‘“‘aver- 
age” refers to the average inpatient. 

As shown in figure 1, each scale is represented by three 
scores. These scores are labeled “before,” “prediction,” 
and “outcome.” The outcome score, of course, is only 
printed out for the follow-up report. The “before” score 
is the patient’s adjustment score for the period preceding 
treatment or hospitalization. The predicted score is based 
on regression equations (17) derived from an initial 
sample of 104 patients for whom we had both prehospital 
and posthospital data. It is, in effect, the expected (r = 
.33) adjustive outcome based on the statewide average for 
previous patients with similar scores. The outcome score 
indicates the actual adjustive outcome as measured by a 
90-day follow-up. Using the Depression scores in figure | 
as an example, we can see that this particular patient had 
a Depression score of 8 prior to hospitalization, that sim- 
ilar patients in the past have shown a posttreatment score 
of 5, and that this patient actually showed an adjustment 
score of about 3 after treatment. Thus, the clinician can 
see at a glance where this patient’s gains were better than 
those of the average patient in the state.’ 

For research purposes, the outcome score can be sub- 
tracted from the predicted score, providing a relatively 
base-free measure of change in community adjustment 


'Further samples of CAPS reports are available on request from the se- 
nior author. 
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(that is, correction for the fact that patients who are ini- 
tially “sicker” are more likely to show improvement). 
This approach may be compared with Ellsworth’s use of 
the “residual” score (3), which is a similar correction for 
such regression effects. 

CAPS provides us with an ongoing monitoring of 
change in community adjustment for the majority of all 
patients passing through the state system. In addition, it 
provides continuous feedback of such outcomes to the 
clinical staff. There is, of course, no guarantee that such 
feedback will actually enable staff members to improve 
their services and programs, as Ellsworth has docu- 
mented (9). However, the provision of such feedback 
seems to be a necessary first step if such improvements 
are eventually to be made. 

CAPS was designed to economically collect commu- 
nity adjustment data on a regular basis. It has now been 
implemented in the Missouri Division of Mental Health, 
and it provides ongoing, systematic treatment evaluation 
for patients throughout the state. This implementation 
was made possible by a clinical computer network called 
the Standard System of Psychiatry (SSOP) in which ten 
major facilities are connected by leased telephone lines to 
an IBM 370/155 computer at the Missouri Institute of 
Psychiatry. The SSOP computer network and automated 
data base have been discussed in detail elsewhere (21, 22). 


COLLECTION OF THE CAPS DATA 


The CAPS system is currently employed for inpatient 
evaluation, although it is equally relevant for outpatient 
services. Each morning the computer prints out sheets of 
pressure-sensitive mailing labels. Each label has the name 
and address of an appropriate community correspondent 
for all inpatients between ages 18 and 65 who were admit- 
ted to a state facility in Missouri the previous day. The 
correspondent is usually the closest relative living with 
the patient, although it can include such others as room- 
mates, but only with the patient’s permission. In order to 
minimize overlap, labels are printed out for readmissions 
only if the patient has been out of the hospital for ten 
days. 

The computer produces two labels for each patient 
who meets the criteria described above. The first is a 
mailing label, addressed to the community correspon- 
dent. The second, which is placed on an index card for fil- 
ing purposes, includes the patient’s name and hospital of 
admission. The mailing label is affixed by clerks to an en- 
velope that contains the questionnaire and a postage-paid 
return envelope. This material is accompanied by a form 
letter signed by a responsible social worker at the hospi- 
tal of admission; each letter goes out on the letterhead of 
the admitting hospital. When the questionnaire is re- 
turned, the data are keypunched into the central com- 
puter and a CAPS report is automatically printed out at 
the terminal of the hospital to which the patient was ad- 
mitted. If the questionnaire has not been returned within 
seven days, the clerk sends out a special “query” letter 


asking that it be returned, whether completed or not. The 
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entire mailing operation is carried out centrally in St. 
Louis. 

Not all data are acceptable to the computer. For ex- 
ample, the computer checks the sort for impossible or 
contradictory answers. If these reach an unacceptable 
limit, the computer will reject the entire set. In addition, 
five of the questions concern data already in the com- 
puter file, such as age, sex, and marital status. The com- 
puter rejects sets that contain two or more incorrect an- 
swers to these items, on the assumption that the 
correspondent does not understand the card-sort proce- 
dure (or does not know the patient). The labeled index 
cards are ultimately filed according to outcome, that is, 
they are filed in sections, such as “completed,” ‘“‘un- 
sorted,” “rejected,” “not returned.” Thus, we have a de- 
tailed and continuous record of the kind of information 
loss-that we experience. 

Once a CAPS report is generated at the time of admis- 
sion, the computer keeps track of the patient. When the 
patient leaves the hospital and has remained out of the 
hospital for 90 days, the computer prints a second mail- 
ing label and the identical community adjustment infor- 
mation is solicited as a follow-up from the same commu- 
nity correspondent. The information obtained -is 
compared with the prehospitalization data and a follow- 
up report is printed at the appropriate hospital terminal 
for evaluative use by the clinical staff. 

During our first year’s experience with this system, we 
obtained 2,005 admission reports and 375 follow-up re- 
ports from seven major facilities within the state of Mis- 
souri. We are currently processing about 400 CAPS re- 
ports per month. In addition, we are pilot testing the use 
of CAPS with outpatients and with a mark-sense format. 

Our return rate has been about 80 percent with a rela- 
tively unselected population. About 10 percent are not re- 
turned, about 6 percent are returned uncompleted, about 
| percent are completed unacceptably, and about 3 per- 
cent are undeliverable. We are currently investigating in 
detail the characteristics of our information loss. The 
mailing system-is operated statewide by a single central 
clerk, with the assistance of a part-time keypuncher for 
data input. 

In addition to providing community adjustment data 
for individual patients, the inclusion of CAPS data in an 
automated data base enables us to use community adjust- 
ment as a variable in program evaluation. For example, 
we are able to provide data on average change in commu- 
nity adjustment for individual wards, programs, or facili- 
ties. Such data are now being used as part of a compre- 
hensive program evaluation project in the Missouri 
Division of Mental Health (23). 

Our experience with CAPS suggests that it is a reliable 
and economical method of comparing community adjust- 
ment before treatment with community adjustment after 
treatment for the majority of patients admitted to state- 
wide mental health facilities in Missouri. 
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The Use of Structural Family Therapy in the Treatment of Intractable Asthma 


BY RONALD LIEBMAN, M.D., SALVADOR MINUCHIN, M.D., AND LESTER BAKER, M.D. 


The authors identify characteristics of family organiza- 
tion and functioning associated with psychosomatic ill- 
ness in children—specifically chronic, severe, relapsing 
asthma—and report on a successful therapeutic approach 
designed to change these family characteristics. Weekly 
outpatient family therapy sessions focused on alleviating 
asthmatic symptoms, identifying and changing family 
patterns that exacerbate symptoms, and intervening to 
change the family system to prevent a recurrence of the 
symptoms. 


THIS PAPER IS CONCERNED WITH CHILDREN who develop 
chronic, severe, relapsing asthma in spite of competent 
pediatric management. Frequently these children im- 
prove after separation from the family but may relapse 
after returning home (1-5). It is our contention that this 
syndrome, which Peshkin and Tuft (1) have labeled in- 
tractable asthma, represents a psychosomatic disorder in 
which the primary allergic disorder has been profoundly 
complicated by emotional factors, especially chronic un- 
resolved conflicts in the family. These conflicts engender 
chronic stress that precipitates acute attacks and perpetu- 
ates the chronicity of the illness. Therefore, the system of 
the family is the basic unit toward which therapeutic in- 
terventions should be directed (3, 4, 6). 

We have identified characteristics of family organiza- 
tion and functioning associated with psychosomatic ill- 
ness in children and developed a therapeutic approach de- 
signed to change these characteristics (7). Our results 
suggest that structural family therapy may be a signifi- 
cant breakthrough in the treatment of this perplexing and 
frustrating illness. 

A review of the literature indicates that children with 
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intractable asthma constitute ten to 12 percent of chil- 
dren with asthma (8). Many investigators have reported 
on the importance of intrapsychic, interpersonal, and 
family factors in the precipitation of the acute attacks 
and in the development of chronic forms of the dis- 
order (9-16). The success of parentectomy (separation 
from the family) in alleviating the symptoms indicates 
the effect of the family on the clinical course of intrac- 
table asthma. The studies of Long and associates (2) and 
of Owen (17) provide supporting evidence. Pinkerton’s 
work presents excellent arguments for reducing intra-. 
familial stress in order to maintain clinical improve- 
ment (4, 5, 18, 19). However, we have not been able to 
find any reports on the use of family therapy in the treat- 
ment of chronic severe asthma. 


CHRONIC SEVERE ASTHMA AND THE FAMILY 


We have observed that the parents of patients with 
chronic severe asthma tend to be intrinsically over- 
dependent, especially on physicians. Frequently the par- 
ents imagine the doctor to be a powerful person possess- 
ing certain magical qualities that will enable him to cure 
their child. The parents tend to relinquish too much re- 
sponsibility for the care of their child to the pediatrician, 
drawing him into a position of overinvolvement in which 
his attempts to deal with the child’s symptoms meet with 
little success. The greater the dependency of the parents 
on the physician and the more often-certain family char- 
acteristics (to be described below) are present, the greater 
the possibility for development of a psychosomatic syn- 
drome of chronic, severe, relapsing asthma. 

All or part of the following medical regimen may be 
outlined for the patient and parents: the house must be 
thoroughly cleaned daily and kept as dust free as pos- 
sible; certain foods must be avoided because of their po- 
tential allergenic nature; frequently, household pets have 
to be given away; a program of densensitization is recom- 
mended to decrease the allergy to pollens and molds; the 
patient’s peer group relations and extracurricular activi- 
ties are curtailed; and it is recommended that the patient 
avoid competitive sports, including physical education 


‘ classes in school. 


This traditional medical regimen for asthma affects the 
entire family. One parent, usually the mother, becomes 
overinvolved with the patient to the extent of neglecting 
the needs of other family members. Her overinvolvement 
with the patient occurs at the expense of the marital rela- , 
tionship. If the family remains intact, significant conflict 
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and stress develop between the parents and between the 
patient and the less involved parent. However, parents 
and siblings have been cautioned not to upset or over- 
stimulate the patient. Thus the hostility and resentment 
are submerged, to be acted out in covert, maladaptive 
patterns. 

The entire family becomes organized around emer- 
gencies associated with the symptoms of the patient in or- 
der to get him to the doctor or hospital as quickly as pos- 
sible. As a result, the father’s work record suffers and his 
future may be compromised. Family vacations and trips 
become significant problems because of the possibility of 
an acute attack. The parents rarely go away by them- 
selves because they are afraid that the patient may be- 
come ill in their absence. 

The siblings of the patient feel neglected. They harbor 
a great deal of resentment toward the patient, which is 
acted out at home or in school to get the parents’ atten- 
tion. The patient is usually excluded from the activities 
planned by the siblings. 

The effects of the traditional regimen on the patient are 
significant. He is labeled as a special, sick, weak child. 
This leads to the development of low self-esteem, a de- 
crease in self-confidence, and a decrease in his ability to 
cope with and solve problems. Significant secondary 
handicaps in the areas of educational underachievement 
and emotional and behavioral maladjustment have also 
been reported (20). As a result of being restricted from 
age-appropriate activities, he becomes isolated and alien- 
ated from his sibship and peer group. His interpersonal 
relationships at home, in school, and in the community 
are impaired. 

The patient’s special role in the family depends on the 
presence of his symptoms, and he has tremendous power 
to manipulate the family through his symptoms. Fre- 
quently he is not appropriately disciplined and is given 
special privileges because his parents are afraid to upset 
him. 

If the child fails to respond to the medical treatment 
program, a psychiatric evaluation is recommended. The 
traditional one-to-one, dynamically oriented approach 
may fail with the chronic asthmatic patient (3, 21) be- 
cause it intensifies the role of the patient as the sick mem- 
ber, or symptom bearer, of the family and neglects the 
roles of the parents and siblings in perpetuating the 
symptoms. When traditional psychotherapy fails, the pe- 
diatrician often concludes that it is contraindicated for 
the patient to remain with his family and suggests that 
parentectomy might reverse the chronic relapsing course 
of the illness. 

The parents’ feelings of impotence, frustration, and 
hopelessness result in their agreeing to parentectomy— 
the process whereby the sick family member is excised 
from the family and transplanted to a residential care fa- 
cility for children. The process of parentectomy implies 
to the family that it has a noxious, deleterious influence 
on the patient and amplifies the feelings of hopelessness 
and helplessness that pervade the entire family. In the 
patient, it crystallizes the formation of a profound nega- 
tive self-image because he perceives himself as a defec- 
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tive, sick, helpless person. The child has become a medi- 
cal invalid who is crippled by his symptoms. 

Thus we see parentectomy as a process that is emotion- 
ally traumatic and deleterious to the family and particu- 
larly to the patient. We believe we have developed an al- 
ternative to parentectomy that enables the child with 
chronic severe asthma to stay at home with his family, 
where he can grow and develop in an age-appropriate 
fashion. This alternative, family therapy, consists of 
changing the structure and functioning of the family to 
eliminate the factors reinforcing the symptoms. 


FAMILY CHARACTERISTICS 


While all families with an allergic or asthmatic child 
are presented with the same medical regimen, all do not 
respond in the way described above. We have observed 
that the development of severe psychosomatic symptoms 
and the family’s atypical response are related to the pres- 
ence of the following characteristics of family inter- 
action. 

Family members are intrusive as well as overinvolved 
with and overresponsive to one another, decreasing the 
autonomy and privacy of each individual. They have a 
high degree of overprotective concern for each other. In 
particular, parental overprotectiveness results in a de- 
crease in the extrafamilial relationships and activities of 
the patient. The family often presents itself as being com- 
pletely normal without any problems except for the 
patient’s medical condition. They deny the need for 
change and there is a low threshold for overt conflict. 
Confrontations involving differences of opinion and is- 
sues of autonomy are avoided or diffused, resulting in a 
chronic state of submerged unresolved conflict. In partic- 
ular, the parents’ total concentration on the patient’s 
symptoms enables them to detour or avoid dealing with 
their marital conflicts. Thus the patient’s symptoms pro- 
tect the family and are consequently reinforced by the 
family system. 

A typical consequence of the conflict-detouring process 
is the dysfunctional set. A dysfunctional set is a pattern 
of defective or ineffective communication between two or 
more people that results in a lack of resolution of dis- 
agreements and the perpetuation of stress and tension. 
Frequently the dysfunctional set is a part of the family 
system in which there is a strong alliance between mother 
and patient with an excluded, angry, peripheral father. It 
is manifested by the patient’s becoming upset and devel- 
oping an asthmatic attack when the father disciplines or 
criticizes him. The wheezing drives the father away and 
calls the mother and siblings in to protect the child. Then 
the family organizes itself around the task of taking the 
patient to the hospital. 

These family characteristics are important because 
they constitute the foundation and direction for family 
therapy aimed at correcting dysfunctional family pat- 
terns and disengaging the children from the arena of mar- 
ital conflict. Since the symptoms of the patient occur 
within the context of his family and are reinforced by the 


TABLE ! 
Summary of Seven Cases of Intractable Asthma 
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Number of 
Hospitali- Current 
History of zations Psycho- Durationof  Status* 
Age at Emergency in Year therapy Family Duration of 
Age Onset Steroid IPPB Room Prior to Prior to Therapy Remission 
Patient Sex (Years) (Years) Dependent Treatment Visits Referral Referral (Months) (Months) 
l F 8 3 yes yes frequent 3 yes, individ- 7 22 
ually 
oriented 
2 F 12 3 yes yes frequent 3 yes, individ- 6 j4 
ual 
3 F 1] 1.25 yes yes frequent 6 yes, individ- 10 10 
ual 
4 M 8 6 yes yes frequent 3 yes, counsel- 8 21 
ing 
5 M 13 11 yes yes frequent 3 yes, individ- 5 14 
ual 
Hrt M 15 1.5 yes — — — yes, individ- in progress home for 12 
ual months, | 
acute 
attack 
since 
return 
7 M lI 3.5 yes yes frequent 3 no 6 16 


*There wee no acuté attacks requiring hospitalization among the patients. In each case, steroids, IPPB treatments, and desensitization have been discontinued. 


**This patient was in a residential facility at the time of referral. 


family, it is appropriate to consider the family the basic 
unit that requires change. Specifically, the structure and 
functioning of the family system must be changed to en- 
able the patient to change his role as the symptom bearer 
of the family. Once this is achieved, the patient will have 
more freedom to establish meaningful peer group rela- 
tionships and extrafamilial activities (22, 23). 


REVIEW OF PATIENTS 


All of the patients whom we have studied have failed to 
respond to competent, adequate medical management 
over a period of sevéral months to several years. All of 
them have had severe asthmatic symptoms and have been 
maintained on steroids and intermittent positive pressure 
breathing (IPPB) treatments. They have all had vigorous 
courses of allergic desensitization and therapeutic trials 
of several different bronchodilators. Six of the patients 
had individually oriented psychotherapy or counseling. 
The patients had lost significant amounts of time from 
school and had had several acute attacks requiring emer- 
gency treatment and/or hospitalization. Several aspects 
of their physical and personality development had suf- 
fered because of their isolation from school and their peer 
group and because of the effects of chronic illness and 
steroid administration. Prior to referral, several of the 
parents had been presented with the possibility of parent- 
ectomy in an attempt to alleviate the severe and crippling 


asthmatic symptoms. In all cases, the referring allergist 
felt that the emotional problems in the patient and/or 
within the family were a major factor contributing to the 
severity and chronicity of the asthma. 


THE TREATMENT PROGRAM 


Goals of Treatment 


The success of the structural family therapy approach 
is manifested by the clinical improvement of the asth- 
matic child as a result of therapeutic interventions aimed 
at changing the structure and functioning of the family. 
We consider a successful outcome to comprise the fol- 
lowing: elimination or significant alleviation of severe 
symptoms resulting in a substantial reduction of emer- 
gency trips to the pediatrician or hospital; elimination of 
chronic dependency on steroids, IPPB treatments, or ` 
nebulizers; restoration of normal physical activity and 
age-appropriate peer group relations; a normal school or 
work attendance record; and the alteration of dysfunc- 
tional family characteristics that reinforced and perpetu- 
ated the patient’s symptoms. 

The weekly outpatient family therapy sessions are or- 
ganized into three phases, depending on the goals to be 
accomplished in each phase. Phase one is concerned with 
the alleviation of the symptoms of asthma to decrease the « 
use of the patient as a means of detouring family con- 
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flicts. Once the symptoms are reduced, there is more free- 
dom and flexibility available to promote change within 
the family. Phase two consists of identifying and chang- 
ing those patterns in the family and extrafamilial envi- 
ronment which tended to exacerbate and perpetuate the 
severe symptoms. Phase three consists of interventions to 
change the structure and functioning of the family system 
to promote lasting disengagement of the patient in order 
to prevent a recurrence of the symptoms or the devel- 
opment of a new symptom bearer. 

The pediatrician assumes a significant role in the early 
phase of family therapy. It is important to decrease pa- 
rental dependency on the pediatrician and to gradually 
shift responsibility for the care of the patient away from 
the pediatrician or the hospital and back to the family. 
Ultimately, the patient must be able to assume more age- 
appropriate responsibility for the care of his illness. In 
order for this to occur, the pediatrician has to be able to 
transfer and share medical authority and responsibility 
with the family psychiatrist. The pediatrician and the 
psychiatrist must discuss the treatment programs and de- 
velop a cooperative working relationship within which 
there is mutual support, respect, and confidence. The pe- 


diatrician should be present during the first family ther- 


apy session to state explicitly that medical management 
has not been successful in the past and that such manage- 
ment will be deemphasized in the future. This will show 
the family that he supports and agrees with the family 
psychiatrist’s desire to transfer more of the responsibility 
for the management of symptoms to the patient and the 
parents. 

In the seven cases reported here, the pediatricians’ 
were able to support the family psychiatrist and 
deemphasize some of the aspects of the previous medical 
management. Consequently, the family psychiatrist was 
able to enter the family system and. graduaily return 
more responsibility to the parents. As the parents’ de- 
pendency on the pediatrician decreased, there was an in- 
crease in the ability of the patient and the parents to cope 
with the asthmatic symptoms, resulting in a significant 
reduction in emergency visits to the pediatrician or hospi- 
tal. 

The specific goals in phases one and two are: to desen- 
sitize the patient and the family to the problems of 
asthma, instilling the possibility for hope and symptom 
improvement; to support the parents and the patient in 
avoiding emergency treatments and/or hospitalizations 
by increasing their ability to cope with precipitating 
stressful situations; to change the role and status of the 
patient in the family into those of an equal, healthy, func- 
tioning member who receives no special treatment or 
privileges; and to enable the family to accept the patient 
as a more healthy, autonomous member. 


Treatment Process and Techniques 


The first step is to remove the patient from functioning 


'The pediatricians were H. Lecks, M.D., D. Wood, M.D., and L. 


Kravis, M.D., of the Allergy Division of Children’s Hospital of Phila- ~--- 


delphia, 


538 Am J Psychiatry 131:5, May 1974 


as a means of detouring family conflicts by helping him 
decrease the intensity and frequency of acute attacks. We 
have been able to do this by teaching the patient to use a 
series Of deep breathing exercises at the first sign of 
bronchoconstriction, which is usually a “squeak” at the 
end of expiration. The exercises are done until the squeak 
disappears and the dyspnea is relieved. The breathing ex- 
ercises have enabled the patients to abort acute attacks. 
However, behavior modifications and breathing exer- 
cises, while effective in decreasing the symptoms of the 
patient, do nothing to change the context of the patient’s 
family and will not prevent relapses from occurring 
within the context of a dysfunctional family system. 

We use the process of teaching the exercises to the 
patient as a technique for changing the structural rela- 
tionships within the family system. In a family where the 
patient is closely allied with the mother and the father is 
peripheral and where a dysfunctional set exists between 
father and patient, we assign to the father the task of 
practicing the breathing exercises with the patient on a 
daily basis. The mother is advised to help her husband 
learn to relate more effectively to the patient, but she is 
not to exclude or undermine him by taking this responsi- 
bility away from him. This decreases the coalition be- 
tween the mother and the patient; it modifies the dys- 
functional set between father and patient and between the 
parents; it changes the role of the father in the family by 
increasing his involvement in a constructive manner; and 
it shifts the relationship between the parents onto a more 
mutually supportive, goal-directed level. 

The increased control of symptoms provides the 
patient and parents with hope and optimism. The 
changes in the family relationships facilitate the dis- 
engagement of the patient from marital conflicts. It also 
expedites the return of the patient to the child subsystem 
of the family, which prepares the patient for increased 
peer group activities in the future. 

The parents are instructed in the emergency treatment 
of an asthmatic attack at home and are provided with 
adrenalin and syringes. If an acute attack fails to respond 
to breathing exercises, the more peripheral parent is 
given the task of calling the pediatrician to get instruc- 
tions on the administration of the appropriate amount of 
adrenalin. This prevents an emergency trip to the pedia- 
trician’s office or to the hospital. The parents are told 
that if they work together in a mutually supportive way, 
they will be successful in helping the patient master the 
symptoms. This uncovers pathogenic coalitions, power 
struggles, and dysfunctional sets and provides an oppor- 
tunity to deal with them in the family therapy sessions. 

Five other general goals that were followed are: 

l. To delineate dysfunctional sets that produce stress 
and precipitate acute attacks and convert them into func- 
tional sets. 

2. To change pathogenic relationships that are main- 
tained by the presence of symptoms in the patient. 

3. To uncover concrete problems (in the school, peer 
group, etc.) that Involve the siblings of the patient. Fre- 
quently these problems have not been attended to by the 
parents because of their preoccupation with the patient. 


The therapist must focus on one problem at a time, in- 
volving one sibling, and instruct the parents to organize 
and put into effect a plan to help the sibling solve the par- 
ticular problem. The problem-solving approach is effec- 
tive in removing the patient as the sole symptom bearer 
in the family, decreasing his centrality and power to ma- 
nipulate the family. It stimulates the parents to work to- 
gether in a mutually supportive way, preventing the 
patient’s symptoms from splitting the spouse dyad. The 
parents’ experience of effectively helping their children 
cope with their problems increases their self-esteem and 
self-confidence as the executive heads of their family. 

4. The therapist must confront the parents about spe- 
cial treatment of the patient that allows him to avoid 
household responsibilities and appropriate discipline. 
The patient must not be treated any differently from his 
siblings and must be seen as an equal, responsible mem- 
ber of the child subsystem. 

5. To disengage the parents from an enmeshed, over- 
protective relationship with the patient. One begins by 
having the parents plan to go out one evening a week by 
themselves, leaving the children home with a babysitter. 
The next step is to have the parents plan to go away over- 
night or for a weekend. It is most important to clarify 
and organize a plan of action if an emergency develops 
when the parents are not home in order to decrease pa- 
rental anxiety. Simultaneously, one enlists the support of 
the parents to encourage the patient to develop age-ap- 
propriate peer group and sibling relationships and activi- 
ties. 

Along with the effecting of these goals, there is a con- 
stant redefinition of family roles away from the scape- 
goating, conflict-detouring process that previously cen- 
tralized and reinforced the patient’s asthmatic 
symptoms. Instead, the family becomes involved in and 
concerned about interpersonal transactional issues within 
the family system. Finally, the emphasis shifts to activi- 
ties outside the family involving the school, peer group, 
etc. 

As the symptoms of the patient decrease, there is a 
gradual increase in the stress between the parents asso- 
ciated with the surfacing of long-submerged marital con- 
flicts. At this point, the therapist must shift the focus to 
the spouse dyad to resolve chronic marital conflicts that 
have previously been detoured through concern with the 
symptoms of the patient. By working to resolve or alle- 
viate the problems of the spouse dyad, the therapist is 
sowing the seeds for the prevention of a recurrence of 
symptoms in the patient. This constitutes the final phase 
of the therapeutic process. 


RESULTS AND CONCLUSIONS 


The results of our treatment program can be summa- 
rized (see table 1) as follows: 

l. Family therapy has been successful in the seven 
cases treated according to the concepts and techniques 
described above. Since the initiation of family therapy, 
six of the patients have not had any acute attacks requir- 
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ing hospitalization. One patient had two brief hospital- 
izations (two days each time) for the treatment of bacte- 
rial bronchitis and sinusitis. 

2. The patients are no longer medical cripples and are 
no longer dependent on the chronic use of steroids, IPPB 
treatments, or desensitization programs to control the 
symptoms. 

3. The patients have more normal lifestyles associated 
with normal school attendance records, increased peer 
group involvement, and increased physical activities. 

4. There have been associated positive changes in the 
functioning and interpersonal relationships of the siblings 
and the parents. 

We conclude that family therapy should be considered 
a necessary and effective modality in the treatment of 
chronic severe asthma in children.. 
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New Life: Person or Property? 


BY LEILA OBIER SCHROEDER, M.S.W., J.D. 





Medical science is on the threshold of creating human life 
through other than traditional reproductive methods. 
The legal problems associated with cloning, the use of a 
host mother, or the growth of a fetus in an artificial pla- 
centa have nat been solved. An examination of the legal 
problems associated with the paternity of children con- 
ceived by artificial insemination reveals the need to re- 
solve anticipated “new life” problems before continuing 
to develop new techniques for procreation. Adoption and 
legitimation statutes may serve as useful models for legis- 
lative solutions. 


THE LAW EVOLVES SLOWLY and responds to problems 
rather than anticipating them (1). This conservatism re- 
flects a commendable reluctance to legislate unnecessar- 
ily, but the law should not always wait to respond to pres- 
sure. In some areas we can anticipate grave legal 
problems and should prepare for them. 

One such area is the ability to create human life by 
other than familiar reproductive means. Scientists are on 
the threshold of momentous discoveries in this field, and, 
as we contemplate these frontiers without the security of 
maps and charts, we realize that existing law is not struc- 
tured to handle the new relationships and the changing 
status such discoveries will entail. I do not fully under- 
stand these new procedures, but it is not necessary to un- 
derstand the theory of relativity to appreciate the need 
for control of atomic power. So, in this area, control or 
the alternative solution of banning the research is needed. 


NEW WAYS OF CREATING LIFE 


Present experiments in this area involve two new meth- 
ods of reproduction. One involves fertilizing eggs in vitro 
and cultivating the fertilized eggs to the blastocyst stage, 
at which point one is selected and implanted into the 
uterus. Such experiments are being conducted at Cam- 
bridge University to enable women who are barren be- 
cause of a blocked oviduct or for other reason to bear 
children (2). 

Another experiment involves cloning, the trans- 
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plantation of a nucleus from a somatic cell of an adult or- 
ganism into the nucleus of an unfertilized ovum (3, 4). In 
this procedure sperm is not required since the egg is 
somehow triggered to start dividing and ultimately de- 
velop into an exact duplicate of the adult organism from 
which the nucleus was obtained. Cloning has already 
been achieved with frogs (5), and a simplified technology 
of cloning mammals could be available within the next 
quarter of a century. 

Both procedures do require transplantation of the 
blastocyst into a uterus for development through fetal 
stages to birth, but the blastocyst may be implanted into 
a different woman than the woman from whom the pre- 
ovulatory eggs were obtained (6). These present experi- 
ments are being conducted for unimpeachable reasons. 
The use of a host mother—that is, a woman who will 
carry to term a fetus not from her own egg—may also be 
for sound medical reasons, such as an Rh factor in the bi- 
ological mother that causes her body to manufacture an- 
tibodies and ultimately to abort. We may expect that the 
busy lawyer, actress, or scientist who does not wish to 
take time out from a demanding schedule for the dis- 
comfort of carrying and delivering a child will use these 
procedures to have a child that is biologically hers and 
her husband’s. Sperm banks may present an irresistible 
source of reproductive matter from a proven specimen, 
one known to be intelligent, healthy, and free of the ge- 
netic defects that appear only at maturity. 

The development of an artificial placenta would in- 
crease the probability that new life will be created by 
these procedures. The placenta, into which the proper nu- 
trients are poured at the precise moment needed, has thus 
far given nature exquisite advantage over man’s manipu- 
lations. The computer may even the contest if it can in- 
stantly provide the variety of nutrients in the precise 
amounts needed by the developing fetus at any stage. 
Fertilization of the egg outside the vagina and its growth 
to birth as a human being outside the uterus would com- 
plete the mechanization of creation. Of course, the egg 
and sperm will not be fabricated but only given another 
environment in which to meet so that the processes of in- 
tercourse and reproduction are separated. ' 

To me this sounds like science fiction. But for a genera- 
tion that has seen men on the moon there is no longer sci- 
entific ‘“‘fiction”’ that we can safely dismiss. It behooves us 
therefore to think about the legal problems of relation- 
ships and status that such procedures will entail, since ex- 


'See “The Obsolescent Mother” (May 1971 Atlantic Monthly) for a 
history of experimentation in this area and a good explanation of the 
process of fertilizing an egg (7). 
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perience has taught that the response to legal problems in 
similar “new life” situations has not been happy. And 
there is a momentum in science that compels it forward 
to further explorations of its frontiers. 


ARTIFICIAL INSEMINATION 


An examination of some of the legal problems that 
have arisen from the use of artificial insemination may be 
instructive. The procedure is widely used, and estimates 
of the number of persons so conceived is large (8). I do 
not suggest that there are legal problems for the majority 
of this large number, but it is hoped that we have not yet 
passed the stage where legal problems for the few will es- 
cape our notice. Homologous artificial insemination 
(AIH) apparently has produced no different legal prob- 
lems from any other medical treatment. Heterologous ar- 
tificial insemination (AID)—use of sperm from an un- 
known donor matched to resemble the husband in 
appearance, coloring, height, weight, and genetic back- 
ground—has. These problems have arisen on disclosure 
of its use in the context of a divorce action; for instance, 
either the husband has denied responsibility for child sup- 
port or the mother has refused the husband visitation 
rights on the grounds that the child was not his (9-11). 
Courts have reached the startling conclusion, we hope re- 
luctantly, that children conceived by AID with the hus- 
band’s consent are illegitimate although born during 
marriage (10). Some children have been branded as con- 
ceived through adultery, although the donor of the sperm 
was unknown and today, with the advent of sperm banks, 
might even be dead (12, 13). One court reached the fasci- 
nating conclusion that although the child was illegiti- 
mate, the former husband of its mother was required to 
support it because his written consent to the AID proce- 
dure “implied a promise on his part to furnish support 
for any offspring resulting from the insemination.” ’ 
These results show ambivalent, pedestrian thinking in an 
unprecedented situation. We may do no better in new life 
status disputes. 

Legislative response in artificial insemination cases has 
not been swift or dramatic. Only two American states 
have statutes [Oklahoma Statutes Annotated, Title 10, ss 
551-553 (Supp. 1967); Code of Georgia Annotated, Title 
74, s 101.1] declaring children conceived by AID to be le- 
gitimate—which is an obvious solution.? We have no rea- 
son to expect a more favorable response to conflicts aris- 
ing from the newer types of test-tube babies. A recent 
California case suggests an interesting solution; there the 
ex-husband of the mother of a child conceived through 
AID with the husband’s consent was convicted of crimi- 


?The court found an implied contract and relied on equitable estoppel to 
prevent the husband from denying his obligation to support (10). 


*The Georgia Code states: ‘“(a)All children born within wedlock or 
within the usual period of gestation thereafter, who have been conceived 
by the means of artificial insemination, are irrefutably presumed legiti- 
«nate if both the husband and wife consent in writing to the use and ad- 
ministration of artificial insemination.” 
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The determinative factor is whether the legal relationship of 
father and child exists. A child conceived through heterologous 
artificial insemination does not have a “natural father,” as that 
term is commonly used. The anonymous donor of the sperm 
cannot be considered the “natural father,” as he is no more re- 
sponsible for the use made of his sperm than is the donor of 
blood or a kidney. . . . Since there is no “natural father,” we can 
only look for a lawful father (14). 


Perhaps this or the contract solution adopted in the “‘il- 
legitimate” nonsupport case (10) are useful avenues to 
explore in solving potential new life problems. 


ANTICIPATED LEGAL PROBLEMS OF THE HATCHERY” 


If we consider the host mother or the artificial pla- 
centa to be a kind of hatchery, we may anticipate some of 
the following dilemmas. If in the nine months ensuing be- 
tween conception (fertilization of the egg or trans- 
plantation of the nucleus) and birth (expulsion from the 
host mother’s womb or from the artificial placenta) the 
marriage of the biological parents has broken up or the 
spouses have embarked on more demanding careers, can 
the parent or parents refuse to accept the child? Must the 
child be turned over to an institution, or will there be a 
presumption that the host mother is the lawful parent? If 
the child is brought to term in an artificial placenta 
housed in a hospital and if the egg and sperm were frozen 
and are from now-deceased donors, is it illegitimate since 
it was not born during the marriage of a man and 
woman? Or, if the donors of egg and sperm are married, 
is it legitimate? What if they are not married to each 
other? Perhaps the child should be treated as a foundling. 
Or do we say that the donor of the egg is the natural 
mother and that we cannot treat this child as a foundling 
since the parent is known (15)? 

The marital status of the host mother may be crucial. 
If she is married, is her husband presumed to be the fa- 
ther of the child? If we attempt to answer such questions 
by looking to the experience of some AID children we 
must allow for the fact that here we know the identity of 
the donor of the sperm—in contrast to most AID cases. 
Is the contract in which the host has agreed to carry the 
fertilized egg and turn over the child in the nature of an 
adoption or a kind of predelivery contract for a com- 
modity? Does dealing in embryos in this fashion result in 
a sort of “futures” market that should be controlled by a 
government agency something like the U.S. Securities 
and Exchange Commission? What if the host mother 
refuses to relinquish the child or has intercourse with her 
husband following implantation of the blastocyst and 
gives birth to twins? Can she be forced to relinquish the 
child? Both children? 

If the host mother has an abortion because early 
months of nausea cause her to change her mind about 
carrying the fetus to term, would this amount to breach 
of contract? What damages is she liable for? If she is 


married, is her husband also liable? If she contracted 
German measles during the first three months of preg- 
nancy so that the child was born deformed, is she respon- 
sible for the care of the child or are the couple who con- 
tracted with her to produce it responsible? Would the 
answer be different if she contracts the disease because 
she has been careless in exposing herself to it? Is an an- 
swer to that question to be found in the law of bailment 
or deposit, which may hold the bailee responsible for or- 
dinary negligence in handling the property entrusted to 
his case? 

The difficulty there is in treating the fetus as property, 
since the essence of the law of bailment or deposit is the 
transfer of possession and control of personal or movable 
property. With the demise of slavery we no longer con- 
sider human beings chattels. Perhaps the proper analogy 
is to an organ of our body, in which we have enough of a 
property right to enable us to dispose of it.* Recent Su- 
preme Court cases concerning abortion affirmed the 
mother’s right to privacy (17, 18) and specifically rejected 
the notion that the fetus is a person.’ This is not the end 
of the inquiry, however, since these unpleasant questions 
ultimately involve the nature of the family and of human 
parenthood (19, 20). And there are yet unanswered ques- 
tions as to whether the human being so developed, partic- 
ularly in the artificial placenta, is possessed of legal per- 
sonality and if so, who will represent his interests in these 
matters, since his existence after birth is of a different na- 
ture from that before (21). 


MODELS FOR LEGISLATION: ADOPTION AND 
LEGITIMATION 


If we choose to permit the creation of new human 
beings in this fashion, adoption may be a model for legis- 
lative solutions. Adoption is basically a statutory proce- 
dure, and absolute fidelity to the procedure ts required for 
a legal change in status (22).° But there is also “adoption 
by estoppel,” a doctrine developed to handle the ex- 
pectations of a child raised by foster parents who have 
not attempted legal adoption or who have neglected some 
technical requirements of the statute, which ts con- 
tractual.’ Although adoption creates a new status it does 


‘This issue is addressed by A.N. Yiannopoulas in Louisiana Civil Law 
Treatise. He suggests that bodies and parts thereof are not property but 
really part of individual legal personality (16). 


‘“ All this... persuades us that the word ‘person’ as used in the 
Fourteenth Amendment, does not include the unborn” (17, p. 729). 


* Adoption is a creature of the law and is what the law makes it, and to 
establish the relation the statutory requirements must be strictly carried 
out, otherwise, the act of adoption is an absolute nullity” (23). 


A great deal of law has been written on this subject of ‘adoption by es- 
toppel.” But the adoption by estoppel is a fact situation establishing a 
contract to adopt, no legal adoption resulting, but the facts entitling the 
child or its privies to appeal to the equitable powers of the court to estop 
foster parents or their privies from denying that an adoption had taken 
place. These questions usually arise in connection with claimed inher- 
itance”’ (24). 
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not, at least in states that permit the adoptive child to in- 
herit from his natural parents, entirely replace the exist- 
ing relationships.’ An alien child that is adopted by an 
American citizen does not automatically acquire citizen- 
ship but remains an alien until naturalized (25). Both 
statutory and contractual procedures offer possible solu- 
tions, and both have obvious problems (26). For instance, 
must there be a complete severing of ties with the institu- 
tion housing the artificial placenta? Must there be a 
workable definition of what constitutes breach of con- 
tract in this area because damages can be sought? 

It may be that legitimation is the better analogy, since 
“the distinguishing features between adoption and legiti- 
mation of children is that adoption ordinarily refers to 
parents who are strangers in blood, while legitimation re- 
fers to persons where the blood relation exists” (27, 28). 
Legitimation is “the act of legalizing the status of a bas- 
tard” (29).° Since children conceived and developed by 
these new procedures may or may not be born during 
marriage, the analogy is valuable only as it applies to 
children biologically those of the donors of egg and 
sperm or of cells. The change in status resulting from ei- 
ther adoption or legitimation occurs through statutory 
recognition and regulation, which may be planned and 
drafted in advance of need. 

The state could by statute declare children born of ei- 
ther procedure legitimate, as is the case for AID children 
in Georgia and Oklahoma, and could designate as par- 
ents those individuals whose egg and sperm created the 
new life. If so, presumably such statutes would be recog- 
nized as valid and the children legitimate everywhere; this 
is often true of statutes permitting the marriage of collat- 
erals domiciled in a state, who are then recognized as val- 
idly married in states that do not permit such marriages 
[Louisiana Civil Code, Article 95 (1870)]. Such a statu- 
tory declaration of paternity would free us to deal with 
the legal problems arising from refusal of the host 
mother or the institution to relinquish the child or of the 
“lawful” parents to accept it. These are problems the law 
is presently equipped to handle—proof, genetic or con- 
tractual, an irrevocable contract for surrender at the time 
of implantation, placement of unwanted children in fos- 
ter homes. 

The United States has had the problem of a black mar- 
ket in babies since the scarcity of those available for 
adoption brought the law of supply and demand into 
play. We may assume that economic or political factors 
will create a demand for host mothers or more hatcheries 
when technology develops to that point. This should be 
anticipated and discussed, as that of a market for organs 
for transplantation has been (30). We have in the recent 


th does so permit. See Louisiana Civil Code, Article 214 


*Legitimation may occur by subsequent marriage of parents who have 
acknowledged the child, by declaration in a notarial act, or by other 
means. See, for example, Louisiana Civil Code, Article 200 (1870), 
Louisiana Revised Statutes, Title 9, s 391 (1950), and cases interpreting 
these provisions. 
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past seen totalitarian states encourage procreation of 
specimens of the master race and already see these states 
taking over the function of early mothering in state-run 
nurseries. In fact, we complain that there is not greater 
development along these lines for working mothers. We 
may be reaching sooner than anticipated the future Al- 
dous Huxley predicted, when new life is as easy to create 
as a new dress: 


Consider the matter dispassionately, Mr. Foster, and you 
will see that no offense is so heinous as unorthodoxy of be- 
havior. Murder kills only the individual—and, after all, what 
is an individual? With a sweeping gesture he indicated the 
rows of microscopes, the test-tubes, the incubators. We can 
make a new one with the greatest ease—as many as we like 
(31, p. 99). 


We should be drawing blueprints for the legal order—if 
we do not forbid research in this field entirely. 


CONCLUSIONS 


Perhaps we are borrowing trouble. Perhaps the situ- 
ation is like that depicted in the cartoon in which one dis- 
gusted scientist says to a colleague, who is dancing elat- 
edly on the lab table, “All right, so you created life in a 
test tube. But what we want is a more effective enzyme 
detergent.” Perhaps cloning and test-tube babies will be 
like the climbing of Mount Everest—-once it has been 
done it will lose its fascination. Although men have 
climbed the mountain, there is no rush to build a Hilton 
in its unhospitable atmosphere. But let us anticipate that 
this Everest will be climbed—just because it is there. If 
men`can go to the moon these methods of creating new 
life can be accomplished. We know that legislative re- 
sponse to legal problems can be swift-——witness child 
abuse legislation. Before going further, let us determine 
the status of this new life. 
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Heroin Addiction Trends 


BY MARK H. GREENE, M.D., AND ROBERT L. DUPONT, M.D. 


Pd 


Systematic observations made in Washington, D.C., 
documented the epidemic spread of heroin use and its 
subsequent decline. Major indicators supporting the con- 
tention of reduced heroin use include: 1} a stable year of 
peak heroin use among all treatment cohorts admitted 
since January 1971; 2) a marked reduction in deaths due 
to heroin overdose; 3} a steady decline in the number of 
urine tests positive for heroin among arrestees tested; 4) a 
sharp reduction in the annual number of narcotics ar- 
rests; 5) a sustained reduction in the demand for heroin 
addiction treatment; and 6) a significant increase in the 
mean age of identified heroin users. 


DRUG ABUSE IN GENERAL, and narcotics addiction in par- 


ticular, ranks among the major current social problems 
in the United States. The controversy over what consti- 
tutes an appropriate response to this problem by society 
continues unabated in spite of five years of experience 
with a variety of political and social solutions. 

Washington, D.C., has one of the most carefully docu- 
mented experiences with two of the most important and 
widely applied techniques currently used to combat drug 
abuse: intensive, comprehensive, multimodality addiction 
_ treatment and a major law enforcement effort directed at 

a reduction of the supply of heroin in the city. 

In the latter months of 1973, the heroin epidemic 
waned in Washington. This paper is the third in a series 
in which we document the heroin abuse epidemic in the 
nation’s capital and extend our observations supporting 
the contention that the heroin problem in this city has 
been curbed (1, 2). Data presented herein cover the pe- 
riod between the fall of 1969 and the fall of 1973. We also 
discuss the implications of the trends observed with re- 
gard to drug abuse policy in the United States. 


METHOD 
Few data on heroin use were gathered in the District of 
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Columbia prior to 1969. Since then, data have been sys- 
tematically collected and analyzed from a number of 
SOUICES: 

l. Patients enrolled in the Narcotics Treatment Ad- 
ministration (NTA) heroin addiction treatment program. 

2. Urine testing programs for heroin in three loca- 
tions: NTA Intake Center, D.C. Superior Court lockup, 
and the D.C. Jail. 

3. D.C. Medical Examiner’s reports on deaths due to 
opiate overdose. 

4. D.C. Metropolitan Police Department data on nar- 
cotics arrests, heroin seizures, and undercover heroin 
“buys.” 

Details of the data collection system have been re- 
ported previously (2). 

Data were analyzed for significance using Student’s t 
test and the chi-square test. Trends were shown to occur 
with a linear regression line, using the method of least 
squares. Significance of trends was tested with Pearson’s 
correlation coefficient. 


RESULTS 


The results are summarized under three major cate- 
gories: incidence of heroin addiction, prevalence of her- 
oin addiction, and availability of heroin (considered as a 
separate category because it is related to both incidence 
and prevalence). | 


Incidence of Heroin Addiction 


Year of first use. Data obtained from more than 15,000 
patients were used to generate figure 1, in which the num- 
ber of patients who reported onset of heroin use in a given 
year Is plotted over time. It shows that new heroin use 
rose sharply from 1965 through 1968, peaked in 1969, 
and fell dramatically from 1970 through 1973. Thus more 
than 20 percent of all addicts ever treated by NTA (3,150 
individuals) began using heroin in 1969. This curve repre- 
sents the annual incidence of the onset of heroin use 
among addicts entering treatment. Similar data have 
been used by Hughes and associates (3) to document the 
heroin epidemic that occurred in Chicago in the early 
1950s. To rule out the possibility that a lag between onset 
of heroin use and entry into treatment explained the drop 
in addiction incidence, similar curves were generated on 
six patient subgroups as determined by date of entry into 
the NTA program: July to December 1970, January to 
June 1971, July to December 1971, January to June 1972,, 
July to December 1972, and January to June 1973. If the 
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FIGURE 1 
Incidence of Heroin Addiction: Year of First Use of Heroin Among 
15,000 NTA Patients 
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FIGURE 2 
Year of First Use of Heroin Reported by NTA Patients Entering 
Treatment in Six-Month Periods 
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hypothesis were correct, one would expect the peak of 
these six curves to shift over time. In fact, the peak of the 
last five curves is stable at 1969 (figure 2). This suggests 
that the decline in incidence is real and not an artifact re- 
lated to delay in seeking treatment. 

Age trends among addicts. Based on reported age at 
onset of heroin use among addicts enrolled in the NTA 
program, it is clear that the onset of addiction occurs pri- 
marily among people in their teens and early twenties. 
Sixty-seven percent of the patients treated were age 20 or 
younger when they first began to use heroin. An addi- 
tional 24 percent were age 21 to 25. Thus, if our hypothe- 
sis regarding a sharp decline in the rate of creation of new 
users is correct, one would expect to see the average age 
„Of heroin users rise over time. Age data were available on 
our treatment population and the arrestee population in 
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TABLE | 
Age Trends Among D.C. Heroin Addicts in NTA Program, in Percents 


Date i Under Age 21 Under Age 18 
July 1970 30.9 15.9 
January 1972 23.6 3.6 
July 1972 20.5 22 
January 1973 16.6 1.6 
September 1973 8.0 1.2 
TABLE 2 


Deaths in the District of Columbia Due to Acute Overdose of Opiates 


Opiate 1970 1971 1972 1973 
Heroin 45 60 20 5 
Methadone 12 17 33 14 
Combination 5 5 18 0 
Total 62 $2 71 19 
TABLE 3 , 


Annual Number of Charges for Opiate Offenses Made by the D.C. Police 


Year Number of Charges 
1968 408 
1969 958 
1970 1,588 
1971 3,144 
1972 2,108 
1973* 1,272 


* Projected annual total based on data available for the first nine months of 1973. 


the Superior Court of the District of Columbia (see table 
1). In the early history of NTA, nearly 31 percent of the 
patients in treatment were under the age of 21. Half of 
those were under age 18. By September 1973 only eight 
percent of the patients in treatment were under age 21 
and only 1.2 percent of them were under age 18. In the 
D.C. Superior Court, the average age of heroin users rose 
from 23.1 years in January 1971 to 25.7 in August 1972 
to 26.4 in September 1973. 


Prevalence of Heroin Addiction 


Fatalities due to overdose of heroin. Heroin overdose 
deaths were first tabulated in 1969. Prior to the institu- 
tion of the medical examiner system, several improve- 
ments were made in investigations of heroin overdose 
that made it difficult to follow trends. Since July 1971, 
however, procedures have stayed the same. The death 
rate due to heroin overdose peaked in the summer of 
1971, when 29 deaths occurred in a three-month period. 
Since then, heroin overdose deaths have decreased pro- 


TABLE 4 
Monthly Admissions to the NTA Program, October 1971-October 1973 
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Voluntary Admissions 


Referrals from Criminal 
Justice Department 





Year Month New Admissions Readmissions New Admissions Readmissions Total Daily Average 
1971 October . 212 141 120 75 548 26.1 
November 250 150 197 89 686 32.7 
December 189 136 118 89 532 25.3 
1972 January 175 137 104 84 500 23.8 
February 194 165 93 80 532 25.3 
March 473 325 133 99 1,030 49,0 
April 306 225 88 88 707 S357 
May 227 183 106 92 608 30.0 
June 224 224 92 101 641 30.5 
July 137 174 102 102 535 299 
August 93 132 107 92 424 20.2 
September 56 89 52 69 266 27 
October 55 78 48 48 229 10,9 
November 39 80 50 50 219 10.4 
December 4] 83 28 42 194 9.2 
1973 January 53 88 42 42 225 11.2 
February 38 77 39 63 217 10.8 
March 75 74 37 35 221 10.0 
April 46 67 32 44 189 9.0 
May 52 84 46 48 230 10,0 
June 45 88 38 37 208 9.9 
July 4] 114 31 55 24] 11.5 
August 44 95 25 44 208 9.0 
September 48 95 26 33 202 10.1 
October Í 43 117 16 33 209 9.1 


gressively. During 1972 there were only 20 such deaths in 
the District of Columbia, and all but two of them oc- 
curred during the first six months of the year (see table 2). 
Heroin may also have contributed to the deaths of 18 ad- 
ditional persons in 1972 (classified as ‘‘combination 
deaths”). No combination deaths have occurred since 
August 1972. There were only five deaths due to heroin 
overdose during 1973. 

Charges for opiate offenses. The number of charges for 
opiate offenses made by the Metropolitan Police Depart- 
ment climbed rapidly to a peak in 1971 as more police 
manpower was added and narcotics offenses received 
higher priority. This effort became stable at a high level 
early in 1972. In spite of this, the number of charges for 
opiate offenses made during 1972 dropped (see table 3). 
This decline continued in 1973. Both points clearly fall 
outside the .99 confidence band established around the 
trend line for the years 1969 to 1971. A significant new 
trend over the past two years is now apparent. 

NTA admission rates. From the day it opened its 
doors in February 1970, the NTA has never operated be- 
low treatment capacity. Between October 1971 and Feb- 
ruary 1972 approximately 25 new patients were taken 
into treatment daily. In March 1972 intake averaged 49 
patients daily and peaked at 58 patients (see table 4). In 
April the intake was restricted to 25 patients a day be- 
cause the treatment capacity had been exhausted. By the 


summer of 1972, there was a decline in the demand for 
treatment; intake restrictions were entirely removed on 
September 5, 1972. From September 1972 through Octo- 
ber 1973 an average of only ten patients entered treat- 
ment each day. We believe that the reduced admission 
rate reflects a sharp reduction in the number of untreated 
addicts. The admission rate has not fallen to zero. In- 
deed, one-third of the current admissions are addicts pre- 
viously unknown to NTA. However, the ratio of new to 
readmitted patients has declined sharply over the past 
year among both voluntary and criminal referrals. This 
implies that there has been a reduction in the number of 
untreated addicts in the community. 

Heroin use among D.C. Superior Court defendants. In 
December 197], 22 percent of the arrestees tested had 
evidence of heroin in their urines. This rate peaked at 31 
percent in March 1972 and fell to eight percent in Sep- 
tember 1973. Trend analysis of these data (with a linear 
regression line, using the method of least squares) (figure 
3) reveals a significant downward trend (r = —0.860, 
p< .0l). 

Heroin use among prisoners entering D.C. Jail. Four 
separate surveys, using similar techniques, have been car- 
ried out on men coming to the D.C. Jail. In August 1969, 
30 percent of those examined had urine tests positive for 
heroin. From a peak of 47 percent in January 1971, the 
rate of positive tests fell to 12 percent in February 1973. ° 
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FIGURE 3 
Urine Test Positive for Heroin Among D.C. Superior Court Defendants, 
December 1972-—September 1973 
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FIGURE 4 


Analysis of Heroin Seizures and Purchases on the Street: Percent of 
Pure Heroin by Quarter 
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Heroin buys and seizures. Heroin seizures made by the 
police reached a peak in September 1971, when 457 sei- 
zures were made. This number progressively declined 
through 1972, so that in September 1973 only 19 seizures 
were made despite no change in the number of agents as- 
signed to narcotics work and a continued effort to find 
heroin. The number of purchases made by undercover 
agents peaked in June 1972 at 113 and then fell progres- 
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TABLE 5 
Serious Crime Rate in Washington, D.C., 1960-1973 





Fiscal Year* Crime Index Offenses** 


1960 11,714 
1961 12,948 
1962 13,274 
1963 12,191 
1964 15,688 
1965 23,174 
1966 23,089 
1967 32,123 
1968 43,666 
1969 54,307 
1970 66,745 
1971 54,089 
1972 44,685 
1973 34,317 


* July 1-June 30. 
**Crime index offenses include murder, rape, robbery, aggravated assault, 
burglary, larceny ($50 or more), and auto theft. 


sively to only 30 in September 1973. 

Cost and purity of heroin. Since June 1969 there has 
been a progressive decline in the purity of heroin avail- 
able on the streets of Washington. In 1969 the average 
purity of all street-level buys and seizures was over six 
percent. This is comparable to data obtained in other 
parts of the country. By December 1972 the average pu- 
rity had reached an all-time low of 1.7 percent. During 
the second and third quarters of 1973 there was a statisti- 
cally insignificant Increase in heroin purity. These data 
are summarized by quarter in figure 4. The downward 
trend (analyzed with a linear regression line, using the 
method of least squares) is highly significant (r = -0.942, 
p < .001). 

Analysis of heroin specimens obtained by the police 
also revealed a sharp drop in the number of milligrams of 
heroin in an average consumer-sized package from 13.4 
mg. in April 1972 to 2.5 mg. in September 1973 
(r = —0.710, p < .O1). 

Coincident with the decrease in availability of heroin, 
there has been an increase in the cost of heroin in the ille- 
gal market. In February 1972. the calculated cost of 
street-level heroin was $1.53 per milligram. In the next 
year there was a progressive rise in price, to $8.39 per 
milligram in September 1973. Again, this trend is very 
significant {r = 0.927, p < .001). 


RELATED FINDINGS 


Decline in Serious Crime 


A major impetus for the creation of heroin addiction 
treatment programs was public concern regarding the ris- 
ing crime rate. Much of the increase in serious crime in 
the early 1960s was attributed to addict-related criminal 
activity. It is impossible to prove a causal relationship be- 
tween the decline in the incidence and prevalence of her- 


g». 


oin addiction and the progressive decline in the rate of se- 
rious crime that began in the winter of 1969, when 
addiction treatment first became available in Washing- 
ton. The fact remains, however, that during the same pe- 
riod in which the heroin epidemic has been brought under 
control, the serious crime rate in Washington has de- 
clined as well (see table 5). It is tempting to imply that 
there is a relationship between the two trends. 


New Drug Abuse Problems 


As heroin use and availability have declined, three new 
drug abuse problems have appeared in Washington. 
Methadone has appeared illicitly in the streets and is 
being used either as an alternative opiate in place of her- 
oin or by addicts attempting to treat themselves outside 
an established treatment program. Efforts to control the 
illicit use of methadone have been fairly successful. 
Methadone diversion control programs have reduced the 
illicit use of methadone, as measured in the urine testing 
program at the D.C. Superior Court. The rate of illicitly 
used methadone peaked at 14 percent ın February 1972 
and fell progressively to 1.2 percent in September 1973. 
During the first nine months of 1973 a total of 97 defen- 
dants in D.C. Superior Court were identified as illicit 
users of methadone. These declining rates as seen in D.C. 
Superior Court are also reflected in reductions in deaths 
due to methadone overdose (see table 2). 

In the summer of 1972 there was an epidemic of meth- 
amphetamine abuse (intravenously injected) among 
Washington’s addicts. This outbreak was rapidly identi- 
fied and controlled. It was soon followed by a similar 
problem: phenmetrazine abuse (also intravenously in- 
jected). Details of these problems are described else- 
where (4-6). 


CONCLUSIONS 


The heroin addiction epidemic in the District of Co- 
lumbia began in 1966 and reached a peak in 1971. The 
creation of new addicts (incidence) peaked in 1969, but it 
was not until early in 1972 that there appeared to be a re- 
duction in the number of heroin users (prevalence) in the 
city. We believe that the data presented solidly support 
this conclusion. This downward trend has now been docu- 
mented over a two-year period. The changes observed 
can no longer be regarded as short-term. 

It appears that at least two factors were critical in 
curbing the heroin epidemic: the availability of treat- 
ment, which reduced the addicts’ dependence on heroin; 
and vigorous local, national, and international law en- 
forcement efforts, which reduced the supply of heroin. It 
is the combination of the two that is important. During 
times when heroin is ‘plentiful, inexpensive, and of high 
quality, there is less incentive for the addict to seek treat- 
ment. When heroin is scarce and treatment is not avail- 
able, the addict is forced into more desperate efforts to 
support his habit; and society pays the price in terms of 
increasing social disruption. When heroin is scarce and 
treatment is available, addicts have both a disincentive to 
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abuse heroin and an alternative to an increasingly desper- 
ate criminal life-style. It is imperative that both treat- 
ment and law enforcement efforts be maintained if heroin 
abuse is to be kept at the lowest feasible level. Unfortu- 
nately, corroborating data from cities that did not use 
one or both of these intervention strategies (in which case 
one might expect addiction rates to continue to rise) are 
not available. 

It is probable that the development of an anti-heroin 
attitude in the community also contributed to termi- 
nating the epidemic. As the appalling consequences of 
heroin addiction became apparent, previously susceptible 
teen-agers were no longer willing to take the risk of ex- 
perimenting with heroin. One would expect such an atti- 
tude to be a powerful deterrent to the creation of new her- 
oin users. Treatment and law enforcement would be 
expected to have their major impact on the prevalence of 
heroin abuse. 

It should be clear that, in large part, society’s efforts to 
deal with heroin addiction have been focused on those 
people who are currently active users. Law enforcement 
efforts to reduce the availability of heroin were successful 
enough to motivate large numbers of addicts to seek 
treatment, and treatment was available on a large scale in 
Washington. Neither of these intervention strategies 
deals directly with those factors (often unknown) that 
foster drug abuse behavior in the community. One 1s 
forced to admit that there still exists a demand for 
opiates (as evidenced by the black market in methadone) 
as well as a host of other psychoactive drugs, such as the 
amphetamine-like agents mentioned earlier. As long as 
the demand for consciousness-altering chemicals exists in 
a society, one must monitor the drug-using patterns of 
the community in order to detect those problems in need 
of intervention. The stimulant abuse problems described 
earlier were identified and controlled in this manner. An- 
other example: note that there were three heroin overdose 
deaths in September 1973, the first such deaths in six 
months. This may represent a sporadic cluster of deaths 
without long-term consequences to the community. It 1s 
equally possible that these deaths are the first sign of in- 
creased availability of heroin in Washington; monitoring 
of the variables presented here is continuing in order to 
evaluate that possibility. 

In the long run, three observations seem pertinent: 

1. The need for ongoing treatment and law enforce- 
ment continues. This is the major mode for reducing the 
prevalence of heroin use. 

2. Prevalence can be further reduced toward the low- 
est feasible level through the use of outreach techniques. 
These techniques focus on users who do not come to the 
attention of either treatment programs (which are volun- 
tary) or the criminal justice system. Pilot projects in this 
area have been encouraging and need to be pursued fur- 
ther (7, 8). 

3. There continues to be a critical need for a better un- 
derstanding of the etiology of drug-abusing behavior. 
Only with such information can society deal with drug 
abuse in the most sensible way, that is, by primary pre- 
vention. 
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Effects of Coresidential Living on the Attitudes, Self-Image, 


and Role Expectations of College Women 


BY ELIZABETH AUB REID, M.D. 


The author interviewed matched groups of college 
women to study the effects on women of coresidential 
dormitory life. As compared to those in all- women’s dor- 
mitories, women in the coresidential setting were found 
to have more satisfying relationships with both men and 
women, higher self-esteem, conceptions of masculinity 
and femininity that were less stereotyped, and more 
egalitarian role expectations. 


IN RECENT YEARS college life has undergone many 
changes, among the most radical of which has been the 
institution in many colleges of “‘coresidential living” or 
““coresidency,”’ whereby men and women share the same 
dormitories, often living on the same corridors and some- 
times sharing bathrooms. Unfortunately, as is the case 
with many recent changes, this has been the subject of 
more discussion than research (1-3). This paper reports 
an attempt to study the effects of coresidential living on 
the growth and development of some college women who 
participated in the research. 

The college years are a time for forming relationships 
and beginning to consolidate one’s self-image as an indi- 
vidual with personality and gender. For each person, the 
fact that others usually feel fairly good about themselves 
and find mates is not enough; each must still achieve per- 
sonal definition and intimacy in his or her own way. Al- 
though the ability to do this satisfactorily depends far 
more on early experience and important early figures 
than on later events, the unique and individual form of 
personal identity is influenced by and coalesces during 
the college experience. 

The study of college women described here suggests 
that coresidency is on the whole a positive and growth- 
producing experience for women. It seems to improve the 
quality and appreciation of relationships with people of 
both sexes and the individual’s confidence in herself as a 
person and as a woman. 


Dr. Reid is Associate Psychiatrist, University Health Services, Harvard 
University, 75 Mt. Auburn St., Cambridge, Mass. 02138. She is also 
an Associate, South House, Radcliffe College. 


This work was supported by funding from the Milton Fund, from Rad- 
cliffe College, and from University Health Services, Harvard Univer- 
sity. 


METHOD 


The study was conducted at a coeducational eastern 
university before and after the institution of coresidential 
living. It compared taped interviews with two groups of 
college women—the first interviewed in 1969, when the 
dormitories were all-woman, and the second in 1971- 
1972, when they had been integrated for two years and 
the male-female ratio had reached about 1:1. Each group 
included 23 sophomores; the first group was randomly se- 
lected and the second group matched to the first for dor- 
mitory, family demographic factors, and school back- 
grounds in order to reduce the number of factors other 
than coresidency that might explain differences in the in- 
terview responses.’ 

Interviews were also held with two groups of 25 se- 
niors, the first again randomly selected and the second 
consisting mainly of students previously interviewed as 
sophomores. The senior interviews provided useful sup- 
plementary material, but all statistical comparisons in 
the study were based on the matched sophomore groups. 


DORMITORY LIFE, FRIENDSHIP, AND DATING 
PATTERNS 


The dormitories, originally reserved for women, are lo- 
cated about half a mile from the university’s educational 
and extracurricular facilities, which are coeducational. 
The dormitories play a central role in the lives of the stu- 
dents living there. In both study groups, students said 
they generally ate in their dormitories and stayed there 
when they had no specific reason to be elsewhere. Prob- 
ably because of the close daily contact they provide, most 
close friendships originated in the dormitories. Classes 
and even extracurricular activities produced surprisingly 
few enduring friendships. Thus the dormitory is both the 
center of day-to-day living and the principal source of im- 
portant friendships. . 

At the beginning of the study, 24-hour visiting privi- 
leges were in effect in the dormitories, so that men were 
often present. However, each man was there at the in- 
vitation of a particular woman and was known to others 
primarily as her friend. 


'The statistical method and process for picking the matched sophomore 
sample was the work of Michael Novey, Department of Psychology ang 
Social Relations, Harvard University. 
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EFFECTS OF CORESIDENTIAL LIVING ON COLLEGE WOMEN 


TABLE 1 


Number of Sexual Relationships of College Women in Early Group 
{All-Women Dormitories) and Late Group (Coresidential Dormitories) 


Early Group Late Group 

Number of Relationships (N = 23) (N = 23) 
Serious (caring) 

None 14 6 

One 9 14 

Two 0 3 
Casual 

None 15 12 

One 5 6 

Two 3 3 

Three or more 0 2 


RELATIONSHIPS WITH MEN 


In view of the significance of dormitory life, it is not 
surprising that members of the earlier study group (be- 
fore coresidency) formed relationships more frequently 
and easily with other women than with men. Being with 
women was automatic, while meeting men required ini- 
tiative. One went to parties and mixers or made a point of 
being friendly to the men in one’s classes or extracurricu- 
lar activities. For women who were not at ease with men, 
there was little opportunity to learn more self-assurance, 
and forming close friendships with men was a problem 
for these women. 

Once you met a man, the way to get to know him bet- 
ter was by dating. Dating and its problems were frequent 
topics in the early interviews; some women found dating 
great fun, but many complained of its formality and 
noted that it rarely served as a means of forming a rela- 
tionship other than a romantic or sexual one. Some 
women dated infrequently or not at all. 

Close platonic friendships with men were surprisingly 
few in the early group. Four of the 23 sophomores had 
none at all. While most of the others were on a friendly 
basis with several men (sometimes the boyfriends of 
friends), only four had platonic friendships with men that 
were as close as their friendships with women. All four 
had been in the habit of having men as friends before 
coming to college; none of the sophomores had developed 
this pattern in college. Most of the seniors in the early 
group did have friends who were men, but it had taken a 
while to find them. 

The later group, interviewed after two years of coresi- 
dency, described their friendships very differently. With 
men around all the time, all of the sophomores in this 
group took men friends for granted. All had at least one 
significant platonic friendship and most had more. These 
women were comfortable and unselfconscious with men, 
and they expressed much less concern about dating, since 
this was no longer their principal source of male compan- 
ionship. 

This later group also had more sexual relationships 
than the early group. Most of these were not with men 
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from the same dormitory but some were; the expected 
“incest taboo” was clearly not operative. As table 1 
shows, the increased sexual activity was almost entirely 
in relationships described as serious and caring; there was 
virtually no change in the number of sexual encounters 
with men whom the respondents knew only slightly or 
about whom they did not care very much. In discussing 
this, all but one woman in each group said they preferred 
to reserve sexual relations for men who were important 
to them. 


ATTITUDES TOWARD MEN, WOMEN, AND SELF 


Marked differences in attitudes and assumptions were 
revealed between the two groups. It is impossible to de- 
termine exactly how much of the difference observed is 
due to the two-year interval between the interviews. Be- 
cause of the influence of the women’s rights and con- 
sclousness-raising movements, nearly everyone’s assump- 
tions about men and women have been modified. Many 
of the differences between the two groups were inferred 
from comparisons in their concrete descriptions of them- 
selves and their daily lives rather than from subjective 
changes they themselves were consciously aware of. It 
seems unlikely, therefore, that public opinion and the 
media could produce such profound change or that they 
were more important influences than the clear-cut and 
radical change that took place in the women’s mode of 
living and personal relationships. 

Descriptions of how forlorn one could feel and how 
awkward and embarrassing it could be to be without 
dates occurred repeatedly in the early group but were ab- 
sent in the second. Women in the first group who dated 
infrequently not only felt lonely but also worried about 
what was wrong with them as women; they were self-con- 
scious and quite anxious about themselves. The second 
group, even those without current boyfriends, seemed to 
derive enough security about their womanliness and abil- 
ity to make relationships with men from their other rela- 
tionships so that this recurrent anxiety was not present in 
significant degree. 

When asked how they had changed since coming to 
college, most of the early group talked about intellectual 
growth. Very few of the early sophomores mentioned a 
change either in their feelings about themselves as women 
or in their relationships with men, and the latter were all 
in the context of having found a boyfriend. Many soph- 
omores, particularly those from all-girl preparatory or 
high schools, still did not feel relaxed with men: 


When Pm with guys, I get all tensed up and talk a lot be- 
cause I’m afraid I won’t have enough to say. Sometimes I 
don’t say anything. I’m unsure. I can’t be funny, friendly, and 
casual. I’m not like that with girls. 


The later sophomores were aware of having changed in 
the way they reacted around men. They seemed to feel 
more sure of themselves: 


Coming here from a girls’ school, I can remember looking 


at all the boys and getting nervous in situations, being aware 
that I was a girl. Now I am aware of it occasionally, but it is 
not a reflex at all.... Living with boys takes the strain off al- 
most immediately. It makes you more relaxed. 


Coed living has helped me just be cool and friendly with 
people, be able to talk with them without being nervous or 
wondering what they think of me. 


This diminution of self-consciousness was not a matter 
of becoming “‘one of the boys,” but rather a lessening of 
anxiety about being a girl with a boy. These women made 
it clear that they were aware of the sex difference, that 
each relationship with a boy included the pleasure of 
some sexual tension and excitement, and that there was 
always a question as to whether any given relationship 
would become a sexual one. 


SEX STEREOTYPES AND BEING FEMININE 


One of the most striking differences between the two 
groups lay in their conceptualizations of men and 
women. The later group talked about individual men and 
women they knew. The early group, and only this group, 
tended to stereotype men and women and classify various 
interests, attitudes, and attributes as “masculine”? or 
“feminine”: 


At girls’ schools, some people end up taking masculine 
roles, some feminine roles. I took masculine roles—you 
know, being bright and interested in athletics, head of stu- 
dent government. 


I think Pll go into the foreign service. It’s less masculine than 
politics. Competition, backbiting in politics tend to make 
you less feminine. 


Numerous generalities were made about men and 
women, usually devaluing women. Men were perceived as 
more stable, more rational, less concerned with petty de- 
tails, more intelligent, more thoughtful, more competent, 
more interesting, nicer, while women were described as 
more emotional, less sensible, pettier, nastier, and so on. 
Women in this earlier group repeatedly described their 
accomplishments or talents as masculine, and the com- 
ment “I do ---- like a man” instead of “well”? was not un- 
common. 

At the same time, each woman was concerned about 
being and feeling feminine. The early interviews give the 
impression that women were monitoring themselves a 
good deal in this respect. The greater anxiety about find- 
ing men seemed to be accompanied by anxiety regarding 
their adequacy as women, and some took care to culti- 
vate “feminine” behavior. They refrained from tele- 
phoning men friends even if invited to do so, since that 
was the “man’s role.” Some avoided contributing to class 
discussions as unfeminine, and one described deliberately 
introducing “feminine” topics of conversation like poetry 
as opposed to philosophy when talking with men. One 
woman quoted above was contemplating changing her 
career choice to one that would make her feel more femi- 
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nine. Some women boasted almost defensively of their 
femininity, saying proudly that they were emotional, im- 
pulsive, and sometimes irrational—things a man (and to 
some extent they themselves) would scorn. 

Such stereotyping obviously makes it difficult for a 
women to feel good about herself. If she is able and 
achieves at a high level but wants to feel feminine, she 
must renounce or ignore many of those characteristics. If 
she chooses to assert her capabilities, she can no longer 
feel so adequate as a woman. She must choose between 
self-respect as a person and as a woman, and whichever 
choice she makes involves a repudiation of important 
parts of herself, 

The later group did virtually no stereotyping. They re- 
jected such ideas as sexist or simply untrue. Like the 
early group, they were in the process of learning to feel 
comfortable about themselves as women, but they 
seemed to be having an easier time of it. They repeatedly 
emphasized how being with both men and women helped 
them to explore and share feelings with both and to learn 
about themselves and others. 


It’s something that really comes out of this coed living ex- 
perience. Both sexes are really trying to make the other sex 
somehow know how it feels to be that. 


It is interesting to note that the later group showed 
more interest in both academic work and athletics than 
did the early group. This may partly reflect the diminu- 
tion of political activity on campuses during the two-year 
interval, but it may also express a reduction in the con- 
flict associated with these “masculine” pursuits. 


FEELINGS TOWARD WOMEN 


Apart from stereotyping or the lack of it, the two 
groups showed a difference in the way women felt about 
the other women they knew and about relationships 
among women. In the early group the emphasis on mak- 
ing boyfriends and the too easy availability of women 
seemed to detract from the enjoyment of other women. 
Although everyone had close women friends, there were 
many complaints in this group about the behavior of 
women around other women. Some respondents said that 
women without men around either minded each other’s 
business or isolated themselves, were competitive, be- 
came tense and irritable, were constantly preoccupied 
with men, and did not take the trouble to be attractive or 
good company. Several women, in contemplating the 
proposed change to coresidency, said they would not like 
having to be careful about their behavior and appearance 
when men were around. They seemed to assume that the 
selves they presented to women would not be tolerated by 
men. 

The later group, less focused on concerns about men, 
seemed to have rediscovered women in the process. Sev- 
eral reported this as having happened since they came to 
college. 


It’s only recently that I find I seek out women in an impor- 
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EFFECTS OF CORESIDENTIAL LIVING ON COLLEGE WOMEN 


TABLE 2 
Future Aspirations of College Women in Early and Late Groups 


Late Group 
(N = 23) 


Early Group 
Item (N = 23) 


Sureness of what ts 

wanted as a career 
Very unsure 10 
Unsure 1] 13 
Sure 2 

Importance of a career 
Low 2 
Moderate 6 
High 5 17 
Unclear 10 

Importance of marriage 
Low I 
Moderate 3 
High 5 
Top priority 9 
Unclear 5 


tant way....1’m no longer playing up to men as I did [in 
high school]. 


The feelings expressed about other women are impor- 
tant indicators of how respondents felt about themselves, 
and it seems clear from the two sets of interviews that the 
later women found it easier to like themselves. 


ASPIRATIONS 


All the women accepted their basic identity as women 
with heterosexual longings. In both sophomore groups, 
everyone (except one feminist in the early group who has 
since married) wanted a man in her life, and many 
planned to pursue a career. The differences, as shown in 
table 2, are mainly in emphasis and in the relative impor- 
tance given to marriage and careers. 


Women in the early group placed a higher priority on 
marriage, and a few worried about whether or not they 
would find anyone to marry. In the later group, nine of 
the women said “probably” or “eventually” rather than 
“yes” or “of course” when asked if they wanted to 
marry, and many expected to wait five or ten years. No 
One in this group expressed anxiety over whether she 
would marry. The later group placed a higher priority on 
careers and in most cases had a more concrete idea of the 
kind of career they wanted. 

It should be noted that women in both groups, particu- 
larly the later one, mentioned the population problem, 
and, whatever their personal preference, planned to limit 
their families accordingly. This.alone means they realize 
they will need to find outlets for their talents beyond chil- 
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dren; it will undoubtedly contribute to the increased em- 
phasis on careers. 

Although not specifically questioned about role ex- 
pectations for husband and wife, several women (in the 
later group only) volunteered comments stressing the im- 
portance of sharing housework and child care and the 
equal importance of the careers of both parents. Most 
felt confident that they would find mates who would re- 
spect and help further their goals. They attributed this as- 
surance in part to their personal experience with and ob- 
servation of other men and women who shared these 
values and were learning to live by them, although in a 
college context. In a coed setting, as one women empha- 
sized, you do not have to speculate on how equality would 
work in actual relationships, since models are available 
all around you. 


CONCLUSIONS 


Women living in coeducational residences form many 
more relationships with men, ranging from acquaint- 
anceships through close platonic friendships to love rela- 
tionships, than their counterparts who live in all-woman 
dormitories. Concomitantly, they become much more 
comfortable in the presence of men. They also benefit 
from having real-life examples, both men and women, to 
test out their preconceived ideas of what is womanly or 
manly, and as a result they tend to abandon stereotyped 
notions. They become freer in what they can let them- 
selves do or feel as individuals without threat to their feel- 
ings of sexual desirability and feminity. They seem to re- 
spect themselves and other women more and to be more 
pleased by having women friends. All this implies that 
they feel better about themselves as women who are 
achieving and competent and still deeply feminine. 

Because of the changes in the world this generation is 
trying to develop new styles of being men and women, 
and these must be worked out with peers. Coresidential 
living offers many more contacts with both men and 
women than does the one-sex dormitory and therefore far 
more opportunity to consider these issues in the context 
of real relationships. It offers greater opportunity for 
emotional growth. 
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The Psychiatric Consultant as a Change Agent in the Community 


BY MARTIN C. NALDER, M.D., CARLO A. WEBER, PH.D., AND ARETA CROWELL, PH.D 


As the field of social and community psychiatry contin- 
ues to expand, psychiatrists are obliged to bring their 
knowledge and experience to bear on matters of directing 
and implementing change. The authors describe the role 
of the psychiatrist as an active agent of change in coordi- 
nating a placement program for disturbed adolescents in 
Los Angeles County, Calif. 


IN THE FEBRUARY 1973 issue of this journal, which had a 
special section devoted to social issues, Viola Bernard 
made the following comment: 


The Journal is facilitating a process that is of major im- 
portance for psychiatry and for psychiatrists: that of evolving 
“a consensus about the place of social and community psy- 
chiatry in our profession.” 

Pursuit of such an objective—in itself a social issue—in- 
volves changes in our concepts and practices, and thus, as 
with change process in general, it engenders transitional con- 
fusion, conflicts, and turmoil (1). 


Caplan (2) recognized the need for mental health con- 
sultants to explore less traditional ways of participating 
in the community and suggested the possibility that they 
operate as mediators, “owing primary allegiance to nei- 
ther side, but trusted by both to safeguard their interests 
to the maximum possible degree and to assist each to 
clarify the priorities of its demands and then to negotiate 
an agreement by mutual trade-offs” (2, p. 358). Ro- 
gawski (3) suggested that among the aims of community 
psychiatry are “optimal utilization of existing commu- 
nity resources, creation of new ones, [and] coordination 
of these resources with traditional and new forms of psy- 
chiatry services” (3, p. 65). 


COLLABORATION OR COMPETITION 


Whenever individuals, groups, or organizations come 
together they have the opportunity either to collaborate 
or to compete. A mental health consultant wants to 
evoke the collaborative tendencies among human subsys- 


At the time this work was done, the authors were all with the Mental 
Health Services Division of the Los Angeles County Health Services 
Department, Calif., where Dr. Nalder was Senior Consulting Psychia- 
trist, Dr. Weber is Head, Division of Training and Consultation, and 
Dr. Crowell is Deputy Director. Dr. Nalder is now Assistant Professor 
of Psychiatry, University of Utah Medical Center, and Staff Psychia- 
trist, Counseling and Psychological Services, 2120 Annex Bldg., Uni- 
versity of Utah, Salt Lake City, Utah 84112. 


tems and/or to reduce the tendency toward destructive 
competition among what are often interdependent parts. 
Ferguson (4) wrote: 


In my experience a consultant does much the same thing 
whether he is working with one person, a small group, or a 
large organization. He uses himself to help a client system to 
externalize, to explicate ‘‘nonfit’’ between interfaces or along 
boundaries. He uses himself to release forces that move to- 
ward balance or health in human systems of any size (4, p. 
186). 


In the past two decades, individuals doing this type of 
professional work have been variously called “change 
agents, consultants, applied behavioral scientists, facili- 
tators, trainers, and organization development special- 
ists” (5, p. xiv). They focus on the diagnosis of human 
systems, from the intrapersonal to the group and then to 
the larger system. These professionals aim to help a par- 
ticular system change in a desired direction on the basis 
of a carefully considered diagnosis of the system. 

The literature on planned social change through the 
use of the behavioral sciences is growing rapidly, empha- 
sizing an action role for the behavioral scientist. As cited 
by Bennis (6, p. 96), Lasswell differentiated the tradi- 
tional contemplative standpoint of the behavioral scien- 
tist of the past from the manipulative standpoint, which is 
becoming increasingly more important as far as the utili- 
zation of knowledge of human behavior is concerned. 
The contemporary debate is no longer change versus no 
change but involves what methods will be employed in 
controlling and directing forces in change. 


THE CHANGE AGENT 


Many psychiatrists have reacted with discomfort to an 
action-oriented manipulative stance. Yet as the field of 
social and community psychiatry continues to expand, 
psychiatrists are obliged to bring their knowledge and ex- 
perience to bear on matters of directing and implement- 
ing change. As change agents, psychiatrists are concerned 
with improving the effectiveness of the organization with 
which they are working by developing more rational and 
open methods of resolving conflicts among and within 
working groups, by increasing the value placed on human 
factors and feelings, and by encouraging the conceptual- 
ization of organizations as constantly changing systems 
rather than as static mechanical systems that resist 
change. 

Community mental health workers have been advocat- 
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PSYCHIATRIC CONSULTANT AS CHANGE AGENT 


ing this concept of the community as a dynamic entity for 
years, but there is still a strong tendency to think of com- 
munities as static and unable to change. Some believe 
that the intervention of one consultant, no matter how 
competent and well trained, can accomplish very little be- 
cause of the resistance of any bureaucracy to change. 


EXPERIENCE IN LOS ANGELES COUNTY 


In 1972 the Mental Health Services Division of the Los 
Angeles County Health Services Department, at the 
request of the presiding judge of the juvenile court, was 
confronted with the problem of the care and placement of 
emotionally disturbed adolescents in the juvenile justice 
system. Few foster home placements were equipped to 
care for adolescents with moderate to severe emotional 
problems, and hospital placement and treatment was dif- 
ficult to obtain. Disturbed adolescents therefore often re- 
mained incarcerated at Juvenile Hall, where no mental 
health treatment was available. 

California law is now geared to voluntary hospital- 
izations, and state mental hospitals are basically oriented 
toward open treatment programs. The courts and the 
probation officers both objected to placing disturbed ado- 
lescents in such open hospital settings because of the lack 
‘of suitable controls placed upon the patients and the con- 
sequent potential danger to society. The juvenile court 
wanted assurance that any placement for treatment 
would take into account the fact that these adolescents 
had broken the law. In many cases, placements had been 
unsuccessful because the adolescent offenders had been 
disruptive, uncooperative, and unable to fit into the life- 
style or programs of the placement facilities. Problems 
also arose over territorial limitations that prevented plac- 
ing adolescents in programs outside the catchment area 
in which they lived, even if a similar program did not ex- 
ist in their home territory. 

The question of voluntary placement was also of con- 
cern to probation officers and the court. If the offender 
and his parents agreed to sign him into a state facility on 
a voluntary basis, the court lost its jurisdiction over the 
adolescent and the parents could sign him out of the hos- 
pital at any time. 

An even bigger problem seemed to result from the lack 
of communication and cooperation among caregiving 
agencies, many of whom saw the juvenile justice system 
as trying to dump refractory problems on them rather 
than trying to handle the problems themselves. 

In an attempt to deal with some of these difficulties the 
first meeting with the Mental Health Services Division of 
the Los Angeles County Health Services Department 
was called. It opened with references to young ‘“‘murder- 
ers” and “rapists” who needed to be locked up in secure 
facilities in order to be properly treated and to assure 
protection for the community. Responsibility was placed 
directly on the Mental Health Services Division (MHSD) 
for not providing such a treatment unit. As the com- 
¿plaints continued, much of the anxiety ventilated ap- 
peared to center around the hard-to-place, acting-out, ag- 
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gressive, hostile, frightened young offender rather than 
around murderers and rapists. 

In fact, the probation officers and welfare workers ap- 
peared to be describing several different kinds of adoles- 
cent offender placement problems. A psychiatrist and a 
psychologist representing the MHSD therefore decided 
to request, and were able to obtain, case histories of 49 
young people who were considered hard to place and who 
were allegedly in need of a closed psychiatric hospital. 
The cases were reviewed by the psychiatrist for a general 
impression of diagnosis and treatment needs. He agreed 
that a large number of the subjects did need hospital- 
ization but decided that the majority of them probably 
had thought disorders. Since very few had had psycho- 
therapy, or had been given psychotropic drugs, he 
thought they could be treated in existing programs. 

The psychiatrist then personally visited inpatient ado- 
lescent treatment programs operating within the county. 
He spoke openly about placement needs and asked for 
suggestions from each facility. He found a private psychi- 
atric hospital with a current contract with the MHSD for 
six adolescent treatment beds and the Probation Depart- 
ment was notified that these beds could be filled immedi- 
ately. 

As people became more aware of what the psychiatrist 
was doing, many suggestions about possible resources 
were given him. Camarillo State Hospital in Ventura 
County, which adjoins Los Angeles County on the north, 
had inpatient adolescent beds available. Within a few 
days the psychiatrist visited the hospital, accompanied by 
the medical director of the Probation Department, and 
observed a tribal family program, a closed unit for both 
young men and young women, and a male unit. The staff 
expressed a willingness to work with Los Angeles County 
in dealing with the problem adolescents and indicated 
that they would be willing to accept even adolescents who 
had committed crimes of violence. 

A meeting was subsequently scheduled to work out the 
logistics of moving these young people from the courts to 
the hospital setting as quickly as possible. Several agree- 
ments were made at this time: 

1. No more than two patients would be sent for hospi- 
talization on any one day. 

2. The patients would be evaluated first by the psychi- 
atric clinic at Central Juvenile Hall, and then these find- 
ings would be discussed with the director of the adoles- 
cent program at Camarillo. 

3. In order to avoid the possibility of families signing 
their children out of the hospital after they entered volun- 
tarily to avoid sentencing, the adolescents would be made 
wards of the court and their “voluntary hospitalizations” 
under the law would be signed for by their probation off- 
cer or the social worker from the Department of Public 
Social Services of Los Angeles County (DPSS). This 
would ensure that the adolescent would stay in treatment 
long enough to benefit from it. 

4. The MHSD would assume financial responsibility 
for the patient by signing the hospitalization order. 

5. Arrangements would be made for patient follow-up. 

Typical of the small procedural problems that emerged 


was the fact that the head of the psychiatric clinic of Ju- 
venile Hall had never been given the specific authority to 
sign hospitalization papers for Los Angeles County. The 
county plan was amended in order to give him such 
power; in the meantime, it was agreed that the psychia- 
trist who was consulting with this program would make 
himself available to sign hospitalization papers as a 
county MHSD representative. 

From the outset, the program seemed to work because 
everyone knew that the psychiatric consultant was avail- 
able. He had made personal contact with all those in- 
volved in the program and could talk to them with some 
understanding of their problems and the structure within 
which they worked. Because he also knew the other 
agencies involved, he could often come up with a com- 
promise that suited both. Furthermore, his professional 
authority, as well as his position with the MHSD, was a 
great asset in reaching the people who could open doors 
and facilitate activity. 

At this point, Metropolitan State Hospital in Los An- 
geles County indicated an interest in the program. A site 
visit was again made by the psychiatrist, who invited rep- 
resentatives from both the DPSS and the Probation De- 
partment to join him. During the trip to the hospital and 
back, everyone talked informally about his problems 
both within his own agency and between agencies, and 
this informal] conversation permitted further exploration 
of ways to avoid difficulties in the future. 

At the time of this site visit, a special crisis evaluation 
unit had been recently established at Metropolitan State 
Hospital to promote the keeping of patients in the com- 
munity and out of the hospital. The adolescent unit staff 
were concerned that the crisis evaluation unit might not 
want to approve admission of some adolescents to their 
unit. Enough discussion about this possibility arose that 
the psychiatric consultant visited the crisis unit and dis- 
cussed the problem with the admitting psychiatrists 
there. He found that when they understood the program 
being developed they were anxious to cooperate. An ar- 
rangement like the one made with Camarillo State Hos- 
pital was therefore made with Metropolitan State Hospi- 
tal. Another ten beds were informally assigned to this 
program. 

Within a period of a few weeks, 26 hospital beds for se- 
riously disturbed adolescents in Los Angeles County had 
become visible and available without any additional ex- 
penditure of money. The presiding judge was of course 
pleased with the progress and amazed that it had been 
done without approaching the legislature for action and 
without a major overhaul of the existing system. 


FURTHER COOPERATIVE EFFORTS 


The various agencies with which the psychiatric con- 
sultant had been working, aware of the accomplishments 
described above, suggested that they meet together every 
month. This kind of productive cooperation had not 
characterized the relationships among these agencies and 
they wanted it to continue. A delegate of the chief admin- 
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istrative officer of Los Angeles County was designated to 
chair these meetings, which have since been held regu- 
larly and have continued to be productive and useful. Ad- 
ditional programs have been suggested and developed as 
a result of these meetings. The psychiatric consultant re- 
mained involved as long as he was in the area; within a 
very short time he was no longer needed to maintain the 
major responsibility that he originally had. 

Of particular interest is the fact that since the 26 beds 
were made available to the county agencies, they have 
never all been utilized at any one time. As yet, no cases 
that were not suitable for the existing program have come 
to the attention of the psychiatric consultant or the inter- 
agency group, even though a good deal of time was spent 
in the beginning worrying about “exotic” cases. In time 
these cases appeared to be far rarer than had been 
claimed at the beginning. 


THE PSYCHIATRIST AS CHANGE AGENT 


It is clear that the psychiatrist, acting as a change 
agent in this situation, was much more involved in devel- 
oping solutions to problems than ts usual in most mental 
health consultation. He was in no sense passive. He be- 
came the core individual in coordinating, integrating, and 
facilitating the work of participating agencies and 
groups. He used his professional prestige and authority, 
not to force others into a specific way of thinking, but to 
enable others to share their ideas, concepts, and problems 
with him and thereby with each other. He listened. 

Many agencies in the mental health field feel isolated 
and frequently begin to believe that no one else is inter- 
ested in working with them toward a common goal. They 
feel that barriers are always being placed before them. In 
making site visits, the psychiatric consultant attempted 
to be as open and honest as he could about what he was 
interested in doing and why he was investigating and vis- 
iting each place. He talked freely about.the problems he 
faced and openly sought help from the agencies by way of 
specific suggestions or recommendations. This approach 
was, in our opinion, extremely successful. Barriers to 
communication fell rapidly, and the recognition that 
someone was treating them as an important part of the 
solution and really wanted to help gave many organiza- 
tions a new lease on life. 

In connection with his work at the Tavistock Institute 
in London, Sofer referred to the change agent qua con- 
sultant as operating very much like a practicing physician 
or psychoanalyst. As quoted by Bennis (6), he stated, “In 
undertaking my work, I entered the same moral order as 
my respondents, helping them to maintain what was posi- 
tive in their situation and to alter what was negative” (6, 
p. 121). He also stated that the consultant starts from the 
chief “presenting symptom” of the client, articulates it in 
such a way that the causal and underlying mechanisms 
of the problems are clearly understood, and then takes re- 
medial action. Using himself as a major tool, the consul- 
tant attempts to find out the important data, uses each, 
situation, whether planned or spontaneous, to work 
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through the tensions and resistances associated with 
them, and, most of all, uses himself as a role model, feel- 
ing that almost more important than expertise is the 
“manner in which my colleagues and I defined and recon- 
ceptualized the problems” (6, p. 122). 

Sofer went on to suggest that psychotherapy or some 
form of clinical experience in a mental hospital is neces- 
sary preparation for the change agent. In business and in- 
dustry, heavy emphasis is placed on the strategy of a role 
model, since the main instrument of change is the change 
agent himself and the skills, insight, and expertise that he 
has. If a behavioral scientist recognizes the benefits of 
this type of experience in bringing about change, then we 
psychiatrists, who have so much experience in these 
areas, Should explore the ways in which we can effectively 
use this experience to become change agents in our com- 
munities. 


CONCLUSIONS 


The suggestion that mental health consultants explore 
the role of change agent may add to the discomfort many 
professionals already feel in modifying their psycho- 
therapeutic stance when they move into community con- 
sultation. However, the benefits are sufficiently great that 
sincere efforts should be made in this direction. The psy- 
chiatrist in most community-based mental health pro- 
grams usually has the kind of autonomy that permits him 
to use himself and his skills to coordinate and facilitate 
community activities in a manner that may not be avail- 
able to other disciplines. The psychiatrist in this role does 
need the support and cooperation of his administrative 
superiors and, of course, he must be willing to consult 
with them at all stages of his work, adjusting his goals 
and activities according to the requirements of his parent 
organization. But this kind of relationship is always nec- 
essary for a consultant working within any organization 
or working to facilitate cooperation between two or more 
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organizations. 

Psychiatrists should be oriented toward “‘alternatives,”’ 
Many community groups are not; often, each has his own 
hidden agenda. The consultant must therefore give up the 
idea that all solutions must grow out of the consultees 
themselves. He must be willing to suggest alternatives 
and even to press for certain solutions rather than let less 
desirable solutions grow out of lengthy discussions that 
often lead nowhere and into which he does not feed infor- 
mation or suggestions. This attitude means he must be 
willing to°make value judgments in his consulting role 
and encourage their acceptance, even though he cannot 
and must not force them on the groups. Finally, he must 
do everything he can to facilitate their implementation 
once acceptance has been gained. In doing these things, 
he can become a major force in the community for bring- 
ing about results that might take months or years to ac- 
complish if he took a more passive and traditional role. 
He will not always be right, or course, but one may hope 
he can tolerate making mistakes, learn from them, and 
move on to new solutions. In all these ways he can teach 
healthy principles of coping with problems by his own ex- 
ample and at the same time use his skills in real service to 
his community. 
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Drug Abuse and the Emergency Room Physician 


BY DAVID J. GREENBLATT, M.D., AND RICHARD I. SHADER, M.D. 


Physicians staffing emergency treatment facilities seldom 
are required to make hasty judgments regarding pharma- 
cotherapy of drug abuse. Unnecessary morbidity fre- 
guently results from the use of barbiturates and major 
tranquilizers in the emergency room. The need for seda- 
tives and tranquilizers should be carefully assessed before 
they are administered. Drug-induced agitation or panic 
will often subside spontaneously or in response to reas- 
surance, obviating the need for coadministration of seda- 
tives. 


THE DRUG-ABUSING PATIENT presents a particular chal- 
lenge to the emergency room physician because of the 
possibility that he suffers from one of a vast spectrum of 
associated diseases and altered states of consciousness. 
Some patients arrive deeply comatose or unresponsive 
due to an overdose of sedative-hypnotic agents. Others 
may be wildly agitated, delirious, and combative from 
abuse of hallucinogenic or anticholinergic drugs. Many 
individuals present themselves without acute disease or 
dramatic alterations in consciousness, wishing only to 
discuss with a physician the psychosocial problems 
created by their drug abuse. Some may merely be looking 
for a free “high.” 

It behooves the emergency room physician to remem- 
ber that regardless of the presenting problem, most of 
these patients seek medical help because of drug-induced 
disease. The doctor wishing to help (or, at least, to do no 
harm) is best armed with an attitude of caution and re- 
straint regarding the pharmacotherapy of drug abuse. 
Unnecessary tatrogenic morbidity or hospital admission 
is far too often precipitated by the physician’s coadminis- 
tration of drugs to these patients with drug-induced dis- 
ease. 

In a recent issue of this journal, Dr. James L. Chapel 
presented guidelines for emergency room treatment of 
the drug-abusing patient (1). Because many aspects of 
therapy are controversial or are of unproven efficacy, ra- 
tional individuals may differ considerably in their ap- 
proach to such patients. This article will discuss some of 
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the areas of controversy and present alternative methods 
of treatment where appropriate. 


THE COMATOSE PATIENT 


The treatment of coma due to ingestion of sedative- 
hypnotic drugs has been described in detail elsewhere (2- 
6). The first responsibility of the emergency room physi- 
cian is to immediately assess the adequacy of the 
patient’s ventilation and circulation. If either or both of 
these vital functions are inadequate, resuscitation should 
be instituted. Physicians staffing emergency services must 
be adept at the techniques of cardiopulmonary resuscita- 
tion, including endotracheal intubation, closed-chest car- 
diac massage, the establishment of intravenous routes by 
means of cutdowns or subclavian vein catheterization, 
and the appropriate use of cardiac drugs. 

After initial evaluation of their vital functions and neu- 
rological status, comatose patients should be admitted to 
the hospital’s medical service—preferably to an intensive 
care unit where staffing and facilities are optimal for con- 
tinuous monitoring and for appropriate respiratory care. 
Before any therapy is undertaken, approximately 50 cc. 
of venous blood should be drawn and sent for routine 
hematologic, biochemical, and toxicological screening. 
Hypoglycemia is a readily reversible cause of coma that, 
of course, can occur in the drug abuser. Therefore even 
when another etiology of coma is evident, all patients 
must receive 50 cc. of glucose, in a 50-percent solution, by 
intravenous bolus injection. 


OPIATES 


Patients suffering from an acute overdose of intra- 
venously injected heroin or other opiates present a char- 
acteristic picture of unresponsiveness, depressed or ab- 


sent respiration, miotic pupils, and cutaneous evidence of . 


a recent injection (7). A history of opiate abuse is usually 
obvious, particularly when the patient is brought in by 
friends or when multiple venipuncture scars (“tracks”) 
are present. 

A sample of arterial blood should be drawn for deter- 
minations of pH, oxygen, and carbon dioxide tensions. If 
these determinations reveal significant acidosis, hypoxia, 
or hypercapnia, or if cyanosis is clinically evident, emer- 
gency respiratory care (endotracheal intubation) is in- 
dicated. Simultaneously, a reliable intravenous route’ 
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should be established for injection of a narcotic antago- 
nist. In many medical centers naloxone (0.4 to 0.8 mg., 
administered intravenously) has become the agent of 
choice since this drug is devoid of respiratory depressant 
properties. Dramatic recovery often occurs following ad- 
ministration of the antagonist. However, most patients 
are agitated, delirious, and combative as they emerge 
from coma. In many cases, agitation is unmanageably se- 
vere. For this reason secure physical restraints must be 
applied before narcotic antagonists are injected. The eth- 
ical aspects of this measure might be legitimately ques- 
tioned. Yet the necessity for restraints is demonstrated 
again and again when individuals cause harm to them- 
selves or to medical staff during their emergence from 
opiate-induced coma. 

All patients should be hospitalized and observed con- 
tinuously for at least 24 hours. Life-threatening respira- 
tory depression may reoccur within several hours because 
opiate antagonists are eliminated much more rapidly 
than heroin. 

Pulmonary edema induced by heroin (7) can accom- 
pany an overdose, but it may also occur after heroin in- 
jection even when central nervous system depression is 
minimal. The syndrome can be so severe as to cause 
death from hypoxia, or the patient may be totally asymp- 
tomatic. Radiographic evidence of interstitial or pulmo- 
nary edema is present in most drug abusers following in- 
travenous injection of heroin, even when respiratory 
distress is absent. 

The etiology of the syndrome is unknown, Cardiac sil- 
houettes are of normal size in chest X rays (8). Hemo- 
dynamic studies have revealed pulmonary hypertension 
but normal pulmonary capillary wedge pressures (9). 
Since the phenomenon cannot be explained by left ven- 
tricular failure or intravascular volume overload, mea- 
sures that improve cardiac function or reduce vascular 
volume are of no value. Therefore the use of digitalis and 
diuretics should be avoided. Some authors have sug- 
gested that heroin-induced pulmonary edema may be a 
hypersensitivity phenomenon (7). If this is true, systemic 
corticosteroids or antihistamines might theoretically be 
of benefit; however, this possibility remains unproven. 
Oxygen, positive pressure ventilation, and, if necessary, 
assisted ventilation are effective supportive measures. 
Patients obviously must be hospitalized.’ 

Narcotic addicts arriving at emergency room facilities 
frequently claim to be in various stages of withdrawal. 
They may request or demand prescriptions for sedative- 
hypnotics, antiemetics, analgesics, or methadone. Emer- 
gency room physicians should not undertake responsi- 
bility for detoxification of the ambulatory opiate addict. 
Specialized inpatient detoxification facilities may be used 
if available. Otherwise, patients should be referred to 
drug abuse clinics staffed by personnel who are experi- 
enced in the management and scrupulous follow-up of 
addicts. Withholding tranquilizers or methadone from an 
addict apparently suffering from withdrawal symptoms 
may seem inhumane. Far too often, however, drug pre- 

scriptions written by emergency room physicians are mis- 
used or abused. 
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SEDATIVE-HYPNOTICS 


The potential gravity of the sedative-hypnotic overdose 
syndrome differs widely among drugs of this class (2, 10). 
Short-acting barbiturates (secobarbital, pentobarbital), 
glutethimide, and meprobamate can produce deep coma 
and death with relatively small doses. On the other hand, 
drugs of the benzodiazepine class (chlordiazepoxide, 
diazepam, oxazepam, flurazepam) produce little if any 
respiratory or cardiovascular depression even after very 
large doses are ingested. Fatal poisoning with this latter 
class of drugs is rare. 

Since knowledge of the particular drug ingested is es- 
sential in order to determine appropriate therapy, the 
emergency room physician should make every effort to 
determine which drug or drugs are involved and the 
quantity of each. Friends, relatives, or the police should 
be asked to search the patient’s dwelling and belongings 
for medication bottles and/or prescriptions. Information 
obtained in this manner often is more useful than com- 
mercially available toxicological blood analyses, the re- 
sults of which may be nonspecific, inaccurate, and in- 
ordinately delayed. 

Efforts to remove gastric contents should be initiated 
while the patient is in the emergency room (2-6). Induced 
vomiting is appropriate, but only in a fully conscious 
patient. Syrup of ipecac (not fluid extract of ipecac) in a 
dose of 15 to 30 cc. is usually effective, but only after a 
delay of ten to 30 minutes. Large volumes of water 
should not be given; this will only hasten absorption of 
the drug remaining in the stomach. Apomorphine (2.5 
mg., administered intravenously) is more consistently 
and rapidly effective than ipecac, but it may produce un- 
wanted central nervous system depression. If the patient 
is not completely conscious, induced vomiting is con- 
traindicated, and gastric lavage should be attempted. En- 
dotracheal intubation should precede passage of the 
nasogastric tube in comatose patients. Instillation of acti- 
vated charcoal following lavage ts favored by some physi- 
clans. The value of all of these measures diminishes as the 
time since drug ingestion becomes longer. 

Following an overdose of glutethimide, individuals oc- 
casionally will improve neurologically and “wake up,” 
only to subsequently lapse back into deep coma. The phe- 
nomenon may be explained on the basis of delayed ab- 
sorption, release of the drug from the enterohepatic cir- 
culation, or mobilization of the drug from lipid storage 
sites. A similar rebound effect has been reported follow- 
ing meprobamate overdose. For this reason, patients who 
have ingested significant quantities of either of these 


‘drugs should be hospitalized even if they seem awake and 


alert at the time of examination. 


ALCOHOL WITHDRAWAL 


An objective withdrawal syndrome results when the 
chronic or binge-drinking alcoholic stops or reduces his 
alcohol intake. Symptoms can range from mild nervous- 
ness, irritability, and insomnia to tremulousness and hal- 
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lucinosis to the full-blown agitated, toxic psychosis of de- 
lirium tremens. There is no characteristic combination of 
symptoms. Mild symptoms cannot be relied upon to pre- 
cede severe ones; and premonitory symptoms do not nec- 
essarily progress to delirium tremens (11, 12). 

‘Regardless of the type and severity of the presenting 
symptoms, the withdrawing alcoholic benefits from treat- 
ment with sedatives or tranquilizers. Therapy appears to 
be of most value when begun early in the course of with- 
drawal. Many physicians favor benzodiazepines 
(chlordiazepoxide or diazepam) because they are effec- 
tive and have minimal toxicity (13-17). Barbiturates are 
more toxic and no more effective than benzodiazepines. 
Paraldehyde, a traditional remedy, is noxious to patients 
and medical staff and is inappropriate for parenteral ad- 
ministration. There is accumulating evidence that pheno- 
thiazines (chlorpromazine, promazine) should be 
avoided. These drugs are associated with an increased in- 
cidence of seizures and occasionally with hypotension, 
which can be fatal (17-19). 

The emergency room physician should administer 
chlordiazepoxide (100 mg., administered intra- 
muscularly) to the withdrawing alcoholic. Acute enceph- 
alopathy associated with thiamine deficiency can rapidly 
become irreversible if untreated. Therefore all patients 
should receive thiamine (100 mg., administered intra- 
muscularly or intravenously) in the emergency room. 
Ideally, patients should be hospitalized, but for some in- 
dividuals with milder symptoms, withdrawal can be com- 
pleted on an outpatient basis using oral doses of chlordi- 
azepoxide (25 mg. four times a day). Seizures 
occasionally are a feature of alcohol withdrawal in 
patients with no prior seizure disorder. When they occur, 
seizures almost always appear within 48 hours of cessa- 
tion of drinking and are self-limited (20). Large doses of 
barbiturates or paraldehyde are unnecessary and may 
only increase eventual morbidity. There is no evidence 
that diphenylhydantoin is useful in preventing or arrest- 
ing such seizures. 


AMPHETAMINES 


Amphetamines can rapidly devastate a drug abuser. 
Several days of “speed tripping” can lead to emaciation 
and utter exhaustion due to the anorexia, sympa- 
thomimetic activity, and incessant vigilance induced by 
amphetamine-like drugs. Patients may be in an acutely 
agitated psychotic state with paranoid delusions and hal- 
lucinations, which can be both auditory and visual. Ori- 
entation, memory, and intellectual function usually are 
preserved. Hyperactivity of the sympathetic nervous sys- 
tem is evident. 

Phenothiazines seem to be a specific antidote (21). 
Chlorpromazine (25 to 50 mg., administered intra- 
muscularly) will rapidly reverse the toxic psychotic state, 
but at the risk of producing debilitating postural hypo- 
tension. Haloperidol (2.5 to 5 mg., intramuscularly) is 
also effective. This drug rarely impairs blood pressure 
regulation but often induces alarming extrapyramidal 
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motor disturbances. In most individuals, patient reas- 
surance will suffice until the responsible amphetamine is 
excreted. Acidification of the urine, using oral doses of 
ammonium chloride (500 mg. every three to four hours) 
may hasten excretion of amphetamines. 

Profound depression of mood may follow a “speed 
trip.” The emergency room physician should ensure that 
the amphetamine abuser is referred to a psychiatric treat- 
ment facility where such sequelae can be dealt with. 


HALLUCINOGENS 


An individual’s subjective reaction to hallucinogenic 
drugs, whether LSD or marijuana, depends in large part 
upon several nondrug factors. These include the patient’s 
expectations, his ability to cope with the induced per- 
ceptual distortions, and the familiarity of the setting in 
which the drug is taken. “Bad trips” can result when drug 
effects differ radically from what the patient had expected 
or when distortions in cognition and perception over- 
whelm an emotionally unstable or labile individual. Use 
of hallucinogenic drugs is often a group undertaking. 
Group “leaders” or other experienced drug users fre- 
quently can be very effective in dealing with the novice’s 
bad trips. Occasionally, emergency room treatment is 
sought. 

Adverse reactions to hallucinogens usually take the 
form of anxiety, apprehension, or panic. Patients should 
be reassured that they are not “losing their minds’’—that 
their bizarre visions and thoughts are due to the drug and 
will disappear once the drug wears off. Most patients are 
greatly relieved when they hear this from a physician, and 
their panic usually subsides. Occasionally, adjunctive 
anti-anxiety medication (chlordiazepoxide or diazepam) 
may be helpful or necessary. There is little justification 
for administering barbiturates or phenothiazines. 

Because of recent publicity in the lay press, many drug 
users may- express concern about drug-induced chro- 
mosomal damage. They should be reassured that there is 
no sound evidence to suggest that hallucinogenic drugs 
such as LSD cause birth defects or neoplastic disease in 
humans (22), 


ANTICHOLINERGICS 


High doses of belladonna alkaloids and certain syn- 
thetic anticholinergics produce an agitated, toxic deli- 
rium termed the “CNS anticholinergic syndrome.” Due 
in part to their easy availability, anticholinergics have be- 
come popular as drugs of abuse, both as hallucinogens 
and as agents used in suicidal attempts (23, 24). Atropine 
and scopolamine are components of a variety of medica- 
tions for the treatment of colds, asthma, gastrointestinal 
disorders, and sleeping disturbances. Many of these 
medications are inexpensive and available without pre- 
scription in drug stores and supermarkets. 

Anticholinergic overdose produces signs of peripheral , 
muscarinic blockade: tachycardia, mydriasis, dry mouth 
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and mucous membranes, decreased sweating, and re- 
duced bowel and bladder motility. The patient’s mental 
status may fluctuate between drowsiness or obtundation 
and confusion, agitation, and delirium, with aimless 
movement of the extremities and nonsensical utter- 
ances (25). Because belladonna alkaloids have a short 
biological half-life, overdose is usually of short duration 
and seldom fatal. 


Attempts to induce vomiting in such patients will gen- 
erally fail, since the anticholinergic drugs also have an- 
tiemetic properties. In most cases delirium does not re- 
quire pharmacotherapy; patients usually calm down with 
reassurance and time. Phenothiazines consistently ex- 
acerbate delirium in these individuals and therefore are 
contraindicated (25, 26). Diazepam or chlordiazepoxide 
may be safely used if the patient cannot be managed by 
reassurance alone. Physostigmine, a nonquaternary 
cholinesterase inhibitor, is the specific antidote (23-25, 
27-31). A 2- to 4-mg. parenteral dose of physostigmine 
produces rapid reversal of the toxic state. The same dose 
can be repeated hourly as often as necessary. Uncontrol- 
lable agitation and extreme hyperpyrexia are the major 
indications for its use. 


COMMENT 


Dealing with the immediate problems of drug overdose 
and adverse reactions is only one of the important func- 
tions of the emergency room physician. Drug abuse does 
not end when the last dose is detoxified and excreted. 
Equally important is the referral of the drug abuser to 
treatment facilities where more lasting solutions to prob- 
lems of drug addiction can be undertaken at a later date. 
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Psychiatric Consultation to a Filipino Community in Hawaii 


BY BENJAMIN B.C. YOUNG, M.D., AND J. DAVID KINZIE, M.D. 


‘The authors describe a predominantly Filipino village in 


Hawaii that underwent drastic economic and social 
changes without disintegrating. They conclude that with 
the right ingredients of leadership, community planning 
organizations, and a sense of community identity, change 
can be dealt with effectively and with a minimum of psy- 
chiatric disruption. 


HAWAI, LIKE MANY OTHER AREAS, is undergoing rapid 
economic and cultural changes. These changes stem 
largely from the transition of a rural agricultural state to 
one with a tourist orientation and from the simultaneous 
rapid rise in population and urbanization. This paper de- 
scribes one year’s experience of psychiatric observation 
in a rural Filipino community undergoing such a change. 
The purposes of this paper are: 1) to describe this village 
and its economic and social changes; 2) to describe the 
psychiatric approach to this community; 3) to report 
findings regarding the degree of psychiatric and social 
disturbance; and 4) to discuss the community’s coping 
mechanisms, which help to explain the results. 

Through the work of the Leightons and associates (1~ 
3), a body of theory has developed that relates sociocultu- 
ral change to an increased amount of psychiatric illness. 
This theory states that sociocultural disintegration, as de- 
fined by a number of social parameters, leads to an in- 
crease in psychiatric impairment. There has been some 
confirmation for this work in Nova Scotia and in Ni- 
geria. Although the hypothesis has been criticized on log- 
ical grounds by Kunitz (4), it has value for understanding 
the relationship between social and cultural change and 
psychiatric disorders. The theory is also useful in in- 
dicating the communities that would be most vulnerable 


At the time this work was done, Dr. Young was a resident in psychiatry 
at the University of Hawaii School of Medicine. The authors are now 
both with the University of Hawaii School of Medicine, 1960 East- 
West Rd., Honolulu, Hawaii 96822, where Dr. Young is Assistant Dean 
and Dr. Kinzie is Assistant Professor of Psychiatry. 
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to an increased amount of psychiatric disability and 
therefore might profit from psychiatric consultation or 
intervention. 

Dr. Frances Cottington (5) reported that on the island 
of Hawaii the establishment of large tourist hotels in a 
rural community resulted in family distress and increased 
incidence of divorce and social problems in the children 
of the families involved. On another island, Kauai, sim- 
ilar problems were experienced as a result of the closing 
of a sugar mill. 

These experiences alerted us to the village we call Plan- 
tation Town, which recently lost its economic source of 
wealth, namely, sugar cane and the sugar mill. In addi- 
tion, there was a large hotel nearby. We felt these social 
and economic changes would probably result in the dis- 
integration of community life and therefore would in- 
crease psychiatric and social problems. Indeed, some 
concerned groups were planning a number of social- and 
psychological-oriented programs for the community. Our 
approach was to offer psychiatric consultation for.a year 
to the community to determine the need and possible 
points of intervention consistent with the culture. 


THE COMMUNITY 


Plantation Town is located in rural Oahu. It encom- 
passes an area of about 15,000 acres, of which 3,000 acres 
were in sugar cultivation when the mill was in operation. 
The area was purchased in 1876 by an estate. In 1890 a 
railroad line was built to the area, marking the beginning 
of the plantation; the land was leased out by the estate to 
the plantation company. Contract labor was brought 
Originally from Japan, but this group of workers moved 
up economically and the next laborers brought in were 
Filipinos of Ilocano descent. At the time the mill was in 
operation, there was no other significant economic enter- 
prise in the town. The life of the town was entirely depen- 
dent on the plantation. In the early 1940s the union 
movement gained momentum, and by the end of the 
1940s Plantation Town was firmly established as an In-° 
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ternational Longshoremen’s and Warehousemen’s Union 
(ILWU) town. 

Sugar cultivation has become increasingly unprofit- 
able due to high labor costs and foreign competition. In 
Plantation Town there have been rumors of the mill’s 
closing for the last 20 years. On April 1, 1968, the planta- 
tion announced that it was going to close down and that it 
would do so over a period of three years. On November 
30, 1971, the mill closed down operations. The town pop- 
ulation is approximately 1,000, of whom 700 are Filipino, 
200 are Japanese, and the remainder are of mixed and di- 
verse racial backgrounds. 


PSYCHIATRIC APPROACHES TO THE COMMUNITY 


In early 1972 the community came to the attention of 
the University of Hawaii’s department of psychiatry. As 
a result of contacts with people who knew of the com- 
munity, preliminary negotiations were carried on with 
community leaders to determine the need and desirability 
of psychiatric consultation. From this meeting it was de- 
termined that a senior resident in psychiatry would spend 
one day a week in the village for one year to assess the 
needs of the community and to offer both direct and in- 
direct services to meet these needs if this was desired by 
the village itself. In July 1972, one of us (B.B.C.Y.) began 
weekly visits to the village, spending approximately six 
hours each visit. This author is a lifelong resident of Ha- 
wail and of Polynesian-Chinese racial extraction. This 
undoubtedly facilitated our entry into the community. 

The method of consultation is similar to one used with 
rural American Indians (6). We first approached the so- 
cial and political community leaders and requested their 
sanction for consultation. This provided the necessary 
relationship and trust needed so we could discuss with 
them their social problems, obtain access to records and 
Meetings, interview ten families in depth, and become a 
visible resource for the community members themselves. 

This method of psychiatric consultation to the Filipino 
community in Plantation Town proved to be effective in 
providing a number of contacts within the community. 
We first explained the goals of the project to the trustees 
of the estate. We received their sanction as well as back- 
ground material regarding the relationship between the 
estate and the plantation and residents. The way was then 
paved for the consultant to approach community and 
business leaders, the union, and eventually ten families. 
By talking with people at these various levels, we became 
aware that several key individuals were the essential lead- 
ers of this community. These key leaders were contacted, 
and their approval assured our entry into the community. 

Contact was then made with the principal, vice-princi- 
pal, and counselors of the intermediate and high schools; 
the people at the mental! health facilities; those on the po- 
lice force; and physicians and ministers. They all agreed 
to refer any apparent problems to the consultant for 
treatment. School counselors met regularly with the con- 
sultant. The police would relay any information regard- 


®, . . * G] 
ing crime, delinquency, and arrests. The physicians and 
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hospital personnel agreed to report any increase in physi- 
cal ailments or psychosomatic problems. 

Throughout the year, continual contact developed in 
the form of weekly meetings with the primary commu- 
nity leaders. This was often informal, and new events in 
the community and ideas for development of community 
resources were discussed. This sharing of ideas led to a 
friendly interchange and ongoing contact with the com- 
munity leaders and seemed useful to them. The senior au- 
thor became recognized in Plantation Town and was ap- 
proached often in a friendly and easygoing fashion. 

As the project developed, it became apparent that so- 
cial and psychiatric problems were not emerging. This led 
to a shift in the psychiatrist’s approach from consultation 
to an investigation of the forces in the community that re- 
sulted in the apparent positive coping in the face of a 
poor sociocultural and economic environment. This was 
done by a process of data collecting and evaluation of the 
social processes within the community. 

In addition, we selected ten families to interview in- 
tensively to determine the amount of psychological dis- 
turbances present at the individual and family level. 
These families were selected so that five families had at 
least one spouse working at the nearby tourist resort ho- 
tel and the remaining five families had one of the spouses 
working elsewhere. In addition, all families had at least 
one minor child in the home. A contact was made with 
each family through the community leaders, and approxi- 
mately one to two hours were spent in the interview. 

The interview was conducted informally, with ques- 
tions asked along the following lines: “Did you know of 
the closing of the mill?” “How did it affect you?” “How 
did others in the community take to the closing of the 
mill?” “What kind of work do you do now?” “Do you 
know of any problems that arose with others in the com- 
munity as a result of this?” “What do you think was the 
most important thing that helped the community when it 
found out that sugar was being phased out?” Personal 
data were also obtained on the ages of the adult members 
of the household, number of children, religious affilia- 
tion, and plans for the future. 


PSYCHIATRIC AND SOCIAL FINDINGS 


The results and findings relate to both the consultative 
and investigative aspects of the project. The consultation 
resulted in constant communication between the psychia- 
trist and the community leaders in which there was a 
sharing of ideas about areas of community development 
and the mobilization of social support for problems. The 
community expressed its appreciation to the psychiat- 
ric consultant for his weekly visits, his unhurried manner, 
and his sense of respect for their situation. 

Although the psychiatrists were readily accepted in the 
community and despite the fact that we had contacts with 
the community caretakers, we found little disability. No 
individual was referred for therapy throughout the year. 
No psychiatric case was referred to the mental health 
clinic from the plantation village. Neither the police nor 


the mental health clinic noticed an increase in abuse of al- 
cohol during the year. Only one divorce took place, and it 
seemed to be unrelated to the change in the work of the 
husband. Although statistics are lacking, there seemed to 
be no increase in crime or delinquency reported by the 
police or the law enforcement authority. 

The interviews with the ten families were remarkable 
for the unanimity of opinion expressed and the lack of 
discernible psychopathology. The families clearly recog- 
nized the implications of the mill’s closing. They took the 
necessary steps to obtain other jobs and they had abso- 
lute faith that their leaders would aid them in this pursuit. 
Despite the often wide differences in ages between hus- 
band and wife, which is typical of Filipino communities, 
there were no noticeable complaints of increased family 
distress. There was widespread agreement about their 
cultural identity as Filipinos and about commonly held 
values. They described a rapid and effective communica- 
tion network with their friends and leaders, and there was 
a lack of expressed hostility toward others in the commu- 
nity. Although many admitted that the future was some- 
what uncertain, they felt that the community had the 
ability to handle the problems. These results led us to an- 
alyze and evaluate the effective coping response of the 
community. 


THE COMMUNITY’S COPING RESPONSE 


After the announcement of the closing of the mill in 
April 1968, a phase of laying off workers in various 
stages began. This continued until the final stoppage oc- 
curred on November 30, 1971. A steering committee was 
formed by the union (ILWU) to prepare for those being 
laid off, and plans were made to find other jobs and to ar- 
range unemployment compensation, early retirement, or 
transfer to similar positions in other sugar companies. As 
people were laid off, various job opportunities were made 
available in various locations in the same community or 
as far as 40 miles away in the metropolitan area. The 
steering committee had ample time to assist in stepwise 
fashion those who were laid off. The steering committee 
also issued a publication under the auspices of the ILWU 
in which questions most likely to be asked by the people 
were answered. 

A second critical need, housing, was met. The commu- 


nity, with the cooperation of the plantation, the union, 


and the estate, formed a housing cooperative in which the 
existing dwellings in the community were to be placed un- 
der the responsibility of the people involved. The planta- 
tion relinquished its rights to the homes, and all housing 
needs such as maintenance were to be taken care of by 
the cooperative. Rent was to be collected and used for 
repairs, which were all handled by the cooperative. The 
estate landowner is allowing the people to live in the 
community until 1983, at which time the lease held by 
the plantation is to expire. 

Sensing the need for maintaining communication 
within the community, an association was formed to 
meet the needs of the young and the elderly, for recre- 
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ation, and for developing some political power that would 
have a voice regarding events touching this community. 
Small agricultural industries were developed in the area: 
a group of former plantation workers formed a grower’s 
association and planted bananas, papayas, and water- 
melons; another venture was in tomato raising; and a 
large corporation attempted to grow grain. A large hotel 
opened up; it had made arrangements with the estate to 
employ approximately 100 people from the area. There 
are plans for developing a park with a historical theme 
close-by within two years. According to a master plan 
this area is earmarked for resort development, and this 
brings with it the controversies of ecology versus survival 
for the people of the community. 

Credit for the planning is due in large part to the com- 
munity leaders, who willingly assumed responsibility for 
the community at large. These previously established 
leaders from the sugar plantation days allowed the com- 
munity to maintain its unity even though its members no 
longer shared a common employer. The community be- 
came even more closely knit, perhaps, since its own lead- 
ers became the source of the community’s direction. The 
community is coming of age; it seeks individual economic 
independence for its members while they maintain their 
old social ties and even accept responsibility for one an- 
other. 

At present, we would say that prospects are good that 
this community will be able to deal with further changes 
as it becomes progressively less agricultural and more ur- 
banized and tourist oriented. This assessment led us to 
the conclusion that the support of outside agencies and 
further psychiatric intervention are unnecessary and un- 
wanted at this time. 


DISCUSSION 


Our initial impression of Plantation Town led us to be- 
lieve it was undergoing a great deal of economic and so- 
cial change that would lead to increased social and psy- 
chiatric disturbances. Our findings indicated this was not 
true; indeed, the town seemed to be functioning well de- 
spite the shift in its economic base. 

To understand this phenomenon, we must look at the 
concept of social change as distinguished from socio- 
cultural disintegration. According to A.H. Leighton (7), 
the indices of sociocultural disintegration include eco- 
nomic inadequacy, cultural confusion, widespread secu- 
larization, a high frequency of broken homes, few and 
weak associations, few and weak leaders, few patterns of 
recreation, a high frequency of interpersonal hositility, a 
high frequency of crime and delinquency, and a weak and 
fragmented network of communication. With regard to 
Plantation Town, we found that the economic bases were 
shifted from one form of agriculture (sugar cane) to other 
forms of agriculture as well as to the hotel industry. 
However, employment was maintained at a high level. In 
fact, at the present time more people are employed in the 
community than were employed before the closing of, 
the sugar mill. 
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The cultural identity was firmly established without 
ambiguity as Filipino. Religious patterns were main- 
tained. Divorce rates were not increased. The village co- 
operative was a powerful, unifying organization, and the 
leadership was respected and strong in decision-making 
power. Recreational patterns, although somewhat lim- 
ited, were enjoyed by all members of the community, and 
no interpersonal hostility among families was noted. 
There was no increase in the crime rate, and the network 
of communication was rapid and effective among all 
community members. 

On further analysis we found that the community was 
able to make a transition from one economic base to an- 
other and to accept a nearby tourist hotel with very little 
disintegration in its social-cultural life. Thus the commu- 
nity was successfully able to change and meet new de- 
mands. This distinction between social change and dis- 
integration has. recently been made clear by A.H. 
Leighton (8). 

The factors that seem outstanding in this community’s 
adaptation to new situations include: the foresight and 
planning of the leadership; the finding of alternative 
methods of employment; development of a strong sense 
of community identity with indigenous organizations; 
frequent meetings involving key members of the commu- 
nity; trust in leadership of the community; and backing 
from the estate in regard to housing and in facilitating 
hotel employment for the workers. 

The community’s proximity to a large metropolitan 
area offered other employment opportunities. Previous 
publicity about the difficulties such a community may 
face might have added to the social and economic sup- 
port available from other government and private agen- 
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cies. Our information from other communities in Hawaii 
led us to believe that changing the economic base and the 
introduction of hotels had resulted in widespread social 
disruption. Observation of this community, however, led 
us to a more optimistic outlook. Thus when the right in- 
gredients are present—such as leadership, organization, a 
sense of cultural identity, and economic opportunities— 
we find that economic change does not necessarily lead to 
disintegration or necessarily imply that the amount of 
psychiatric disorder will increase. When these in- 
gredients are present, the psychiatrist observing the situ- 
ation can make the unusual but appropriate recommen- 
dation that no psychiatric intervention is needed. 
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The Epidemiology of Schizophrenia in Papua New Guinea 


BY E. FULLER TORREY, M.D., BARBARA B. TORREY, M.A., AND BURTON G. BURTON-BRADLEY, M.D. 


The epidemiology of 478 cases of schizophrenia, acute 
psychosis, and manic-depressive psychosis was examined 
in Papua New Guinea for the years 1970 through 1973. 
Factors such as bias, referral habits of doctors, commu- 
nity tolerance, disease, accessibility to medical care, and 
migration are discussed as possible explanations for the 
sharply different patterns of prevalence of schizophrenia 
in certain areas of the country. The authors conclude, 
however, that these factors are not sufficient to explain 
the differences and that concomitants of Western civ- 
ilization such as certain viruses must also be considered 
as possible etiological agents. 


ALTHOUGH A WHOLE GENERATION of psychiatrists has 
been brought up to believe that schizophrenia is a univer- 
sal disorder that occurs with approximately the same 
prevalence in all societies known to man, some doubt has 
now been cast on this belief. A closer examination of the 
studies originating this belief suggests that schizophrenia 
may be more common among societies that have had 
greater exposure to Western influences (1). 

In an effort to gather more baseline data on this ques- 
tion, we undertook a preliminary epidemiological field 
study of schizophrenia in Papua New Guinea. The study 
was not meant to be definitive; rather, we hoped to ascer- 
tain whether there were sufficient variations in prevalence 
to warrant more extensive investigation. Papua New 
Guinea was chosen because, probably more than any 
other country, it contains population groups that have 
had minimal exposure to Western influences. Further- 
more, it was one of the countries in which an anthropo- 
logical observer had earlier claimed that he saw no psy- 
chosis “in the villages among natives leading their own 
normal life” (2). He did, however, describe six possible 
cases of psychosis among “natives” who were living 
along the coast in close contact with European settlers. 

Papua New Guinea is an island nation of 2.1 million 
people off the northern coast of Australia. It began self- 
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government in December 1973 and will achieve full inde- 
pendence from Australia during 1974. It is divided into 
13 mainland districts (see figure 1) and five island dis- 
tricts. The mainland is geographically bisected by moun- 
tain ranges that are as high as 15,000 feet; this provides a 
natural division of the mainland into nine coastal dis- 
tricts with a population of approximately one million and 
four highland districts (Southern Highlands, Western 
Highlands, Eastern Highlands, and Chimbu) with a pop- 
ulation of approximately 800,000. The coastal areas have 
had intermittent contact with Western influences and 
technology for approximately 75 years; the highlands 
have had such contact for only 35 years. The country is 
90-percent rural and has few roads; the 700 different lan- 
guage groups live comparatively separated from each 
other. 

One of us (B.G.B.-B.) has been in charge of mental 
health as part of the government health services in Papua 
New Guinea for 14 years. For most of these 14 years, in- 
cluding the period studied here, 1970-1973, he has been 
the only psychiatrist in the country. Thus there is a com- 
parative uniformity of diagnosis and treatment since all 
psychiatric personnel in the country have been trained 
under his direction. He has been in charge of the coun- 
try’s only mental hospital, Laloki, in the capital city of 
Port Moresby; he has also been in charge of the general 
medical staff and psychiatric nurses who run the four psy- 
chiatric units in general hospitals (Port Moresby, Lae, 
Goroka, and Rabaul). All identified psychiatric cases in 
the country requiring hospitalization for more than a few 
days are supposed to be referred to one of these five psy- 
chiatric units. Transportation is mostly by air, is at gov- 
ernment expense, and is readily available to all patients 
needing hospitalization. 


METHOD 


During a two-month stay in Papua New Guinea in 
mid-1973, the first two authors (E.F.T. arid B.B.T.) sys- 
tematically examined all psychiatric records available for 
the mainland for the 4l-month period of January 1970 
through May 1973. The records included those at Laloki 
(350), Port Moresby General Hospital (600), Goroka 
(150), and Lae (350), making a total of 1,450 records. Be- 
cause of time constraints, Rabaul could not be visited; 
since its referrals come exclusively from the five island 
districts (whose population is 300,000), this study will 
confine itself to the 13 mainland districts. To see if there, 
had been any major trends over a longer time period, 400 
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FIGURE | 
The Districts of Mainland Papua New Guinea 
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more records from Laloki for the 1960-1969 period were 
examined. 

The records were initially scanned to locate all cases of 
psychosis of unknown origin. All nonpsychotic cases 
were ignored; these appeared to consist of a broad array 
of hysterical and other neuroses, suicide gestures and at- 
tempts, and cases of mental retardation, epilepsy, and se- 
nile dementia. Similarly, all psychoses for which a prob- 
able origin was stated were put aside; these included 
postmeningitic, postencephalitic, posttraumatic, and 
toxic psychoses caused by the use of isoniazid and other 
drugs; postpartum psychosis (it was our impression that 
there was an inordinate number of this); and psychosis 
secondary to malaria, tuberculosis, thyrotoxicosis, and 
lung disease. Mixed diagnoses (e.g., schizophrenia and 
e epilepsy, schizophrenia and mental retardation) were also 
put aside. Since the consumption of alcohol was not 


568 Am J Psychiatry 131:5, May 1974 


LBA EKSTERNE: 
LLL KL HIGHLANDS 
COP x 










Port Moresby 







A Rate lower than expected | 
ae 
Cj Rate higher than expected 


* Inpatient psychiatric units 


he A NORTHERN $ 







> 


{MILNE 





made legal for indigenous Papua New Guineans until 
1962, the psychiatric complications of alcoholism are still 
very rare. Syphilis is also a recent addition to the country 
and so general paresis is not yet seen. Records of all per- 
sons not indigenous to Papua New Guinea or who were 
identified as being of mixed race were also discarded. 

The next step was to consolidate all duplicates (admis- 
sions to more than one psychiatric unit) and multiple ad- 
missions onto single cards. The result was 478 separate 
individuals admitted at least once during the study period 
for psychosis of unknown origin. These were then divided 
into three groups. 

1, Acute psychosis (332 cases). One or two admissions, 
each lasting less than three months, with rapid and ap- 
parently complete recovery. A large percentage (one- 
third to one-half) of these were cases of acute psychosis in 
contract laborers brought from one part of the country to 
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TABLE | 
Admissions, Medical Personnel, and Educational Level by District, January 1970-May 1973 








Number of 
Doctors, Percent of 
Nurses, Population 
Manic- Number Health Enrolled in 
hizophreni Depressive Acute of Extension Primary 
Scmzopheema Psychosis Psychosis Total Doctors, Officers, School, 
District Population* N Prevalence** Difference*** Significance N N N 1973 1973 1971 
Eastern 
Highlands 202,000 3 015 Lower p<.0l 4 32 39 23 108 
Chimbu 167,000 4 .024 Lower p<.05 | 13 18 6 139 
Western 
Highlands 289,000 5 017 Lower p<.01 2 20 27 14 114 6 
Southern 
Highlands 184,000 6. 03 Lower p<.05 3 22 31 6 68 5 
Madang 150,000 0 — Lower p<.0l 0 3 5 12 131 13 
East 
Sepik 156,000 2 013 Lower p<.0! l HI 14 8 95 10 
West 
Sepik 99,000 2 020 Lower p< 05 j 0 3 2 46 8 
Western 61,000 5 082 None ns. ] 3 9 4 50 13 
Gulf 55,000 16 29] Higher p<.01 3 13 32 2 43 13 
Central 135,000 27 .200 Higher p<.0l 3 50 80 92 300 18 
Milne 
Bay 99,000 14 14] Higher p<.0l 3 21 38 5 89 13 
Northern 58,000 6 .1034 None n.s. 0 19 25 4 46 i4 
Morobe 204,000 3] S19 Higher p<.0! 3 123 157 24 153 9 
Totals 121 25 332 478 202 1,382 


*The population listed is according to the 1966 census. 
Prevalence of schizophrenia is computed per 1,000 population. 
*#*This difference is between the actual and expected number of schizophrenics. 


another to work on plantations or in mines. The syn- 
drome is so common that one psychologist simply diag- 
noses “‘plantation syndrome” in such cases. Another un- 
known percentage of these cases were undoubtedly 
patients with brief organic psychosis for which the or- 
ganic etiology was not detected. Some were culture- 
bound syndromes like amok. Finally, some of these 
patients were true schizophrenics who, if their hospital- 
ization had been longer or more information had been 
available, would have been so diagnosed. 

2. Schizophrenia (121 cases). Hospitalization for 
longer than three months or more than two hospital- 
izations with signs and symptoms of schizophrenia 
(thought disorder, delusions and/or hallucinations, flat 
affect). The vast majority of these patients had multiple 
admissions and classical signs and symptoms of schizo- 
phrenia. If there was any substantial doubt about the 
diagnosis, the case was put in the acute psychosis group. 

3. Manic-depressive psychosis (25 cases). Multiple ad- 
missions for mania. Some patients also had depressed pe- 
riods recorded, but there were no cases of multiple psy- 
chotic depressions occurring alone. 


We cross-checked diagnoses until complete uniformity 
was obtained. Once a final diagnosis had been arrived at, 
it was not changed. In making a final diagnosis, emphasis 
was put on what had actually been observed by doctors 
and nurses, not just what had been told them by others. 

For each of the 478 patients the following information 
was recorded in addition to the diagnosis: name (often | 
more than one name was used on different admissions); 
sex; village, subdistrict, and district of birth (this is well 
known to all Papua New Guineans as it is the main way 
they identify themselves); age (this is not well known and 
often estimated with a wide margin of error); and dates 
and lengths of admissions. 

In an effort to personally check the accuracy of diag- 
noses, we selected ten patients from Goroka and followed 
them for the six-week period during which one of us 
(E.F.T.) was working on the psychiatric ward. Diagnosed 
on the basis of records alone, these ten patients included 
five acute psychotics and five schizophrenics. After six 
weeks of close clinical contact and observation, the five 
schizophrenic diagnoses remained unchanged. However, 
on close examination two of the five acute psychotics * 
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were found to be schizophrenic, one was manic-depres- 
sive, and two were still considered to be acutely psy- 
chotic. Thus we concluded that the total number of schiz- 
ophrenics in our study group comprised the 121 so 
diagnosed plus a proportion of those diagnosed as having 
acute psychosis. 


RESULTS 


The 478 cases of psychosis were then analyzed by sex 
and place of birth. The male to female ratio for manic- 
depressives was 2.5:1, not significantly different from the 
3:2 ratio generally reported in Western countries. The sex 
ratio for schizophrenics was 4:] and that for acute psy- 
chotics was 6:1. This strong male predominance has been 
noted in other studies of hospitalized schizophrenics in 
developing countries; specifically, in Nyasaland in 1935 
the ratio was 6:1 (3); in the southern Gold Coast in 1948 
it was 5:1 (4); and in Kenya in 1943 it was 3:1 (5). As 
countries become more technologically developed the sex 
ratio for schizophrenia moves closer to the 1:1 ratio 
found in Western countries. Whether this reflects chang- 
ing educational, occupational, and family patterns, rela- 
tive tolerance for the sick role, a greater willingness to al- 
low women to go to the hospital, or differences in 
exposure to a specific pathogen is of course not known. 
The fact that the ratio for acute psychotics was higher 
than that for schizophrenics probably reflects the larger 
number of contract laborers in the former group. 

Of greater interest is the pattern of schizophrenic cases 
when broken down by district of birth. This is shown in 
table 1. The four highland districts (Western, Southern, 
Eastern, and Chimbu), Madang, and the two Sepik dis- 
tricts all have a prevalence rate approximately one-tenth 
that of the Gulf, Central, Milne Bay, and Morobe dis- 
tricts. The Northern and Western districts fall in be- 
tween. If it is assumed that the 121 cases of schizophrenia 
should have been randomly distributed by population, the 
significance level of deviations can be calculated. As 
shown in table | and in figure 1, there are seven districts 
with a significantly low prevalence of schizophrenia (four 
of them significant at the .O1 level) and four districts sig- 
nificantly high (all at the .01 level). Only two regions were 
not significantly higher or lower than what would have 
been expected. Therefore, to discuss the expected preva- 
lence of schizophrenia for Papua New Guinea is less 
meaningful than to discuss the differences in the preva- 
lence rates among districts. 

If all three categories of psychosis are added together, 
the prevalence rate for the seven low-schizophrenia dis- 
tricts is between .03 and .19 (average .10) per 1,000 popu- 
lation and the rate for the four high-schizophrenia dis- 
tricts is between .38 and .77 (average .56) per 1,000 
population. Thus, even if all psychoses are considered, 
the rate for low-schizophrenia areas is less than one-fifth 
that for high-schizophrenia areas. The probable reason 
why the two rates are closer, however, is that more con- 
tract laborers have been recruited from the highlands 


*and so they have a greater number of diagnoses for 
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“plantation syndrome.” 

Also of considerable interest is the pattern of cases that 
emerges when subdistricts and dates of birth are consid- 
ered. It should be stressed again that these dates are very 
approximate, probably plus or minus five years. This 
makes precise analysis of the data difficult. However, 
there is a clear suggestion of case clusters in the Kerema 
subdistricts of the Gulf District, in which two-thirds of 
the cases of schizophrenia occur in an area with only one- 
third of the population and are clustered with births in 
the 1920s. There is also a suggestion of case clusters in 
the Kairuku, Rigo, and Marshall Lagoon subdistricts of 
the Central District. All of these areas have been active in 
trading with the Australian colonizers since the turn of 
the century. 

Analysis of the additional 400 records from Laloki for 
the 1960-1969 period did not reveal any significant trends 
or deviations from the 1970-1973 data. Madang District, 
singularly lacking in cases of schizophrenia during the 
1970-1973 period, did have a single case during the ear- 
lier years. 


POSSIBLE SOURCES OF ERROR 


Before proceeding to a discussion of the significance of 
these data, some possible sources of error should be ana- 
lyzed. They may be grouped under the following dis- 
claimers. 

1. The case records were analyzed by biased observers. 
The reason the senior author undertook this research was 
because of a hypothesis that schizophrenia may not be 
universal but may be more prevalent in areas more ex- 
posed to Western influences (1). Since it was known that 
the highlands have had shorter exposure to Western in- 
fluence and since the addresses of the patients were on the 
outer cover of the psychiatric records, it may be argued 
that unconscious bias influenced diagnosis. Aware of this 
danger, we scrupulously adhered to the agreed-upon cri- 
teria and, if anything, bent in the opposite direction to 
avoid influencing the outcome. The faci that the differ- 
ences are still over fivefold when total cases are consid- 
ered would cast some doubt on the possibility of bias, as 
would the low prevalences in other districts (Madang and 
East Sepik) where the degree of Western influence has 
been similar to the degree in districts where the schizo- 
phrenia rate was higher. 

2. The original psychiatric records were written by 
biased observers. There is long-standing animosity in 
Papua New Guinea between the people of the highlands 
and those of the coast and islands. Since the vast majority 
of psychiatric nurses and technicians come from the lat- 
ter areas (because their educational system is more ad- 
vanced), it might be theorized that they would be biased 
against highland patients. If this were the case it should 
produce more schizophrenic diagnoses among high- 
landers, exactly the opposite of the results. Furthermore, 
most of the original records and all of the admissions 
were controlled by doctors of whom 80 percent are Aus- 


d 


tralians or Europeans; they cannot be accused of this 
bias. 

3. Some doctors are more likely than others to send 
schizophrenic patients to a psychiatric unit. This is cer- 
tainly true and explains some of the specific differences in 
the prevalence pattern. For example, the senior author 
traveled to Madang District to ascertain why no schizo- 
phrenic patients had been referred from this district. He 
found that there were two doctors at the major hospitals 
who enjoyed caring for the schizophrenics and kept them 
on the general medical wards. These two hospitals receive 
virtually all severely ill patients in the district, which has 
a population of 150,000, yet in the preceding year only 
nine schizophrenic patients were treated. Thus, although 
the doctors’ referring habits influenced the hospital- 
ization figures in our study, closer examination still con- 
firmed a remarkably low prevalence rate of schizophre- 
nia in this district. 

The likelihood that such differences among doctors ex- 
plain the large regional differences in this study is prob- 
ably small. Doctors are rotated among posts quite rap- 
idly in Papua New Guinea; often doctors remain in a post 
for only one year. Thus idiosyncratic referring patterns 
would be expected to even out over time. 

4. The differences simply reflect different degrees of 
willingness of families to maintain schizophrenics at 
home in the villages. If this is true, then one would expect 
to find moderate numbers of schizophrenics in the vil- 
lages of low-prevalence districts. During the authors’ six 
weeks in the highlands, we queried those people who 
spent long periods in contact with villages. A patrol offi- 
cer for 36,000 people in the Southern Highlands esti- 
mated that there were two schizophrenics per 1,000 
people there. An administrator who had worked in West- 
ern Highlands villages for 15 years estimated the in- 
cidence of schizophrenia to be less than one per 1,000 
population there. A physician doing a survey of suicide 
among the Fore group in the Eastern Highlands found 
only three schizophrenics among 50,000 people. Another 
physician with long experience in this same area claims 
never to have seen a case. In addition, an anthropologist 
who became aware of two cases of schizophrenia among 
the Fore in 1968 says that the Fore themselves talked 
about the cases as a new kind of disease. Virtually every- 
one we questioned who had had experience in both 
coastal and highlands areas claimed that the prevalence 
of schizophrenia was definitely higher on the coast. 

Such impressionistic data do not prove or disprove 
anything. They do indicate, however, that the differences 
in prevalence found in this study cannot be too readily 
dismissed as just differences in local tolerance for schizo- 
phrenics. What needs to be done is a house-to-house sur- 
vey for schizophrenics in areas from high-prevalence and 
low-prevalence districts to verify the differences. 

5. Schizophrenics in the low-prevalence districts have 
been killed off, died of disease, or given culturally ac- 
cepted roles as shamans. This hypothesis would also help 
explain the differences, if it were true. The almost unani- 
mous consensus by people who have long experience in 
Papua New Guinea, however, is that schizophrenics are 
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well cared for by their families and fellow villagers. Fif- 
teen or 20 years ago, it is quite likely that they would 
have been killed in some parts of the highlands if they be- 
came violent or destructive, but this practice has virtually 
died out. More characteristic of the society’s treatment of 
schizophrenics is a current description from the Eastern 
Highlands: 


Bizarre behaviour that I observed was not met with by rid- 
icule or rejection by the villagers, and their amusement I 
never found to be mocking. A middle-aged man with re- 
peated psychotic episodes over many years had on this occa- 
sion decided that he was a bird. He began running around the 
village jumping and waving his arms like wings. Several chil- 
dren and youths joined him in this performance with more 
exuberance than mockery. There appears to be no stigma at- 
tached to such disorders, and while the person’s behaviour is 
not excessively antisocial they are well tolerated (6). 


Nor is there any evidence that schizophrenics have died 
off disproportionately in any area. Food is reasonably 
plentiful in the country, although periodic famines do oc- 
cur in the highlands and this could conceivably account 
for some degree of the lower prevalence there. The com- 
monly cited belief that schizophrenics in nonliterate so- 
cieties are given culturally sanctioned roles as shamans 
has been discredited elsewhere (7); suffice it here to say 
that there is no evidence that this occurs in Papua New 
Guinea any more frequently than it occurs among thera- 
pists in the United States. 

6. The low-prevalence districts have less medical care 
available to them and therefore the cases are not diag- 
nosed. In order to ascertain the truth of this hypothesis, 
figures were obtained district by district for the number 
of doctors and the number of all primary medical care 
practitioners (doctors, nurses, health extension offi- 
cers) (8). As can be seen in table 1, the Central District 
has a disproportionate number of both schizophrenics 
and medical care practitioners. However, the Gulf and 
Milne Bay districts have a high rate of schizophrenia but 
about the same number of practitioners proportionately 
as most other districts with much lower schizophrenia 
rates have. Further doubt is cast on this disclaimer by the 
fact that carcinoma of the cervix, another possible in- 
dicator of access to medical care, has been found to have 
a slightly higher prevalence in those districts which this 
study identified as having a low prevalence of schizophre- 
nia (9). Thus accessibility to medical care does not signif- 
icantly limit the number of schizophrenics diagnosed. 

7. The cases of schizophrenia come from the group 
that migrates to Port Moresby. There is an abundant and 
confusing literature regarding the relationship of migra- 
tion and schizophrenia. The central question, still not sat- 
isfactorily resolved, is that of the chicken and the egg. It 
could be argued that the districts with high prevalence 
rates of schizophrenia are those which are close to Port 
Moresby and from which there has been long-standing 
migration from coastal villages to the capital. This 1s 
true, although more information is needed than was 
available on the records to determine whether the individ; 
uals developed their schizophrenia after rather than be- 
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fore they migrated. Furthermore, there are rapidly in- 
creasing numbers of highlanders who have recently 
migrated to both Port Moresby and Lae, but they have 
not yet increased the schizophrenia prevalence from the 
highland areas. 


DISCUSSION 


The disclaimers described above——-bias, referral habits 
of doctors, community tolerance, disease, accessibility to 
medical care, and migration—may explain part of the 
prevalence differences for schizophrenics found in this 
study. In our opinion, however, they are not sufficient by 
themselves to explain the tenfold differences. Other ex- 
planations must be sought. 

The findings of this study tend to confirm previous ob- 
servations that schizophrenia does not occur with the 
same prevalence in all socteties and, with exceptions, ap- 
pears to be more common among groups that have had 
greater exposure to technologically advanced cul- 
tures (1). Causative agents must be considered in this 
light. In the past, some observers have simply equated 
technological advancement with stress and said that the 
complexities of modern civilization could lead to schizo- 
phrenia. Conversely, if one leaves the “happy savage” in 
his natural state he will not get such diseases. Such Rous- 


. seauean statements are naive and inaccurate; they ne- 


glect the fact that living in a situation of perpetual war- 
fare and under constant threat of attack (as most high- 
landers have until recently) must be at least as stressful 
to an individual as is modern technological living; such 
people should theoretically have a high rate of schizo- 
phrenia. 

A more sophisticated version of the “happy savage” 
theory postulates that schizophrenia is associated with 
adaptation to more complex social roles, decision mak- 
ing, and technology in advanced societies. This is the 
thesis of Leighton’s study in Nova Scotia (10). In an at- 
tempt to confirm this for Papua New Guinea, the percent 
of the population enrolled in primary school was ob- 
tained for each district. As shown in table 1, the districts 
with a high prevalence of schizophrenia (with the ex- 
ception of Morobe) have a higher school attendance, and 
the low-prevalence districts (with the exception of Ma- 
dang) have a lower school attendance. 

But it is also necessary to look beyond the gross con- 
comitants of Western civilization to more specific ones, 


_ and this has generally not been done. Western civilization 


has created and/or distributed a wide assortment of 
agents that could conceivably cause damage to the hu- 
man brain, including food additives, cereal grains (11), 
drugs, insecticides, cleaning fluids, tobacco, alcohol, vac- 
cines, and microorganisms of various types including vi- 
ruses. We now know enough about many of these to 
know that they should not be overlooked in a search for 
the etiology of any disease that affects the brain. 

Viruses are a good example, and the possibility that 
„they may be related to schizophrenia is under study by 
the senior author and an associate (12). Viruses such as 
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rubella, measles, and influenza have been determined to 
be unknown or rare among hunter-gatherer or early agri- 
cultural societies, and to become prevalent only when 
people come together in towns and cities (13). The hy- 
pothesis that viruses such as these are related to schizo- 
phrenia would be perfectly compatible with the epidemio- 
logical data found in this study. There is some evidence, 
for example, that measles has been introduced into the 
highlands only recently (14). An alternative disease 
model that would also fit the epidemiological findings is 
that of polio, in which a virus is harmless if it infects the 
individual in infancy but neurologically damaging if it in- 
fects later in life. Advanced technology brings improved 
sanitation and creates conditions for this pattern to oc- 
cur. 

We also need to reexamine genetic hypotheses in view 
of such epidemiologic data. Is schizophrenia being in- 
troduced into these groups by cross-breeding? If so, it 
should be possible to show such patterns by further epide- 
miologic research. Our data did not point in this direction 
as there appeared to be no more cases than would occur 
by chance among individuals who marry outside their 
groups or among their offspring. 

Can anything be said about the overall prevalence of 
schizophrenia in Papua New Guinea? On the basis of this 
study very little can be said, because only hospitalized 
cases were used in collecting data. In addition, the preva- 
lence period of 41 months is not comparable with any 
prevalence studies done elsewhere. The only tentative 
conclusion that can be drawn is that the overall preva- 
lence appears to be low. Prevalence studies based upon 
hospitalized cases plus population surveys have found 
rates of between 1.0 and 3.6 per 1,000 population in the 
United States, between 1.7 and 9.5 in Europe, and be- 
tween 0.9 and 3.8 in Asia (15). The lowest rate recorded 
so far was in Rin and Lin’s study of Formosan aborigi- 
nes, who had a lifetime schizophrenia prevalence of 
0.9 (16). This study, incidentally, has been cited by Mish- 
ler and Scotch (17) as having the best case-finding meth- 
odology of any cross-cultural epidemiological study, so 
the low rate was not an aberration. Whether or not 
Papua New Guinea has a lower rate will have to await a 
full field investigation. 

The need for such an investigation, with house-to- 
house surveys in areas of high and low prevalence, is the 
major conclusion reached by this preliminary study. The 
apparent differences in the prevalence of schizophrenia 
must not be simply dismissed offhand but should be fol- 
lowed up. The field of schizophrenia research is in need of 
new data that can be generated by careful field investiga- 
tions, for within these data may reside clues to etiology. 
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BY J.D. KINZIE, M.D., J.I. TEOH, M.B.B.S., D.P.M., AND E.S. TAN, M.B.B.S., D.P.M. 


This report traces the first year’s experience in commu- 
nity psychiatry in a developing country, Malaysia, where 
a group of psychiatrists decided to offer their services as 
consultants to community caregivers, including doctors, 
teachers, police, the clergy, and native healers. The psy- 
chiatrists had mixed success, depending largely on 
whether or not the consultees shared their attitudes and 
values. The authors conclude that the entire sociocultural 
setting of a developing country must be examined closely 
as to its underlying concepts and value systems before 
one can assess how open the culture is to mental health 
consultation. The consultants must be aware of the im- 
plicit and explicit value systems underlying the psychiat- 
ric consultation, as these may be different from those of 
the consultees and clients. 


THIS PAPER DESCRIBES some initial experiences in com- 
munity psychiatry in Malaysia, a developing country. We 
will evaluate the results in terms of the underlying values 
present in the concept of community psychiatry that may 
influence the effectiveness of the program in different cul- 
tures. 

The term “community psychiatry” often describes sev- 
eral fields of activity (1); however, we simply mean the 
pragmatic delivery of more and better mental health 


services. Consistent with Caplan’s concept (2) of second- 
ary prevention, the goal is to shorten the duration of epi- 
sodes of illness through effective diagnosis and treatment. 
This would be most effective when the least psychiatric 
time is involved and when the maximum amount of in- 
direct therapy is provided by community caregivers, 
backed up by mental health consultation. Our goal was to 
establish contact with psychiatric caregivers in the com- 
munity and to develop their potential for delivery of men- 
tal health services through consultation. . 

This model reflects the nationalities and training of all 
three authors, as well as their belief in the value of public 
health methods. What is not obvious is the underlying 
and often unstated value assumptions and goals of the 
model. However, conflicts in the expectations and goals 
of different cultures do arise and must be dealt with. 

The model of community psychiatry followed here rep- 
resents action-oriented (“‘we need to do something’’) and 


At the time of this project the authors were associated with the Depart- 
ment of Psychological Medicine, University of Malaya, Kuala Lumpur, 
Malaysia, where Dr. Kinzie was Visiting Lecturer, Dr. Teoh is Asso- 
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Hawaii School of Medicine, 3675 Kilauea Ave., Honolulu, Hawaii 
968 16. 
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future-oriented (“a project needs time”) goals. These 
goals imply collaboration with others (“we will work 
with the primary caregivers”) and are inherently opti- 
mistic (“things can and will improve”). The basic value 
here is that mental health is good. This implies that 
people want it and ignores the issue of what mental 
health is and how a particular culture defines it (if at all). 

The model is based upon certain assumptions about 
the causes of mild forms of mental illness—i.e., real life 
experiences causing psychological distress, and its treat- 
ment—t.e., verbal interaction with a therapist. The prob- 
lem remains that neither the patients nor the indigenous 
therapists may see mental illness in-either of these terms. 
With this brief comment, we will turn to a description of 
the sociocultural setting and the projects themselves. 


THE SOCIOCULTURAL SETTING 


Malaysia is a relatively new political union of the 
states of the Malay Peninsula, Sarawak, and Sabah that 
became independent of British rule in 1957. Its citizens 
are of Malay, Chinese, and Indian backgrounds; the 
country has little culture common to all three groups. 
The present government promotes a new, synthetic Ma- 
laysian culture, with national symbols and beliefs, that is 
intended to be common to all and is based to some extent 
on the old Malay culture. 

Rapid progress is being made in medicine, although 
native healers still coexist alongside general practitioners 
and have a large clientele. The University of Malaya 
Medical Center, a modern medical school, is located in 
the capital, Kuala Lumpur. The number of general prac- 
titioners is adequate in the urban areas, but the native 
healers are still the principal agents of mental health care 
since psychiatric services have lagged behind other medi- 
cal services. Other community mental health resources 
are the many public administrators, teachers, and reli- 
gious leaders trained in North America and Europe. 


THE DEPARTMENT OF PSYCHOLOGICAL MEDICINE 
(PSYCHIATRY) 


The Faculty of Medicine at the University of Malaya 
graduated its first class in 1969. At that time the depart- 
ment of psychological medicine had three full-time psy- 
chiatrists and two medical officers, all heavily involved in 
teaching and with responsibilities for both inpatients and 
Outpatients. The three psychiatrists included an Ameri- 
can (J.D. Kinzie), who had previously worked in the 
country, and two ethnic Chinese (J.I. Teoh, E.S. Tan) 
who were Malaysian citizens, one trained in Europe and 
the other in the United States. These three, plus another 
psychiatrist, serviced the metropolitan area of about two 
million people. Initially there was a three-month eval- 
uation period for nonemergency cases at the clinic. The 
psychiatrists, who were oriented toward community and 
social responsibilities, wanted to increase service to the 
community but were afraid they might be unprepared to 
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meet increased demands and also were concerned about 
the social implications involved in suggesting that more 
psychiatric services were needed. We began our contacts 
with native healers and general practitioners and later in- 
volved others. 


COMMUNITY RESOURCES 


Traditional Healers 


Lambo (3) has described collaboration with traditional 
healers in community psychiatry efforts in Africa. Tor- 
rey (4) has also written about the involvement of in- 
digenous therapists in mental health programs. Because 
they are obviously important in Malaysia, we interviewed 
at length many types of healers of all degrees of sophis- 
tication: four Malay medicine men, two traditional Chi- 
nese physicians, two spirit mediums, an acupuncturist, an 
Indian priest, and a healer at a Chinese opium addiction 
treatment center. 

Native and traditional healers are widely used for 
physical illnesses, personal problems, and psychological 
disorders. All are involved in culturally sanctioned modes 
of healing; generally they work alone. Despite the varying 
sophistication of their theories, they all genuinely believe 
they help treat certain forms of mental illness. A large 
following attests to their healing powers. Over 30 percent 
of our patients were seen by native healers before com- 
ing to us (5); many continued to see them during and af- 
ter Our treatment program. Obviously, many patients 
find no contradiction in seeing as many therapists as pos- 
sible simultaneously, despite their wide differences in ori- 
entation. 

Initially the healers asked to be associated with medi- 
cal doctors but could give no specific suggestions for co- 
operation or collaboration. None of them asked for'con- 
tinued contact with us. We were reluctant to become too 
closely associated with them initially since psychiatry has 
only recently been introduced into Malaysia and is 
looked upon with some suspicion by the other medical 
specialties. Also, political leaders have deprecated the 
value of traditional healers, making their future unsure. 
Therefore native healers, although they are probably the 
largest potential source for community therapists, repre- 
sent a real challenge vis-a-vis their use as collaborators in 
mental health care. 


Medical Practitioners 


Lemkau (6), Sheeley (7), and Leighton and asso- 
clates (8) have stressed the role of general practitioners in 
community psychiatry. We began a pilot project with 33 
general practitioners practicing near the university. 

First we interviewed six GPs, who said they saw mild 
cases of mental illness involving anxiety, depression, and 
psychosomatic symptoms. They all expressed interest in 
systems with quicker referrals, rapid assessment, and re- 
turns to them for follow-up. Our pilot study lasted six 
months. A letter to all 33 doctors stated that we would 
see any of their patients in the pilot study area within a 
week, and they would be informed directly by letter of the 


results. We hoped this would open the lines of communi- 
cation between our department and the doctors and even- 
tually would help them to handle these cases on their 
own. 

We expected a deluge of patients. However, none 
came. In the six months only 13 cases were referred by 
this method. The patients who were referred needed ei- 
ther immediate hospitalization or extensive therapy. Per- 
haps the doctors were not as psychiatrically oriented as 
they had appeared to be, were reluctant to comment on 
and refer patients to us for fear of offending the patient 
and his family, or missed cases because of rapid consulta- 
tion or a cultural bias. Furthermore, perhaps because a 
doctor recognizes emotional distress only in patients with 
a background similar to his own, the patients referred 
were of a high socioeconomic status, a finding also no- 
ticed in American patients (9). Also, there was little eco- 
nomic advantage to the general practitioner in referring 
patients, despite assurances that patients would be sent 
back to him. 

Partly as a result of this project, our department gave a 
weekend course about depression for general prac- 
titioners. Twenty-five practitioners attended, and the re- 
sponse was favorable on both sides. More experience is 
needed to confirm our impression, but postgraduate edu- 
cation may be a major bridge of communication between 
our department and the private practitioners. 


The Aborigine Hospital and University Student Health 
Center 


A nearby aborigine hospital attempts to maintain the 
hospital setting in an atmosphere that is physically and 
socially natural for the patients. Since one of us (J.D.K.) 
had previously worked in this hospital, contact was estab- 
lished between the aborigine and university hospitals and 
a patient-oriented consultation was developed. Many 
patients were maintained in their own sociocultural envi- 
ronment and were not hospitalized. The success of this 
consultation probably depended on the consultants’ inter- 
est in this group as well as our previous association with 
them. 

One of us (J.1.T.) established contact with the two phy- 
sicians at the University of Malaya Student Health Cen- 
ter. Originally only psychotic and suicidal patients were 
referred there, but as the doctors learned more about psy- 
chiatry, other patients with neurotic, character disorder, 
and situational problems were referred, and the doctors 
became more competent in handling them. 


The Churches Counseling Center 


About the same time as our project began, a group of 
interested Christian ministers and laymen began to de- 
velop a public counseling service. They organized regular 
meetings to discuss ways of introducing counseling to the 
community and to discuss their individual cases. Later, 
they invited us to participate as consultants while they 
carried on the administration and actual handling of the 
patients. 

As this group of about 12 people gradually cohered 
into a sensitive working group, they became more open 
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about their problems and abilities. On a rotating basis, 
one member of our department consulted with them ev- 
ery two weeks. The discussion usually centered around a 
case presentation but often moved to issues of con- 
fidentiality, counseling techniques, and the role of reli- 
gion in counseling. Both the group and the consultants 
felt that great progress: was made by the members of the 
group. The consultation evolved from a client-centered 
consultation to a consultee-centered case consultation, an 
evolution described by McWhister (10). Finally, a pro- 
gram-centered administrative consultation dealt with the 
counseling services, which grew steadily over a six-month 
period. A series of well attended public lectures on coun- 
seling was held and public interest was aroused; services 
were expanded and plans were developed for a 24-hour 
crisis telephone service. 

This indirect counseling service was satisfying to all: to 
the consultees, who gained maturity and direction as a re- 
sult of our efforts, and therefore to us as well. The minis- 
ters and laymen saw themselves as helpers and counsel- 
ors. Many of them had been trained in Europe and North 
America and shared many values with the consultants. It 
is important to note that this group began on their own 
and had an ongoing organization when they asked us to 
join them. 


Mental Health Association 


In contrast to neighboring countries such as Indonesia 
and Thailand, Malaysia did not have an active mental 
health association that had been in existence for a long 
time. A mental health association initiated in 1968 by a 
visiting American professor of psychiatry has continued 
to be led by the Department of Psychological Medicine. 
The 35 members meet to discuss mental illness, but the 
organization is an artificial one, created by professionals, 
and lacks the lay and volunteer support needed to im- 
prove mental health services and promote public mental 
health education. The public may simply not perceive the 
need for more activities despite the talks and film shows 
that have been offered. 


Teachers 


We had contacts with teachers at a local school who 
expressed an interest in consultation. However, it became 
apparent that these teachers saw themselves only as en- 
abling their students to pass a rigorous series of exams; 
they were not concerned with the personality devel- 
opment or emotional problems of their students. No fur- 
ther meetings were requested. 


The Police and Community Leaders 


One of our first contacts was with the chief of police, 
who was widely respected and knew the area well. With 
his assistance a meeting was arranged with eight commu- 
nity leaders. Although several areas of mental health con- 
cern were discussed, no definite plans were formulated. 
Soon afterwards the chief of police left the country for 
prolonged overseas training. In the absence of his help, 
no other meetings were held. 
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COMMUNITY PSYCHIATRY IN MALAYSIA 


DISCUSSION 


We have described the beginning year of community 
psychiatry operating from a university department of 
psychiatry in a vastly understaffed area. Our aim was to 
enlarge our community contacts in the hope of delivering 
indirect services through consultation. This aim was 
somewhat inhibited by our heavy teaching commitments 
and our fear of increasing expectations beyond our abil- 
ity to cope. Working within a good theoretical frame of 
reference, we chose an action-oriented model. Rubin (1) 
suggests that this provides feedback for a theoretical 
model of social psychiatry, since the knowledge gained 
provides a valuable understanding of the social attitudes 
toward mental health in the community. This model itself 
has certain values that help one understand the results of 
the project. 

As Caplan (2) has pointed out, one year is not long 
enough to establish a reputation, and Ericksen (11) has 
stated that the consultant must have a long-range per- 
spective to avoid a sense of failure or a decrease in mo- 
rale. Further developments may take place later. Let us 
summarize some of the difficulties we encountered. 

First, we were discouraged because of the difficulty in 
continuing our contacts with some groups like the private 
general practitioners and the teachers when a personal 
relationship was not already present. We expected con- 
tact to develop more rapidly with them and thought they 
would be a valuable resource in treating emotional dis- 
orders. But many of these people do not possess a psy- 
chological understanding of emotional or mental dis- 
orders and do not view themselves as needing to be 
involved in problems of personality development or men- 
tal illness. Perhaps this problem is closely related to the 
locally held concept of an unwillingness to become per- 
sonally involved in the emotional or psychological prob- 
lems of others. 

This has given rise to our concept of the “facade of 
Westernization.’’ Many people apparently have an action 
orientation regarding the administration or management 
of social problems, but their attitudes stress past values 
rather than future prospects of change, an acceptance of 
life’s problems rather than a feeling that professional 
help might improve conditions, and often a belief in spiri- 
tual or magical causes of mental illness. 

Second, and in a larger sociocultural context, Malay- 
sla—a new nation with mixed ethnic groups—is attempt- 
ing to create a national identity. It does not have an elab- 
orate past history and national culture, so there are no 
traditionally organized institutions or public action pro- 
grams. Unlike Thailand or Indonesia, where prominent 
public figures give support to community work as pa- 
trons, Malaysian leaders have not taken on a similar role. 
Because of the difficulty in finding or establishing com- 
munity agencies and public support, mental health pro- 
grams seem doomed to failure. 

- Undoubtedly the single largest group of caregivers for 
mild mental illness are the native or traditional healers. 
Our contact with them has been only to observe and learn 
about their approaches. They are handling cases in a cul- 
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turally approved way that is widely supported in the com- 
munity. It has been difficult to decide what (if any) forms 
of consultation should be developed between our depart- 
ment and them. One obvious example of the kind of as- 
sistance we could offer them would be training in sharp- 
ening their diagnostic skills so they could recognize 
treatable psychoses and refer them promptly, thereby as- 
suring that therapy would not be unduly delayed. Since 
these healers, all unaffiliated, isolated individuals, are un- 
der some political pressure, further goals and consulta- 
tion techniques will have to be well thought out before a 
project is begun. 

An interesting contrast to the doctors and teachers is 
the favorable response seen in the Churches Counseling 
Center. We were asked to join this group in a consultant 
capacity after it had established an administrative appa- 
ratus and set up a direct clinical service. The members of 
this group definitely saw themselves as counselors and as 
able to help with emotional problems. A large percentage 
were educated in the United States, England, or Austra- 
lia. Presumably they and the consultants, all of whom 
had some previous involvement in the Christian religion, 
felt at ease since their value systems were similar. 

What of the future? In a developing country where 
many and diverse changes in the economic, educational, 
and sociological spheres are converging simultaneously, 
it is difficult to fully grasp the present situation, let alone 
predict future trends. Undoubtedly the social setting will 
continue to influence the context and form of psychiatric 
practice. An example of future influence could possibly 
occur in teacher training. A more psychological approach 
in teacher education could prepare the teacher for a com- 
mitment to helping in child development, and a favorable 
consultation arrangement with psychiatrists could 
emerge. 

In summary, our experience indicates that mental 
health consultation in a developing country is a com- 
plicated process. With professionals who see their role as 
being helpful in personal problems, consultation can pro- 
ceed along usual lines. With other professionals one must 
be aware of the competing and opposing values between 
consultant and consultee that can cause clashes in ex- 
pectations and goals. With nonprofessionals, the marked 
difference between concepts of the etiology of illness, 
treatment methods, and approaches to problems and or- 
ganization is very great. The psychiatrist needs to reex- 
amine his values, not only to find approaches that work 
but to seriously question whether his concepts and atti- 
tudes are compatible with those of a traditional culture. 
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Japanese Enterprise and American Middle-Class Values 


BY JOE YAMAMOTO, M.D., AND MAMORU IGA, PH.D. 


By showing how the value orientation of the Japanese- 
American minority population in the United States has 
successfully related to the Protestant ethic of the Ameri- 
can middle class, the authors hope to identify factors that 
promote the social integration of disadvantaged minority 
groups. 


HOw HAVE JAPANESE IMMIGRANTS, who are visibly dif- 
ferent and who have been handicapped by anti-Oriental 
prejudice and poverty, adapted and progressed in Ameri- 
can middle-class culture? Some factors that have en- 
hanced or obstructed their progress are: 1) the tradition 
of Japanese enterprise; 2) positive group identity, specifi- 
cally in work and in business enterprise; 3) cohesive 
group response when confronted with poverty, isolation 
in ghettos, discrimination, oppressive legislation, vio- 
lence, language differences, etc.; 4) Japanese values and 
their fit with American middle-class values; 5) the finan- 
cial resources of the community; and 6) the group’s view 
of education, literacy, and educational advancement. 
From the turn of this century until the passage of the 
Oriental Exclusion Act in 1924, the Japanese who came 
to the United States were mostly from the farms and ru- 
ral villages of Japan. For the Japanese in the continental 
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United States, World War II was an especially difficult 
time. In the spring of 1942 more than 117,000 Japanese 
were placed in relocation camps. Despite this and other 
potentially deterring experiences, they have been able to 
succeed in the United States. This success 1s evidenced in 
educational achievement, occupational status, physical 
health, and longevity (1, 2). 

We shall examine those Japanese values and attitudes 
which have helped them advance, especially the values 
that match the “Protestant ethic.” Dator (3) and John- 
son (4) summarized the Protestant ethic as emphasizing 
work, science and technology, man’s ability to control his 
environment, and religious support of man’s endeavors 
toward economic and material progress. 

Suzuki and associates compared the results of their in- 
terviews of Japanese in Honolulu, Hawaii, with findings 
from their survey of national character in Japan (5). 
Their data substantiate the hypothesis that the values of 
the Japanese are similar to the values of the Protestant 
ethic. Given a choice of the kind of work supervisor they 
would prefer, 84 percent of the sample in Japan and 58 
percent in Hawaii said that they would prefer “a man 
who sometimes demands extra work in spite of rules 
against it, but who, on the other hand, looks after you 
personally in matters not connected with work.” When 
asked about man’s relationship with nature, 40 percent of 
the respondents in Japan and 68 percent in Hawaii said 
that man must make use of nature. 

In the Protestant ethic, orientation toward the future is 
quite important. Suzuki and associates asked their sam- 
ples whether they thought more about the past or about 
the future. In Japan 69 percent and in Hawaii 61 percent 
stated that they thought more about the future. ° 
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JAPANESE ENTERPRISE 


In questions concerning individual and national inter- 
est, 57 percent in Japan and 70 percent in Hawaii in- 
dicated that individual rights might have to be sacrificed 
for the benefit of the whole nation. In answer to a ques- 
tion that is possibly unrelated to the issue of enterprise 
but that emphasizes the difference in political ideology 
between those in Japan and those in Hawaii, 38 percent 
of the respondents in Japan compared with 74 percent in 
Hawai said they would most value democracy. These 
data suggest a combination of Japanese and American 
values among the Hawaiian Japanese that results in a 
more-than-average level of “Americanism.” 


JAPANESE ENTERPRISE 


In considering the success of the Japanese in the 
United States, the first factor we would discuss is tradi- 
tional Japanese enterprise. Although the immigrants 
came from rural areas, they brought values and social in- 
stitutions that were helpful in the face of adverse circum- 
stances. 

In our view, there was a fusion of the traditional sa- 
murai values with those of the Japanese merchant. The 
samurai was blindly loyal and obedient. He valued his 
loyalty to the group above all else and was ready to sacri- 
fice himself, family, friends, and lovers to group loyalty. 
He was at times an alienated person, but one willing to 
take risks. The merchant, on the other hand, emphasized 
sensual gratification, the importance of money in busi- 
ness transactions, risk taking, a view that life is not easy 
and may be quite insecure at times, rationalism, and a 
commonsense approach to problem solving. Rationalism 
gives a confident attitude in working toward goals. How- 
ever, there is an element of unrealistic belief in the tradi- 
tional merchant’s rationalism—for example, the belief 
that achievement in education is a worthwhile goal even 
when there is no occupational opportunity. 

The positive work and education attitudes of the Japa- 
nese samurai and the merchant were transmitted to sec- 
ond-generation Japanese and combined with the Protes- 
tant ethic, a fortunate integration that had led to progress 
and enterprise. 


POSITIVE GROUP IDENTITY 


Positive group identity was helpful to the Japanese in 
overcoming the disadvantages of poverty, hard physical 
labor, limited work opportunities, limited knowledge of 
English, and alien American customs. A good feeling 
about one’s group—a feeling of confidence, mutual obli- 
gation, and basic trust--did much to allay the negative 
feelings engendered by poverty and discrimination. The 
group’s attitude was that it did not matter whether there 
were opportunities; one should still strive and achieve.’ 


'To learn more of the principle of merging one’s self in the group (Gu-. 


ruupu Maibotsu Shugi), as seen in the Naikan method of treating 
delinquents, and of the principle of engaging one’s self in compulsive ac- 
(jvities (Koodoo Maibotsu Shugi), as seen in Morita therapy, the reader 
is referred to Takeuchi (6) and to Reynolds and Yamamoto (7). 
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Living in ghettos, the group responded with increased 
cohesion and retention of Japanese customs, language, 
and food. Perhaps segregation had a positive effect: the 
ghetto became an oasis from racism. 

During World War II there was anxiety in the United 
States about the loyalty of Japanese-Americans; sabo- 
tage, espionage, and other anti-American behavior were 
feared. An understanding of Japanese and American 
middle-class values would have made it obvious that the 
Japanese would be loyal to the United States. The experi- 
ence of the 442nd Regimental Combat Team beautifully 
illustrates this. This group of loyal and courageous Japa- 
nese-American infantrymen was the most highly deco- 
rated military unit in American history. In Hawaii, where 
there was no incarceration of Japanese during the war, 
there was a higher volunteer ratio for this regiment than 
there was in the continental United States. 

The migration of the Japanese out from the relocation 
centers during World War H shows how even an am- 
bitious and striving group may be deterred by fear of a 
hostile environment. In spite of the official policy of en- 
couraging migration out from the camps in the middle of 
1943, 43,000 Japanese remained in the camps until Sep- 
tember 1945, when the war was officially ended. Thus, out 
of 117,000 originally incarcerated, 43,000 remained 
afraid and unwilling to leave the confines of the concen- 
tration camps until they were forced out. 

Even without the war, there were significant conflicts 
for the Japanese in the United States. Despite the demo- 
cratic ideals presented to the immigrants, many of their 
dreams were not fulfillable. They were excluded from the 
mainstream of American life for ethnic reasons. Negative 
experiences tended to raise doubts about or to discredit 
some of the American middle-class values, but not to dis- 
courage the Japanese from striving toward the same 
goals. 


FINANCIAL RESOURCES IN THE COMMUNITY 


There were limited but effective financial resources in 
the Japanese community. Money is difficult for poor 
people to obtain: banks and other lenders want to deal 
with those who already have credit. The Japanese 
brought a system of rotating credit, the tano-moshi, from 
Japan and had to continue to use it here. Briefly, this sys- 
tem involves ten people promising to put ten dollars into 
a common pool each month. Once a month the members 
could bid for the entire pooled sum, paying a premium 
for priority. Each member would eventually have one 
turn to receive the entire amount. Those who had the 
most urgent need would bid more at the beginning and 
thus obtain priority. This system not only offered the op- 
portunity to get together socially (dinner was often served 
and the group discussed matters of mutual concern), but 
it is also an example of how a social institution was estab- 
lished to mutually assist members of a group (8). When 
banks and other institutions would not lend money, the 
tano-moshi was an alternative source of capital for busi- 
ness enterprises and other financial needs. The emphasis 


of the group was on frugality and saving money. 


EDUCATION 


Working toward a good education was part of upward 
striving for the Japanese, but it was also related to the 
prestige, respect, and status of the teacher in the Japanese 
community. The word for teacher, sensei, has always 
been used with respect and admiration and is an honorific 
title. One identifies with the honored teacher and strives 
to be like him. 


DISCUSSION 


When we think of the situation of minority people in 
the United States, we must consider not only the dis- 
advantages of racism and poverty but also the advantage 
of ambivalent stereotypes. Despite the anti-Oriental set 
on the West Coast, it was not unusual to hear Japanese 
stereotyped as hardworking, clean, and honest. This ste- 
reotype illustrates the fact that even with the rejections 
prevalent in an ethnocentric culture, society can attribute 
positive characteristics to another cultural group. 

McClelland’s three criteria for enterprising behav- 
ior (9) fit the Japanese: 1) he takes personal responsibility 
for finding solutions for problems; 2) he tends to set mod- 
erate achievement goals and to take calculated risks; and 
3) he wants concrete feedback as to how well he is doing. 

The values of the Japanese samurai and merchant were 
integrated with American middle-class values and the 
Protestant ethic. The two value systems were combined 
and facilitated Japanese enterprise. For example, the 
Japanese strived for excellent education, were upwardly 
mobile, and were loyal, particularly when not confined. 

The fear that the Japanese showed of migration out 
from the relocation camps points out a very important 
factor in the balance between positive striving and the pa- 
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ralysis caused by overwhelming threats. 

In our concern about the progress of our dis- 
advantaged populations, we in the United States must try 
to learn from such examples as the Japanese. We know 
there are certain values and attitudes that are helpful in 
achieving educational and occupational advancement. 
The poor share these values more or less, but having been 
disadvantaged for so long, some of our poor have lost 
their ability to dream, plan, and work as well as their ex- 
pectation that they will achieve their goals. We need to 
strengthen these values and to foster a climate of hopeful 
expectation. 

All of us need to be involved and to participate in the 
habilitation and rehabilitation of the disadvantaged 
people in our country. Only through such joint endeavors 
can we assume the amelioration of their disadvantaged 
state. If we all work together, they too will be able to mi- 
grate out from the ghettos. 
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Social and Psychological Aspects of Verbal Behavior in Japanese-Americans 


BY FRANK A. JOHNSON, M.D., ANTHONY J. MARSELLA, PH.D., AND COLLEEN L. JOHNSON, PH.D. 


The authors discuss the verbal behavior patterns of Eng- 
lish-speaking Japanese-A mericans living in Hawaii in 
terms of four cultural themes of Meiji-era Japan: |} a 
strong sense of gender differences, 2) a concern for hier- 
archy and status, 3) an emphasis upon self-effacement, 
and 4) a focus on nonverbal communication. These be- 
haviors may be misinterpreted by Caucasian A mericans 
unfamiliar with the Japanese-A merican's culture of ori- 


gin. 


IT Is WELL KNOWN that the grammatical structure of a 
language frequently reflects a culture’s major themes. 
For example, the primacy of hierarchical status in Japa- 
nese culture is clearly reflected in the capacity of the Jap- 
anese language to define the social status of diverse 
conversational partners by specific grammatical 
devices (1, 2). In contrast, speakers of English must gen- 
erally rely on a variety of paraverbal nuances to clarify 
social status in conversations. The rather profound varia- 
tions in the language and cultural themes of the Japanese 
and those of the Western world raise a number of per- 
tinent questions about the verbal behavior of English- 
speaking Japanese-Americans. 

There is a substantial amount of evidence indicating 
that the cultural themes of Meiji-era (post-1868) Japan 
still dominate social behavior among Japanese-Ameri- 
cans. As a result, one finds a very distinct pattern of ver- 
bal behavior in Japanese-Americans that reflects Meiji- 
era themes even though English is the medium for com- 
munication. This paper discusses the verbal behavior pat- 
terns of English-speaking Japanese-Americans residing 
in Hawaii in terms of four cultural themes of Meiji-era 
Japan. The discussion is based on a series of investiga- 
tions of Japanese-American culture and behavior (3-7). 
The authors are in no way suggesting that the patterns 
described are uniformly subscribed to either by individ- 
uals within the Japanese-American community or by any 
particular segments of the community. 
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BACKGROUND OF THE JAPANESE IN HAWAII 


Japanese-Americans constitute approximately 27 per- 
cent of Hawaii’s population of 750,000 people. They are 
well distributed geographically and occupy diverse occu- 
pations and social positions. However, in spite of their as- 
similation into commercial, educational, political, profes- 
sional, and social institutions in Hawaii, the Japanese- 


. Americans have been notable for their retention of a dis- 


tinct subcultural identity. This identity is manifest both 
within the public cultural life of Hawaii and also in the 
private culture of the family. 

The perpetuation of elements of the traditional Japa- 
nese culture of the Meiji era that the Japanese migrants 
brought with them to Hawaii is the result of several fac- 
tors, including the relatively large size of the Japanese 
population, Hawaii’s insular environment, and the origi- 
nal antipathy and exclusiveness of Caucasian society. 
Japanese language schools, Buddhist temples, ethnic 
Christian churches, and even the public schools (benig- 
nantly dominated by Japanese-American teachers) have 
all tended to reinforce the cultural themes and norms of 
Meiji Japan. 

The main wave of Japanese migration to Hawaii oc- 
curred between the mid-1880s and 1910. During that time 
thousands of male agricultural workers migrated to Ha- 
wall to work in the sugar plantations. A more selective 
migration of wives and children followed between 1912 
and 1920. Since most of the immigrants arrived before 
1924, the majority of the present Japanese-American 
population is composed of second (nisei) and third (san- 
sei) generation descendants. 

In contrast to European immigrants to the United 
States, who displayed conspicuous differences in lan- 
guage, dialect, religion, social class position, and personal 
behavior, even when originating from the same nation, 
the Japanese population that migrated to Hawaii brought 
an unusually cohesive and standardized culture which 
was further intensified by early racial segregation on the 
plantations. A comprehensive description of the major 
themes associated with Meiji-era Japan was given by 
Caudill (8). The most important themes for our purposes 
in this paper are four themes relating to the verbal behav- 
lor of Japanese-Americans: 1) a strong sense of gender 
differences, 2) a concern for hierarchy and status that 
manifests itself as deference toward authority, 3) an em- 
phasis upon self-effacement, and 4) a focus on nonverbal 
communication. 


EMPHASIS ON GENDER DIFFERENCES 


In general, the Japanese-American man tends (by 
Western standards) to be economical in speech, particu- 
larly in public situations. He also tends to be more direct 
in delivering opinions or ideas than Japanese-American 
women. His authority role within the family seems to be 
predicated on the firm establishment of a position of re- 
spect and decision-making; this does not necessarily de- 
pend upon constant assertiveness or a diffuse involvement 
in conversational activity at home. 


In contrast to many other Americans he does not gen- 
erally indulge in the breezy, open, hearty pseudofamiliar- 
ity that others identify as so distinctively “American.” 
He often is disinclined to give an opinion—especially re- 
garding a mundane matter—if he does not feel qualified 
to give a genuine opinion concerning. the question in- 
volved. On the other hand, when he does state an opinion, 
this often is rendered with somewhat more gravity and 
authority than (in the authors’ experience) would typify 
opinions given by other American men from similar class 
backgrounds in similar situations. 


Japanese-American women, although relatively soft- 
spoken, tend to be more loquacious than the men and are 
identified as verbal intermediaries both inside and outside 
the family. If part of the man’s verbal behavior can be 
seen as directed toward creating an aura of strength, deci- 
siveness, and authority, the verbal role of women seems 
to include generating an atmosphere of pleasantness, co- 
operation, and the minimizing of overt conflict both 
within the home and outside. Among women there is a 
noticeable tendency to deny taking a particular stance or 
directly stating an opinion. When opinions are stated by 
women, they often are qualified or given in a tentative or 


conditional manner. Japanese-American women also 


tend to defer to men, particularly in public situations 
where some degree of subordination is expected. (It 
should be emphasized that such “‘subordination” does 
not have the same implications that “deference” in a pos- 
sibly negative manner might have for Caucasians.) Com- 
pared to Caucasian women, however, Japanese-Ameri- 
can women do evince far less.assertive, aggressive, and 
loud verbal behavior. 


Compared to Caucasian Americans, then, Japanese- 
Americans seem much less ambivalent about the social 
verbal roles of men and women. For example, some 
American men from Occidental backgrounds may in- 
dulge in a great deal of pseudo-egalitarian “friendliness” 
-and ingratiating behavior that undercuts or denies their 
titular and operational role as an authority figure either 
in the family or at work. Similarly, the assertive and ag- 
gressive behavior of some Caucasian women may at- 
tempt to disguise a functionally subserviant or deferent 
position within the family or at school or work. In both 
instances, some of the internal conflict concerning au- 
thority, assertiveness, and gender distinctions might be 
seen to manifest itself in verbal behavior that portrays 
one quality while implying another. . 


JOHNSON, MARSELLA, AND JOHNSON 


CONCERN FOR HIERARCHY AND STATUS | 


Another feature observed in Japanese-American ver- 
bal behavior is the relatively high awareness of dis- 
tinctions in status that may exist between conversational 
partners. The tendency to be concerned with status ap- 
pears to manifest itself by a conspicuous amount of at- 
tention, politeness, and sensitivity toward other people. 
From our discussions with a number of informants from 
the Japanese-American community and observations of 
many public and semiprivate situations, it is evident that 
a high degree of concern is devoted to modulating one’s 
social and verbal performance on the basis of the status 
of the conversational partner. There seems to be a very 
conscious attempt to identify the status of one’s partner 
and to accord him or her the degree of respect and con- 
sideration that ordinarily would accompany such a posi- 
tion. This may occur in brief public encounters where the 
person’s status as a customer in a store or restaurant 
would in itself grant him a certain degree of politeness 
and respect. It is even more compelling and complex in 
ongoing relationships. 

Since some (general) American norms emphasize 
egalitarianism, directness, and, at times, a populist kind 
of arrogance toward those of superior status, the high 
concern for status and respect shown by Japanese-Ameri- 
cans can be misunderstood by Americans from Occiden- 
tal backgrounds. The following illustration may illumi- 
nate some of the differences that can lead to 
misunderstanding. The status considerations that are 
raised when one is introduced to new people tend to be 
prominent and conscious in all adults. The person being 
introduced is first concerned with obtaining a set of spe- 
cific social facts that help him judge the other person’s 
status. He is curious about the new person’s occupation, 
marital status, length of time in the community, area of 
residency, etc. While such status concerns may dominate 
the early minutes of most new associations, these con- 
cerns are usually soon supplanted by less self-conscious 
topics that develop in the course of conversation and 
focus on more objective issues. 

In contrast, among Japanese-Americans consid- 
erations regarding status do not seem to lapse so swiftly. 
One tends to retain a conscious awareness of the particu- 
lar status of the other individual that remains as an ex- 
plicit dimension in the conversation. This awareness is 
not limited to newer relationships but retains its impor- 
tance in ongoing associations. 

Crosscultural confusion can occur because of this dif- 
ferential consciousness of status. Some Westerners, for 
example, may be put off by what they perceive to be a 
tendency to continue to formalize a relationship in a way 
that draws attention to the status of the people involved. 
Furthermore, Americans of non-Oriental background 
usually are not as aware of the nonverbal, indirect ways 
in which they dispel the pseudo-egalitarian aura of rela- 
tionships (e.g., calling someone by his first name or a 
nickname). Hence, they are ill equipped to deal with the 
complexities of consciously handling status cues. ° 
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VERBAL BEHAVIOR IN JAPANESE-AMERICANS 


One of the difficulties in handling a high degree of con- 
sciousness of status is that this is supposed to occur on a 
reciprocal basis; status considerations flow in both direc- 
tions—not merely upward. The person with the superior 
social station also has a duty to affirm and respect the po- 
sition of the other person. Consciousness of social sta- 
tion, therefore, is not simply an opportunity for ‘‘one- 
upsmanship.”’ 


EMPHASIS ON SELF-EFFACING BEHAVIOR 


As noted by Caudill, there is considerable investment 
in Japanese culture in self-effacing behavior, a trait that 
has been commented on by many authors, scholars, and 
culturologists within and outside of Japan (8). Regret- 
tably, some of the behaviors connected with this reflexive 
self-abasement, modesty, and apology have been the sub- 
ject of chronic misunderstanding and caricature. It is dif- 
ficult for persons outside the culture to fathom the mean- 
ing behind the complicated norms that encourage the 
disavowal of power or personal aggrandizement. We 
have already discussed some of the meanings underlying 
these superficially deferent or abasing behaviors in a 
crosscultural study of depression (9). 

The complex meanings and uses of these attitudes and 
behaviors among Japanese can best be understood using 
the concept of enryo. Although the meaning of this Japa- 
nese word is not popularly understood by Japanese- 
Americans in Hawaii, the norms for deferent behavior 
that are subsumed by this term are implicitly compre- 
hended and accepted in the subculture (9, 10). In general, 
the prescriptions connected with enryo direct each per- 
son, regardless of gender or station in life, to be modest, 
to defer to others, to play down one’s accomplishments 
and achievements, and to direct attention away from one- 
self (9). 

For those who understand the Japanese cultural mean- 
ing for these attitudes, a neat balancing occurs whereby 
the status and accomplishments of persons can be estab- 
lished in subtle and indirect ways. However, for persons 
outside the culture, enryo behaviors may be mistakenly 
interpreted as exaggerated politeness, false modesty, un- 
usual silence, even obsequiousness. It should be recog- 
nized that the endorsement of enryo stands in contrast to 
a high investment in both personal and group achieve- 
ment by Japanese and Japanese-Americans. The pres- 
ence of norms for self-abasement coexisting with norms 
for high achievement has been described in both Japa- 
nese and Japanese-American cultures (11-13). 


FOCUS ON NONVERBAL COMMUNICATION 


Among Japanese-Americans, the concentration on 
status and context is accompanied by a heightened focus 
on the communication process, including gestures, facial 
mimetic behavior, levels of intonation, and volume of 
speech. In describing the communication process among 
“Japanese-Americans it would be a serious omission not 
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to include the quality and explicitness of feeling that ac- 
companies such nonverbal communication. 

In most conversational situations, the communication 
of certain ambient states of emotion are accomplished 
paraverbally rather than being directly indicated in de- 
clarative statements. Partly because paraverbal nuances 
tend to be more culturally idiosyncratic than are direct 
literal semantic translations, feelings are more difficult to 
communicate between persons of different cultures since 
such persons consistently fail to broadcast, receive, or in- 
terpret each other’s nonverbal communications accu- 
rately. Because of this it is common to develop defensive 
stereotypes of persons from other cultures to the effect 
that even when they are capable of communicating in a 
common language they are less able to generate “‘genu- 
ine” emotional responses. Both sides tend to feel that the 
other participant group is without feeling or is showing 
false or “phony” feelings. 

Because of the higher awareness of nonverbal gestural 
and facial mimetic nuances among Japanese-Americans, 
they have a higher potential for conveying direct feeling, 
either during conversation or even during silence. Con- 
fusions, however, can arise between Americans of West- 
ern origin and Japanese-Americans because of this ap- 
parent differential awareness of nonverbal behavior. For 
example, Japanese-Americans may be upset or confused 
by unconscious gestures or facial mimetic expressions by 
Caucasians that may not in fact relate to the conscious 
communication process. 

For instance, if a Caucasian is suffering from a head- 
ache while talking, he may—quite unconsciously— wince, 
frown, or show strain, which although not intended as a 
negative communication may be received as such. The 
Japanese-American in a similar situation would suppress 
the “negative” facial expressions, but his very suppres- 
sion might suggest insincerity to the unsympathetic per- 
son outside of his culture. 

Aside from crosscultural misunderstandings, the Japa- 
nese-American concentration on paraverbal accom- 
paniments to language provides for a high degree of ex- 
plicit communication, even in groups. This explicitness is 
even more striking in dyads or among small groups of 
persons who know each other well. 

In summary, several cultural themes of Meiji-era Ja- 
pan still appear to be influential in the verbal behavior of 
English-speaking Japanese-Americans. The difficulties 
these characteristics can create in verbal communications 
with Caucasian Americans should remind us of the need 
to evaluate the efficacy and significance of various cul- 
tural forms of behavior in the context of the culture of 
origin. 
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Brief Therapy of Conversion Reactions: An In- Hospital Technique 


BY RICHARD A, DICKES, M.D. 


This paper describes a treatment method for conversion 


phenomena, reactions that present special technical diffi- 
culties. The strategy focuses the patient’s attention on 
the fact that his symptoms are psychologically motivated 
and reduces opportunity for secondary gain. The au- 
thor reports data from a clinical trial in which the special 
treatment regimen was compared with a variety of other 
treatment methods; he cautions that early identification 
and treatment are necessary to prevent the symptom 
complex from becoming a permanent feature of the 
patient’s mental life. 


THE TREATMENT of conversion phenomena presents par- 
ticular difficulties for the psychiatrist in institutional and 
military settings. The role of secondary gain in pre- 
venting the patient from giving up his symptoms was dis- 
cussed by Freud in the Dora Case (1). He stated, “It is in 
combating the motives of illness that the weakness in ev- 
ery kind of therapeutic treatment of hysteria lies.” In this 
statement Freud was referring to the complex interaction 
with other people and the gratifications produced thereby 
that serve to perpetuate the symptom and that constitute 
a major motive for the illness. 

Traditional analytic and psychoanalytically oriented 
approaches place considerable demands on the time of 
both patient and therapist that cannot be easily met in a 
busy institutional setting. In addition, insight-oriented, 
analytically derived approaches require a particular type 
of patient selection that has been well described else- 
where and that will not be reviewed here (2). Given the 
large number of circumstances in which analytic ap- 
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proaches are neither applicable nor available, an inquiry 
into other modalities seems essential. 

A search of the recent literature found no approaches 
identical to the method to be described. Kass, Silvers, and 
Abrams used behavioral group treatment to modify the 
behavior of five hospitalized hysterical patients (3). They 
describe making use of “positive and negative feedback, 
self assertion training, negative practice, desensitization, 
and operant conditioning by rewards and penalties.” Sla- 
ter noted that 50 percent of patients studied retained 
symptoms after one year; 30 percent as long as five years; 
and 20 percent as long as 15 years (4). 

During the past one and one-half years a treatment ap- 
proach that addresses itself to the problem of secondary 
gain and the lack of psychological mindedness in the 
patient population has been devised. The following mate- 
rial is from retrospective case study of 16 hospitalized 
men between the ages of 18 and 31 treated during a pe- 
riod of three years. 


METHOD 


Case records of all patients with a diagnosis of con- 
version reaction for the years 1970-1972 were obtained 
and reviewed. Only those cases meeting the criteria speci- 
fied by Guze, Woodruff, and Clayton for the diagnosis 
were retained (5). Sixteen patients with a total of 18 
symptom complexes were studied. Nine symptom com- 
plexes were treated by traditional approaches and nine by 
a special treatment regimen. 

The special regimen was constructed as follows. The 
patient was admitted and, after an appropriate eval- 
uation period, was informed that his symptoms were psy- 
chologically motivated. He was placed at complete bed 
rest with the use of a bedpan; bathroom privileges were 
not allowed. Visitors, reading material, and use of televi- 
sion and radio were restricted. On several occasions a 
clear liquid diet was ordered. The patient was informed 
that as he improved he would be permitted to increase his 
use of the ward facilities. With improvement, the time he 
could spend out of bed was gradually increased; full privi- 
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TABLE | 
Summary of Findings for 16 Patients With Conversion Reactions 


Symptom Duration 
Patient Age Presenting Symptoms Type of Treatment Before Treatment After Treatment 


| 19 Chest pain, weakness and Special regimen 2-3 days 10 days 
paresthesia on right, la 
belle indifference 


2 19 a, Migraine Fiorinol,* propranolol, a. 3-4 weeks a. No change 
b. Slow gait special regimen b. 3-4 weeks b. One week after special 
regimen began 
3 19 a. Hyperventilation, amnesia a. Individual and group a. Several hours a. 2 days 
treatment 
b. Hearing loss, la belle b. Special regimen beginning b. 26 days b. 1-10 days 
indifference the 25th day 
4 20 Six episodes of “blackouts,” Milieu and group therapy 3 months Immediate clearing on 
anxiety, hyperventilation admission 
5 32 Bilateral deafness Individual and group therapy, 4 months No change in 121 days 
amitriptyline (Elavil) 
6 18 — Loss of vision Milieu and individual 10 hours i day 
therapy, diazepam (Valium) 
F 21 Blurred vision, nystagmus, Group and milieu therapy, 3 years No change in 77 days 
_ la belle indifference cyclopentolate (Cyclogyl) 
8 18 Glove and stocking Special regimen iI days 4 days 
anesthesia of four limbs 
9 31 Hemiparesis (left side), Six days of orthopedic treat- 16 days 2 days 
anesthesia of left hand, ment, special regimen in , 
la belle indifference wheelchair 
10 25 Headache, depersonalization, Group and milieu therapy, i month Headache: 2 weeks; arm 
variable pronation and chlorpromazine (Thorazine), drift: unchanged 
down drift of left arm diazepam (Valium) 
11 19 Globus hystericus, aphonia, Special regimen ] day 3 days 
la belle indifference 
12 18 Paraplegia Special regimen 24 hours 2 days 
13 19 Foot pain, awkward gait, la Individual and group milieu 3 months 14-16 days 
belle indifference therapy; patient informed of 
; his separation from service 
14 23 Bilateral wrist drop Group, individual, and 7 days No change in 104 days 
milieu therapy; galvanic 
stimulation; drug therapy: 
chlorpromazine (Thorazine), 
perphenazine (Trilafon), 
haloperidol (Haldol), and 
desipramine 
15 24 — Low back pain a, Orthopedic therapy for44 58 days 4 days after special regimen 
days; amobarbital (Amytal) began 


and individual and group 
therapy for 14 days 
b. Special regimen 
16 30 ~—Low back pain, numbness Special regimen 31 days 3 days 
and weakness in right leg, 
stocking anesthesia 





*Fiorinol is a preparation consisting of butalbital, caffeine, aspirin, and phenacetin. 


leges were to follow complete remission. All patients 3a, 3b, 4, 6, 8, 9, 11-13, 15, 16)' and five persisted un- 
were exposed to group psychotherapy and the ward changed (#2a, 5, 7, 10, 14). Nine of the successful out- 
milieu. comes were achieved by the special regimen (#1, 2b, 3b, 8, 

9, 11, 12, 15, 16) and four by traditional approaches (#3a, 


RESULTS 


! These designations refer to the information given in table 1. The nu- 


. . meral identifies the patient and ‘‘a” and “b” the particular symptom 
Table | summarizes the data for the 16 patients. Over- complex in question. The absence of a letter indicates that all the, 


all, 13 symptom complexes showed full remission (#1, 2b, patient's symptoms are considered here as one symptom complex. 
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4, 6, 13). Four of the five failures were treated by means 
other than the special regimen (#5, 7, 10, 14) and one fail- 
ure by both methods (#2a). Ten complexes were treated 
by the special regimen (#1, 2a, 2b, 3b, 8, 9, 11, 12, 15, 16) 
with one failure (#2a). Eleven complexes were treated 
with a variety of other approaches with seven failures 
(#2a, 3b, 5, 7, 10, 14, 15) and four successes (#3a, 4, 6, 13). 
This corresponds to a 90 percent success rate for the spe- 
cial regimen as opposed to a 45 percent rate for the other 
approaches. 

Data relating to the duration of symptom both before 
and after treatment were tabulated. In all there were |! 
symptom complexes that had been present less than 30 
days before treatment (#1, 2a, 2b, 3a, 3b, 6, 8, 9, 11, 12, 
14). Of these, nine had full symptom remission and two 
(#2a, 14) showed no improvement. These treatment fail- 
ures occurred using traditional means in two symptom 
complexes (#2a, 14) and the special regimen in one (#2a). 
Seven successes were recorded for the special regimen 
and two for other approaches (#3a, 6). A successful out- 
come was assumed if the patient remained symptom free 
throughout his hospital stay after achieving a remission. 

Seven symptom complexes had been present for more 
than 30 days before treatment (#4, 5, 7, 10, 13, 15, 16). 
There were four successes (#4, 13, 15, 16) and three fail- 
ures (#5, 7, 10) within this group. Two successful cases 
were treated by the special regimen (#15, 16) and two by 
other approaches (#4, 13). The treatment failures (#5, 7, 
10) represented three attempts by traditional approaches. 

In all, 82 percent of the short-duration cases and 57 
percent of the long-term cases showed full remission. 

Of the nine cases that improved with the special regi- 
men (1, 2b, 3b, 8, 9, 11, 12, 15, 16), eight had cleared 
within two weeks after beginning treatment and seven 
within one week. Of the four cases that were successful 
using other approaches (#3a, 4, 6, 13), three cleared- in 
seven days (#3a, 4, 6) and one (#13) between 15 and 30 
days. No symptom improved that had been present for 
more than 30 days after treatment started. 
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DISCUSSION 


Some patients improved rapidly and returned to their 
usual state of functioning without major affective release. 
Other patients showed an affective storm characterized 
by crying, rage, yelling, and, in rare instances, suicidal 
gestures. At no time were psychotic phenomena noted. 
Patients were encouraged to verbalize their feelings and 
to relate them to current stresses and past history. 

It is my feeling that rapid symptomatic relief is most 
efficiently achieved by applying several treatment meth- 
ods (conditioning and interpretation) simultaneously. 

The purposes of using bed rest and isolation are: to 
provide a baseline state for a positive reward system, to 
keep secondary gain to a minimum, to free sufficient psy- 
chic energy so that the detachment of aggressive and li- 
bidinal cathexis from the symptom may be achieved, to 
render less operative the patient’s usual defenses (such as 
flight, externalization, and acting out), and to promote 
attention to the body itself and the greater discomfort 
that comes with physical dysfunction. 

It is our hope that we have developed a step towards 
eliminating a source of chronic symptoms. Early identifi- 
cation and treatment are essential to prevent fixing the 
symptom in the patient’s mental life. 
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Outpatient Treatment of Hyperactive School Children with Imipramine 


BY JONAS WAIZER, M.A., STANLEY P. HOFFMAN, PH.D., POLIZOES POLIZOS, M.D., AND DAVID M. ENGELHARDT, M.D. 


Nineteen hyperactive school children were treated in an 


outpatient clinic with imipramine for eight weeks, fol- 
lowed by four weeks of placebo. On the basis of ratings 
by a child psychiatrist, parents, and teachers, significant 
Improvement was observed in hyperactivity as well as in 
defiance, inattentiveness, and sociability. Placebo treat- 
ment resulted in deterioration of behavior. The side ef- 
fects of anorexia and insomnia were reported but repre- 
sented no serious problem. The unique effects of 
imipramine and its advantages over central nervous sys- 
tem stimulants in the treatment of hyperactive children 
are discussed. 


DESPITE THE INCREASED RELIANCE on psycho- 
pharmacological treatment for hyperactive school chil- 
dren, progress in drug testing seems to have reached a 
plateau. Methylphenidate and dextroamphetamine have 
emerged as the preferred treatments for the hyperactive 
child (1, 2). With a few notable exceptions, the interest of 
most investigators has been diverted to issues other than 
exploring the efficacy of alternate medications. 

This trend is unfortunate for a number of reasons. 
First, the work of Fish (3), confirmed by our own experi- 
ence, suggests that there may be a number of sub- 
groupings within the population diagnosed as manifest- 
ing hyperkinetic reaction of childhood and that central 
nervous system (CNS) stimulants may be the drug of 
choice for only some hyperactive children. Second, dex- 
troamphetamine and methylphenidate can produce unde- 
sirable side effects (4, 5) and in addition carry the onus of 
presumed potential for drug abuse. Finally, CNS stimu- 
lants are fast-acting drugs; beneficial effects may wear off 
rapidly if medication is not taken as prescribed. 

Huessy and Wright (6) found imipramine, a long-act- 
ing antidepressant, to be effective in treating children 
with marked hyperactivity and suggested that it replace 
dextroamphetamine as the treatment of choice: Winsberg 
and associates (7) compared the effectiveness of imipra- 
mine to dextroamphetamine in a population of neuropsy- 
chiatrically impaired children with primary complaints 
of hyperactivity and aggressiveness. Parents rated the 
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former drug more effective; 69 percent of the children im- 
proved on imipramine while 44 percent improved on dex- 
troamphetamine. 

The present study sought to evaluate the effects of 
imipramine in a group of hyperactive school children. 
Unlike the previous studies, the effects of imipramine 
were assessed by teachers as well as parents and the treat- 
ing physician. 


METHOD 


Subjects 


Children were referred to the Psychopharmacology 
Research Unit of Kings County Hospital Center by guid- 
ance counselors of the New York City public school sys- 
tem. To be considered for study, a child had to be called 
to the attention of a guidance counselor or principal for 
exhibiting serious behavior problems in the classroom. 
Only children who scored 1.5 or greater on the hyper- 
activity factor of the Teacher Rating Scale (8) were con- 
sidered. It was understood that regardless of the severity 
of their behavior problems the children would continue to 
attend school while under treatment. Children with 
known neurological or physical disabilities, chronic 
truants, and children with a primary diagnosis of psycho- 
sis or retardation were excluded. Only those children re- 
ceiving a final diagnosis of “hyperkinetic reaction of 
childhood” according to DSM-II (9) were accepted for 
study. 

Of the initial sample of 24 boys, 19 completed the 
study. Two children were removed from the clinic by 
their parents, and three were dropped for failure to follow 
the treatment schedule. The 19 subjects ranged in age 
from six to 12 years (mean 9.2). Eleven children were 
black, seven were white, and one was Hispanic. 

Many children manifested behavior problems in addi- 
tion to the primary complaint of hyperactivity. Eighteen 
children exhibited temper tantrums, aggression, or both. 
Teachers reported most children as evidencing poor at- 
tention and concentration. Lying and stealing were occa- 
sional problems. Four children had received previous 
treatment for hyperactivity. 


Treatment Method ` 


Before the institution of imipramine therapy all chil- 
dren were maintained drug-free for at least one week. 
Following this “‘dry-out”’ period, the treatment schedule 
consisted of weekly visits to the clinic for the first two 
weeks and at two-week intervals thereafter. After a child 
had completed eight weeks of treatment on imipramine 
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he was placed on placebo for four weeks and was seen at 
the clinic at two-week intervals. Each child was thus ex- 
posed to two treatment conditions, an eight-week period 
of imipramine treatment followed by a four-week period 
of placebo treatment. 

An initial dose of 50 milligrams of imipramine per day 
was prescribed. Subsequent to this the psychiatrist was 
free to vary dosage according to the child’s tolerance and 
clinical need. The final dosage range for the group was 
100 to 200 milligrams per day, with a mean of 173.7 mil- 
ligrams per day. Imipramine and placebo were pre- 
scribed to be taken at bedtime. In a few cases where there 
were side effects the dosage was redistributed; the drug 
was taken three times daily. The parents administered the 
medication as prescribed by the psychiatrist but were un- 
informed as to the nature of the treatment condition. In 
effect, the parents acted as blind observers of behavioral 
change. 


Rating Scales 


The subjects were evaluated at baseline (completion of 
the dry-out period) and periodically thereafter by the 
treating psychiatrist, teachers, and parents on a variety of 
rating scales. 

Psychiatrist. At each visit the child psychiatrist com- 
pleted a locally developed 19-item Children’s Psychiatric 
Rating Scale (CPRS-2) based on direct observation of 
the child as well as on data obtained from the parent and 
teacher. The items listed in the scale were as follows: 


. Increased psychomotor activity 
. Observed overactivity 

. Parental control 

. Self-control 

Coordination 

. Relationships with peers 

. Frustration tolerance 

. Concentration 

. Somatic complaints 

10. Immaturity 

ll. Self-assertion with peers 
12. Affect disturbance 

13. Depression 

14. Antisocial behavior 

15. Temper tantrums 

16. Rapport with the examiner 
17. Parental neglect 

18. Anxiety 

19. Personality problems 


OOD BW — 


Each item was rated from | (normal behavior) to 5 
(severe disturbance). The sum of the individual item 
scores was used as the outcome measure of the child’s 
psychiatric status. 

The psychiatrist’s estimates of severity of illness and 
clinical improvement were recorded on the Clinical Glo- 
bal Impressions Scale (CGI). Side effects were recorded 
on the Treatment Emergent Symptoms Scale (TESS). 
(These forms were developed and published by the Psy- 
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Parents. At intake parents provided a social worker 
with a history of their child’s development and illnesses, 
the course of the behavior disorder, and family back- 
ground. The parents completed a 27-item Hyperactivity 
List (10) at each visit. The ratings used ranged from 
“none” (0) to “severe” (4). The individual item scores 
were summed to provide a single hyperactivity score. In 
addition, a Parent Symptom Questionnaire (PSQ), devel- 
oped and factor analyzed by Conners (11), was com- 
pleted by parents at baseline'and at the end of each treat- 
ment condition. This scale has 93 items that can be rated 
from 0 (not at all a problem) to 3 (very much of a prob- 
lem). Its eight factors were used as outcome measures. 

Teachers. Teachers were asked to complete weekly a 
Teacher Rating Scale (TRS) developed by Conners (8), 
reviewing the child’s behavior for the preceding week. 
This 39-item scale was rated similarly to the PSQ. A fac- 
tor analysis by Conners yielded five factors: hyper- 
activity, defiance, inattentiveness, fearfulness, and so- 
clability (a measure of unsociability}. Teachers also 
provided weekly global impressions of improvement 
(TGI) comparing the child’s current classroom behavior 
with his behavior at the time of referral. The teachers had 
no knowledge of the treatment condition the child was 
under. When a teacher was replaced in the middle of the 
term and baseline scores could no longer be provided by 
the new teacher, the TRS data for this child were ex- 
cluded from analysis. By these criteria there were four 
children whose TRS data were excluded from analysis. 


Psychological Tests 


Psychological tests were administered at baseline and 
at the end of each treatment condition. Five instruments 
were used: 1) serial anticipation of a seven-color se- 
quence, 2) motor inhibition of figure-8 tracing, 3) time es- 
timation of a 15-second interval, 4) digit span recall (for- 
ward and backward), and 5) a shortened version of the 
Stroop Color-Word Test (12). This last test was adminis- 
tered only to the 14 children able to read. This test pro- 
vides a measure of interference on color naming time, 
when the color to be identified is presented in the form of 
a discordant “‘color-word.” 


Assessment of Change 


Duail criteria for drug effectiveness were established re- 
quiring that imipramine treatment scores on rating scales 
and psychological tests be significantly lower than both 
baseline and posttreatment placebo scores. The signifi- 
cance of behavioral changes was assessed by using the t- 
test for correlated means. 


RESULTS 


Rating Scales 


According to the psychiatrist’s global impressions 
(CGI), 16 children improved by the eighth week of 
imipramine treatment (two showed minimal improve- 


TABLE | 
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Group Means on Rating Scales for Each Treatment Condition and Statistical Comparisons Between Conditions 


Experimental Condition 


Imipramine 
Rating Scale N Baseline (week 8) 
CPRS-2 19 44.0 35.6 
Hyperactivity 
List 18 48.3 32.1 
PSQ Factors 16 
Conduct problem 1.4 1.1 
Anxiety 0.5 0.5 
Hyperactivity 1.2 1.0 
Learning problem 1.4 1.3 
Psychosomatic 0.5 0.6 
Perfectionism 0.5 0.7 
Antisocial 0.4 0.2 
Muscular tension 0.5 0.2 
TRS Factors 15 
Hyperactivity 2.2 1.7 
Defiance 1.8 1.2 
Inattentiveness 22 1.3 
Fearfulness 0.9 0.8 
Sociability 1.6 1.0 


*Two-tailed test. 


ment, 14 were rated as much improved). Thirteen of these 
children deteriorated on placebo, while the remaining 
three retained their improved ratings. However, two chil- 
dren rated as unimproved at the end of imipramine treat- 
ment were rated as deteriorated following placebo treat- 
ment. Only one child was considered unaffected by either 
treatment. 

Table | presents group means at baseline and at the 
end of each treatment period on the rating scales as well 
as the results of statistical comparisons of the means for 
the three periods. The CPRS-2 means at baseline and 
week 8 demonstrated a significant improvement follow- 
ing imipramine treatment. Furthermore, significant dete- 
rioration of the CPRS-2 mean was noted following pla- 
cebo treatment. Scores at the end of the placebo period 
remained significantly lower compared to baseline. 

A comparison of Hyperactivity List scores at week 8 to 
baseline scores demonstrated that parents saw a signifi- 
cant decrease in hyperactive behavior in the home follow- 
ing imipramine treatment. Indeed, the Hyperactivity List 
scores decreased for 83 percent of the children. An analy- 
sis at the end of the placebo period indicated significant 
deterioration for 78 percent of the children. Once again, 
ratings at the end of the placebo period were significantly 
lower than at baseline. A comparison of baseline, imipra- 
mine, and placebo PSQ factor scores yielded very little 
significant change. 

Analysis of TRS factor scores demonstrated signifi- 
cant improvement in hyperactivity, defiance, sociability, 
and inattentiveness scores comparing baseline and 
imipramine treatment means. These scores deteriorated 
following placebo treatment (inattentiveness reached 


Statistical Comparison* 


Baseline Imipramine Baseline 
Placebo versus versus versus 
(week 4) Imipramine Placebo Placebo 
40.1 ~ p<.0l p<.0l p<.05 
36.6 p<.0! p<.05 p<.0l 
1.2 p<.10 n.s. n.s. 
0.5 n.s. n.s. n.s. 
1.0 p<.10 n.s. `. p<.ld 
ll ns. n.s. n.s. 
0.3 n.s. n.s. n.s. 
0.6 n.s. n.s. n.s, 
0.2 n.s. n.s. p<.i0 
0,3 p<.0) n.s. n.s. 
2.1 p<.05 p<.05 n.s, 
1.7 p<.05 p<.05 n.s. 
1.5 p<.0l p<.I0 p<.0l 
0.8 n.s. n.s. n.s. 
1.6 p<.05 p<.05 n.s. 


only the .10 level of confidence), thus meeting the dual 
criteria we had set for the establishment of a clear drug 
effect. Hyperactivity, defiance, and sociability scores re- 
turned to baseline levels following placebo treatment, 
while inattentiveness remained significantly below the 
baseline level. Fearfulness received a relatively low rating 
of severity at baseline and remained unchanged through- 
out both treatment conditions (see figure 1). 

Figure 1 also demonstrates that the improvement on 
four TRS factors was apparent by the second week of 
imipramine treatment and that there was little additional 
change over time. Marked deterioration during placebo 
treatment was noted for all of these factor scores except 
inattentiveness. 

Each of the five teacher global impression (TGI) scores 
indicated rapid improvement for the group during the 
first two weeks of imipramine treatment (figure 2). In 
contrast with the TRS scores, all five TGI scores deterio- 
rated to the eighth week of imipramine treatment, with 
further deterioration during the placebo period to below 
baseline levels. 


Psychological Tests 


A comparison of mean interference scores on the 
Stroop Color-Word Test from baseline (39.5 seconds) to 
the end of imipramine treatment (23.9 seconds) in- 
dicated significant improvement (p< .01, t = 3.5], 
df=13). The interference scores failed to deteriorate fol- 
lowing the placebo period (24.5 seconds). The possibility 
that practice effects may account for the continued im- 
proved performance cannot be ignored. 

Significant deterioration of recall was found for the 
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FIGURE 1 
Mean Biweekly Ratings on the Five Factors of the Teacher Rating 
Scale (N = 15) 
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group on the digit span-forward test following imipra- 
mine treatment (p < .05, t = 3.03, df= 18), from a base- 
line mean of 5.0 numbers recalled to a mean of 4.6 num- 
bers at the end of imipramine treatment. Recall 
improved following placebo treatment (mean 4.8), but 
this improvement was found not to be significant. The 
possibility that imipramine administration might have an 
adverse effect on “memory” deserves further investiga- 
tion. Digit span-backwards, with a very low baseline 
mean of 2.6 numbers recalled, demonstrated no signifi- 
‘cant change under either treatment condition. Color- 
sequence, motor inhibition, and time „estimation also 
yielded no significant changes. 


Side Effects 


The most consistent side effect of imipramine treat- 
ment was weight loss, experienced by 78 percent of the 
group. The mean weight of these children at baseline was 
35.5 kg., and the average weight loss over the eight weeks 
of active treatment was 0.9 kg. Recovery of weight on 
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FIGURE 2 


Mean Biweekly Ratings on the Five liems of the Teacher Global Im- 
pressions Scale (N = 15) 
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placebo was rapid; with an average increase of 1.3 kg. in 
four weeks. 

Of approximately 90 possible treatment emergent 
symptoms (TESS), there were nine positive reports in- 
volving six children, including four reports of mild ano- 
rexia, four of insomnia (of which two cases were severe), 
and one of mild drowsiness. All side effects sponta- 
neously disappeared without a decrease in dosage. There 
were no abnormal laboratory findings. Four children had 
enuresis at baseline; this condition was suppressed during 
imipramine treatment but returned on placebo treat- 
ment. No withdrawal emergent side effects were noted 
during the placebo period. 

Brown and associates (13) reported three children with 
no previous history of seizures who developed seizures 
during imipramine treatment for hyperactive-aggressive 
behavior. Unlike our sample, these children exhibited 
clear evidence of organic brain disease. None of the hy- 
peractive children in our study developed seizures. 


DISCUSSION 


Imipramine therapy was effective in reducing hyper- 
activity in this population of school children diagnosed as 
manifesting hyperkinetic reaction of childhood. Teachers 
rated these children improved on hyperactivity, defiance, 


sociability, and inattentiveness, suggesting overall im- 
provement of classroom behavior. These ratings deterio- 
rated on placebo treatment, fulfilling the initially estab- 
lished dual criteria for improvement. Parents and the 
treating physician also observed clinical improvement in 
the children on drug treatment. Our findings, therefore, 
corroborated the conclusions of Huessy and Wright (6) 
and Winsberg and associates (7) that imipramine ts effec- 
tive in the treatment of hyperactive children. 

In a review of drug studies for tests most sensitive in 
assessing drug-induced behavior change, Knights (14) 
found that parents consistently perceived less change in 
their children than did teachers. This may account for the 
relative insensitivity of the PSQ in the present study. 
However, parents were able to perceive significant 
change in hyperactivity on the Hyperactivity List. 

Unlike the TRS scores, TGI scores improved to week 
4, then declined through week 8 and continued to deterio- 
rate during placebo treatment to below baseline levels. 
The difference between TRS and TGI ratings may be ac- 
counted for in several ways. The TGI required the 
teacher to compare the child’s current behavior to that at 
the time of referral. It is possible that as the interval be- 
tween the initial referral and the current rating increased, 
the teacher’s memory of baseline behavior gradually 
faded. The teacher may have instead relied on more re- 
cent behavior as a standard for comparison. This shifting 
baseline may have led the teacher to assign lower values 
to overall improvement over time. This possibility be- 
came most apparent in ratings made during the placebo 
period when according to the teacher the child experi- 
enced further deterioration. 

A second possible explanation for the deteriorating 
TGI scores may be that the teacher’s perception of the 
child changed over time. Faced with a manageable child 
for the first time, the teacher may have become increas- 
ingly aware of aspects of the child’s pathology in areas 
previously overshadowed by the more immediate prob- 
lem of the child’s hyperactivity. 

Although the children deteriorated during placebo 
treatment compared to their status at the end of imipra- 
mine treatment, there was a noticeable trend for this de- 
terioration to fall short of initial baseline values. Note- 
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worthy was the sustained improvement during the 
placebo period in the psychiatrist’s CPRS-2 ratings, the 
parents’ Hyperactivity List ratings, and the teachers’ 
TRS ratings on inattentiveness. The sustained improve- 
ment on the interference measure of the Stroop Color- 
Word Test was consistent with these observations. While 
the sustained improvement during the placebo period 
may represent the effect of time (independent of drug 
treatment), one must seriously consider the possibility 
that these effects may be related to the long-acting prop- 
erty of imipramine. 
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Chlormezanone in Anxiety: A Drug Rediscovered? 


BY KARL RICKELS, M.D., JORGE A. PEREIRA-OGAN, M.D., W. GEORGE CASE, M.D., IRMA CSANALOSI, M.D., 
MERRILL J. MIRMAN, D.O., JULIET E. NATHANSON, M.D., AND LAWRENCE C. PARISH, M.D. 


The efficacy of chlormezanone, an infrequently pre- 
scribed minor tranquilizer, was tested in a six-week 
double-blind trial involving 154 anxious outpatients. The 
results showed that chlormezanone (800 mg./day} was 
significantly more effective than placebo and was equal in 
effectiveness to chlordiazepoxide (40 mg./day). Chlor- 
mezanone produced significantly more sedation and 
more side effects, but no more attrition, than chlordiaz- 
epoxide. Further studies confirming these results could 
establish chlormezanone as a useful antianxiety agent. 


THE MUSCLE RELAXANT and minor tranquilizer chlor- 
mezanone was introduced as an antianxiety agent many 
years ago. But while a number of reports—-most of them 
uncontrolled—have appeared in the literature (1, 2), only 
two controlled studies of this agent are currently avail- 
able. These studies, both conducted by the same research 
group (3, 4), indicated that chlormezanone was signifi- 
cantly better than placebo but not quite as effective as 
meprobamate in the symptomatic treatment of anxiety 
and tension. As part of a program to reassess, on the 
basis of controlled research, the appropriate role of “old” 
minor tranquilizers in the treatment of neurotic anxiety, 
a large-scale study was conducted comparing chlormeza- 
none with placebo and with chlordiazepoxide, a ben- 
zodiazepine. 


METHOD 


Population 


This double-blind study was carried out with 154 anx- 
ious neurotic Outpatients treated in nonpsychiatric prac- 
tice. Eighty-four percent of the patients were white, 68 
percent married, 60 percent women, and 86 percent had 
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at least a high school education. The mean age of the 
sample was 38 years, and the majority of the patients re- 
ported an adequate occupational role (79 percent) and 
family life (69 percent) adjustment. More patients were 


-diagnosed as having a pure anxiety reaction (71 percent) 


than a mixed anxious-depressive reaction (29 percent), 
and some evidence of precipitating stress was present in 
slightly more than half (54 percent) of the patients. Sixty- 
eight percent of the patients had been ill longer than one 
year and 70 percent of the total sample was previously 
treated with such drugs as chlordiazepoxide (N = 23), 
diazepam (N = 19), meprobamate (N = 12), and several 
tricyclics or phenothiazines. Interestingly, 65 percent of 
these previously treated patients had only a fair or poor 
prior drug response. The chief complaints were nervous- 
ness, anxiety, tenseness, apprehension, frustration, in- 
somnia, annoyance, or irritation. 


Study Design 


A double-blind design was employed and medication 
was provided in a systematized random order, resulting 
in the administration of chlormezanone to 50 patients, 
chlordiazepoxide to $2, and placebo to 52. The study 
lasted from four to six weeks. The medications were dis- 
pensed in identical capsules, each capsule containing ei- 
ther 100 mg. of chlormezanone, 5 mg. of chlordiazepox- 
ide, or placebo. Patients were instructed to take two 
capsules four times daily (This amounts to 800 mg. per 
day of chlormezanone or 40 mg. per day of chlordiaze- 
poxide). At two weeks the actual average daily medica- 
tion intake was 6.2 capsules of chlormezanone, 6.9 of 
chlordiazepoxide, and 7.4 of placebo. Most patients gave 
side effects as their reason for deviating from the pre- 
scribed dosage; at two weeks this reason was cited by 15 
patients receiving chlormezanone, seven receiving 
chlordiazepoxide, but only three receiving placebo. 


Improvement Measures 


The improvement measures included: 1) a physician 
questionnaire (PQ) that was completed on each visit and 
on which a number of neurotic psychopathology items (5) 
as well as such information as dosage deviation, side ef- 
fects, blood pressure, pulse, and degree of global im- 
provement were recorded; 2) a patient symptom checklist 
(SCL), a 35-item version of a 64-item patient self-rating 
neurotic symptom distress scale, providing five factors as 
well as a clinical anxiety cluster (6); and 3) a disposition 
form that included both physician and patient endpoint 
ratings of drug efficacy. 
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TABLE } 
Clinical Improvement: Main Drug Effects (Adjusted Means }* 
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Treatment Regimen 





Pretreatment 
Improvement Criterion Scores Chlormezanone Chlordiazepoxide Placebo F Ratio Significance 
Physician Questionnaire 
(range: |-7)** N =42 N =44 N=41 (d.f. x 2,120) 
Emotional cluster 3.70 2.83 2.79 2.96 - 0.52 n.s. 
Somatic cluster 2.86 1.98 2.08 2.44 4.71 p< .025 
Factors 
Anxiety 5.18 3.70 3.82 4.04 1.19 n.s. 
Depressive mood 3.54 2.48 2.65 3.08 3.21 p<.05 
Hypochondriasis 2.31] 2.07 1.65 2.23 6.30 p<.005 
Insomnia 3.62 1.83 2.21 3,12 9.38 p<.005 
Patient Symptom Checklist 
(range: 1-4)*** N= 42 N=40 N=31 (d.f. = 2,106) 
Anxiety cluster 1.92 1.55 1.60 1.81 4.69 p< .025 
Factors 
Somatization 1.83 1.60 1.57 1.80 4.17 p< .025 
Anxiety 2.08 1.60 1.69 1.81 2.24 p<.20 


* A lower score indicates greater improvement. 
** These scores were obtained at two weeks. 
These scores were obtained at four weeks. 


RESULTS 


Attrition and Side Effects 


Significantly more patients receiving placebo (42 per- 
cent) dropped out than those receiving chlormezanone 
(20 percent) or chlordiazepoxide (21 percent) (p < .05). 
Chiormezanone patients reported significantly more se- 
dation (48 percent) than either chlordiazepoxide (28 per- 
cent) (p < .10) or placebo (16 percent) (p < .01) patients. 
Similarly, when the total number of side effects was con- 
sidered, a higher incidence was observed for chlormeza- 
none (56 percent) than for either chlordiazepoxide (46 
percent) or placebo (21 percent) (p < .01). 


Clinical Improvement 


Multivariate analyses of covariance were conducted at 
two and four weeks for the ten PQ items that make up 
the emotional and somatic cluster (5). These analyses 
yielded a significant multivariate treatment effect at two 
weeks (p < .004) and at four weeks (p < .02), a finding 
which indicated that, while both active drugs did not dif- 
fer from each other, both produced significantly more im- 
provement than placebo. These results allowed us to pro- 
ceed with the application of univariate analyses of 
covariance to our data. Some of the obtained results are 
presented in table 1. Significant differences in favor of the 
two active drugs were observed in the PQ somatic cluster 
and in three of the ten PQ items: depressive mood, hypo- 
chondriasis, and insomnia. These effects are present at 
two weeks as well as at the six-week treatment endpoint. 

Results obtained at four weeks with SCL data closely 
parallel the PQ findings. Significant differences in favor 
of both active drugs occurred in the SCL somatization 
factor and in the anxiety cluster, which includes items 
measuring both somatic and emotional aspects of anx- 


iety. Only borderline significance, however, was observed 
in the SCL anxiety factor, measuring primarily emo- 
tional aspects of anxiety. Finally, global improvement 
ratings given by both patient and physician at end of 
treatment indicated significantly more improvement for 
both drugs than for placebo (p < .02). For example, 74 
percent of the chlormezanone patients and 63 percent of 
the chlordiazepoxide patients, as compared to only 42 
percent of those on placebo, reported moderate to very 
much improvement. 


Predictors of Improvement with Chlormezanone and 
Chlordiazepoxide 


In an attempt to differentiate between chlormezanone 
and chlordiazepoxide responders, we conducted a step- 
search multiple regression analysis (N = 80) (7) using the 
four-week change score of the SCL anxiety cluster as the 
outcome criterion. As regressors we chose several de- 
mographic, attitudinal, and illness-related variables as 
well as the five SCL factor pre-scores. The interaction of 
each of these regressors with treatment was also scruti- 
nized. 

The step-search procedure yielded a highly significant 
(p < .001) multiple R of .75, which accounted for 56 per- 
cent of the predicted variance. No significant drug differ- 
ences or significant interactions between drugs and re- 
gressors were observed. Good response to both 
chlormezanone and chlordiazepoxide, however, was pre- 
dicted for patients diagnosed as being mixed anxious-de- 
pressed rather than anxious (p < .01), and also for 
patients who had had an adequate occupational role ad- 
justment (p < .01), who had reported a precipitating 
stress (p < .001), and who had failed to see their prob- 
lems as emotional rather than somatic in nature , 
(p < .005). In addition, more improvement was predicted 
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FIGURE | 
Clinical Improvement Over Time {Repeated Measurement Design} 


Hypochondriasis* 





2.0 Chlormezanone 2.0 
(N = 40) 
— — — — Chiordiazepoxide 
eee Placebo (N = 28) 


CHANGE SCORES 


Pretreatment 2 4 
WEEKS 





*p < .001 (linear); p < .24 (quadratic) 
**p < .14 (linear); p < .003 (quadratic) 


for patients with higher pretreatment scores in the SCL 
anxiety (p < .001) and obsessive-compulsive (p < .05) 
factors, but lower pretreatment scores in the inter- 
personal sensitivity (p < .05) factor. 


DISCUSSION 


This four-to-six-week controlled clinical trial suggests 
that 800 mg. of chlormezanone each day may represent 
an effective antianxiety treatment. In this study, it could 
not be significantly differentiated in its effects from 40 
mg. of chlordiazepoxide per day but, like chlordiazepox- 
ide, produced significantly more improvement than pla- 
cebo. The fact that significant treatment differences oc- 
curred as early as two weeks after the beginning of treat- 
ment is certainly worth noting. Interestingly, in both our 
PQ and our SCL data, the largest treatment differences 
occurred in measures related to somatic symptomatol- 
ogy. The few observed differences between chlormeza- 
none and chlordiazepoxide were insignificant. Chlormez- 
anone seemed to produce more improvement than 
chlordiazepoxide in depressive mood and insomnia but 
less improvement in hypochondriasis. A repeated mea- 
surement analysis confirmed these results; the findings 
for hypochondriasis and insomnia are given in figure 1. 

The main difference between the drugs was observed in 
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Insomnia** 





Pretreatment 2 4 
WEEKS 


the incidence of side effects. Chlormezanone was asso- 
ciated with significantly more sedation, a larger total 
number of side effects, and a greater deviation from pre- 
scribed dosage than either chlordiazepoxide or placebo. 

Finally, the results obtained in our regression analysis 
certainly appear to be clinically relevant. Adequate occu- 
pational role adjustment, evidence of precipitating stress, 
and a low level of interpersonal problems may well be 
considered as good prognostic indicators for improve- 
ment in general. Also, the results obtained with the SCL 
anxiety and obsessive-compulsive factors probably re- 
flect the tendency of patients who are initially higher in 
their target symptomatology—anxiety in this study—to 
improve more with active agents than less symptomatic 
patients. 

We did not anticipate these findings. Differences be- 
tween chlordiazepoxide and placebo were expected, but 
not between placebo and chlormezanone, an agent that 
has been on the market for over 15 years, but that has 
been prescribed only infrequently. If further studies 
should confirm these results, one would have to consider 
chlormezanone a real “sleeper” that has finally found its 
place as one of several treatment choices in neurotic anx- 
iety. This would be all the more important since not 
many clinically effective but chemically different antianx- 
iety agents are currently available and those that are 
available frequently lose their effectiveness over time and 
have to be replaced by other agents. ` 
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High-Dose Cyclazocine Therapy of Opiate Dependence 


BY RICHARD RESNICK, M.D.. MAX FINK, M.D., AND ALFRED M. FREEDMAN, M.D. 


Twenty-three former heroin addicts who had been stabi- 
lized on 4 to 5 mg. of cyclazocine per day had their dos- 
age increased to 10 to 30 mg. per day. These increases re- 
sulted in mild, transient side effects. The narcotic- 
blocking activity of cyclazocine was extended to 48 hours 
by a daily dose of 10 mg. and to 72 hours by 20 mg. A 
daily dose of 30 mg. increased its blocking activity at 48 
hours but not at 72 hours. 


THE EFFECTIVE CHEMOTHERAPY of opiate dependence re- 
quires that the pharmacologic agent be acceptable to 
patients and that it provide protection against the eu- 
phoric effects of opioids for the period between doses. 


Revised version of a paper read at the 126th annual meeting of the 
American Psychiatric Association, Honolulu, Hawai, May 7-11, 1973. 
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Cyclazocine is the narcotic antagonist that has received 
the most study (1, 2). In a recent series, 50 percent of 
patients who had been selected on the basis of their pref- 
erence for cyclazocine over methadone maintenance con- 
tinued in treatment and remained free of addiction (2). A 
maintenance dose of 4 to 5 mg. per day provided effective 
narcotic antagonism for 24 hours. 

Following a report that naloxone antagonized the ago- 
nistic features of cyclazocine (3), we were able to rapidly 
induct patients to 4 mg. per day of cyclazocine in four 
days, using oral doses of naloxone to reduce the agonistic 
effects of the cyclazocine (2). In other studies, the dura- 
tion of effective antagonism of naloxone was extended by 
imcreasing single oral doses from 200 mg. to 2400 
mg. (4, 5). Based on these experiences, we undertook this 
study to assess.the clinical effects of higher daily doses of 
cyclazocine, their effects on the duration of narcotic 
blocking activity, and their acceptability to patients. 


METHOD 

All of the subjects were volunteers. Most of them had 
previously been stabilized on low-dose cyclazocine (4 or 5 
mg. per day).' Our clinic procedure provides that most 


'The patients, methods of selection, and facilities are the same as those, 
described in an earlier report (2). 
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subjects take some medication home for self-administra- 
tion. For this reason it was necessary to enlist the 
patients’ cooperation for the increased dosage. None of 
the patients was pleased with the suggested increase; 
many were anxious about it and asked why it was neces- 
sary, what the effects would be, and how it would benefit 
them. Some patients refused to participate, stating they 
were “doing okay” on their present dose. Fifteen subjects 
agreed to participate when they were reassured that a 
lower dose would be resumed, on their request, if they ex- 
perienced unpleasant effects. Eight additional subjects 
were inducted on cyclazocine without prior expectations 
of the usual daily maintenance dose and without anxiety 
or objection when they were informed at the outset that 
our procedure would enable them to be discharged from 
the hospital at 4 mg. per day and that their dose would be 
increased to higher maintenance levels when they were in 
outpatient status. 

The dosage was increased by increments of 0.5 mg. ev- 
ery three days. The doses that were self-administered at 
home were measured in the clinic and dispensed in indi- 
vidual bottles for each day. This represented a change in 
procedure; formerly the medication had been dispensed 
in bulk and each dose was measured by the patient at 
home. When a maintenance dose of 10 mg. per day was 
attained, the medication was again dispensed for self- 
measurement and self-administration at home. 

Subjects taking 10 mg. of cyclazocine per day received 
a test dose of heroin 48 hours after taking a supervised 
dose of 10 mg. of cyclazocine at the clinic; the next day 
they received a placebo dose. (In half the subjects, the 
placebo dose was omitted because they were working 
during clinic hours and were considered reliable enough 
to adhere to the instruction to omit that day’s dose.) On 
the third day, 25 mg. of heroin was given intravenously. 
This approximates the average amount of the opiate con- 
tained in $25 worth of heroin obtained in the streets. In 
other studies, when this amount of heroin was given to 
unprotected, detoxified former addicts, they rated the 
dollar value at $10 to $25 (mean=$16). One subject re- 
ceived 50 mg. of heroin after 48 hours, and two subjects, 
who were completely blocked to 25 mg. of heroin after 48 
hours, received an additional heroin challenge after 60 
hours. Three subjects who were stabilized on 10 mg. per 
day agreed to further increases in their dose, with a rate 
of increase of | mg. per week to 16 mg. per day and then 
2 mg. per week to a daily maintenance dose of 20 mg. At 
this latter dose, 25-mg. heroin challenges were given after 
72 hours and were followed by further increases to 30 mg. 
of cyclazocine per day. At this latter level, additional her- 
oin challenges were given after 48 and 72 hours. Eval- 
uation of heroin challenges was based on a 14-item modi- 
fication of the Addiction Research Center’s acute opiate 
effect inventory. 


RESULTS 


The 23 subjects whose dosage was increased to 10 mg. 
* per day reported systemic effects of fatigue, lethargy, diz- 
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ziness, and feeling “high.” The mood change was re- 
ported as similar to that produced by alcohol. These ef- 
fects were transient in 80 percent of the subjects, who 
rated them as mild to moderate in intensity. The effects 
were easily tolerated and did not interfere with daily 
functioning. They diminished over a two-week period af- 
ter the maintenance dose was stabilized at 10 mg. per day 
and for most subjects totally subsided during this period. 

Five patients, when at the level of 8 to 9 mg. per day, 
complained of more severe subjective discomfort. Their 
daily dose was then maintained without increase for ten 
to 14 days, at which time these untoward effects subsided, 
and their dose was again increased to 10 mg. per day. 

Before the 48-hour heroin challenges, half of the sub- 
jects reported symptoms beginning 36 to 40 hours after 
the last dose of cyclazocine. These included yawning and 
feeling of “shocks” while drinking cold liquids. Two sub- 
jects had had difficulty falling asleep the night before. 
Half of the subjects experienced no side effects during 
this 48-hour period of abstinence. 

We found that after this period of abstinence and her- 
oin challenges, some subjects again experienced a light- 
headed, dizzy feeling after taking their first full dose of 
cyclazocine. This could have been averted by giving them 
one-half their maintenance dose the day before they be- 
gan receiving their usual daily dosage. 

Nineteen subjects received heroin challenges after 48 
hours. During the challenge, 25 mg. of heroin was admin- 
istered intravenously in 30 seconds. No subject became 
euphoric or high. Nine of the 19 subjects experienced no 
effects at all and placed a zero-dollar value on the shot. 
Eight subjects had a transient effect consisting of a 
“taste”? in the mouth or a “sensation” in the stomach 
that subsided in 15 to 60 seconds; these eight rated the 
value of the heroin at less than $6. One subject experi- 
enced a gradual feeling of relaxation that subsided after 
five minutes. He described this feeling as that produced 
by heroin worth $5 to $6 on the street, but of shorter dur- 
ation and without any “rush.” 

The subject who received a challenge of 50 mg. of her- 
oin became high and was totally unprotected, with the ef- 
fect lasting about one hour. . 

One subject reported that while he was on a dose of 10 
mg. per day he experienced no effects from the self-ad- 
ministered street heroin (two $3 bags) that he took after 
missing one dose of cyclazocine. 

Two subjects who were blocked to 25 mg. of heroin af- 
ter 48 hours were again challenged one week later, 60 
hours after receiving 10 mg. of cyclazocine. Both subjects 
were insufficiently protected at this time. 

The subjects who received doses higher than 10 mg. per 
day experienced side effects similar to those of the earlier 
increases: transient feelings of lethargy or dizziness with 
each increment, for which tolerance gradually developed. 
There appeared to be a diminution of the intensity of - 
these effects with each increment at the higher dosages 
so that we were able to double the induction rate from | 
mg. per week to 2 mg. per week without increasing 
toxicity. Increments of | mg. per week during induction, 
from 20 mg. per day to 30 mg. per day, were easily 


~ 


tolerated with virtually no secondary effects. 

At the dose of 20 mg. per day similar withdrawal ef- 
fects appeared during the 72-hour period of abstinence. 
In addition to the “shocks,” one subject felt irritable, and 
two had nightmares. These effects were easily tolerated 
but were of greater intensity than those felt during the 
previous 48-hour abstinence from 10 mg. of cyclazocine. 

At the dose of 30 mg. per day two subjects experienced 
no effects during the 72-hour abstinence from cy- 
clazocine. The third subject stated that he felt “much 
less” than during the same withdrawal period from the 
20-mg.-per-day dose. 

When tested with 25 mg. of heroin 72 hours after re- 
ceiving 20 mg. of cyclazocine, one subject had a “taste” 
in his throat and one subject a “sensation” in his stom- 
ach. Both effects subsided within 60 seconds and were not 
associated with a change of mood. One subject experi- 
enced a transient feeling in his stomach that traveled to 
his throat and then to his head; he rated this effect as 
equivalent to that produced by $5 worth of street heroin 
taken when clean; it subsided within five minutes. 

At the dose of 30 mg. per day, 25 mg. of intravenously 
administered heroin given at 48 hours resulted in a com- 
plete blockade to all subjective opiate effects. In addi- 
tion, there was no change in the size of the subjects’ 
pupils. Pupillary miosis is a very sensitive indicator of 
opiate effects and may be present following the acute ad- 
ministration of heroin even when subjective effects are 
absent (6). 

The effects of 25 mg. of heroin given 72 hours after 30 
mg. of cyclazocine did not differ from those resulting 
from administration of 20 mg. of cyclazocine. The effec- 
tive clinical blockade to heroin was not increased by this 
further increase in daily dose. 

Follow-up laboratory data were available for com- 
parison with pre-cyclazocine values in 13 patients on high 
dosage. Changes in test results for fasting blood sugar, 
blood urea nitrogen, uric acid, and white blood cells were 
unremarkable. Liver chemistries varied in both direc- 
tions, related probably to the patient’s underlying chronic 
hepatic disease. Five of the 13 patients showed a drop in 
hematocrit ranging from two to five percent in four sub- 
jects to 12 percent in one subject. 


DISCUSSION 


In the initial trials of cyclazocine, doses were increased 
rapidly; the reports noted the subjects’ dysphoria, which 
led to the general belief that cyclazocine has an unaccept- 
ably high degree of secondary agonistic effects (7-9). 
This belief has limited the acceptance of cyclazocine as a 
viable treatment for opiate dependence, despite the re- 
port that 13.2 mg. per 70 kg. of cyclazocine was safe and 
well tolerated (10). We have found the agonistic proper- 
ties to be of relatively minor significance and to influence 
the course of treatment to the same degree as the second- 
ary effects produced by other commonly prescribed med- 
ications, such as imiprimine or amitriptyline. The differ- 
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ence between our recent experiences and those reported 
initially may be related to staff confidence in the safety 
and value of the medication, which minimized patient 
anxiety; the selection of patients who expressed a prefer- 
ence for this treatment and who were made aware of the 
possible side effects before their appearance; the avail- 
ability of naloxone, which relieves or eliminates agonistic 
effects during the induction period; and the development 
of tolerance to agonistic effects without tolerance to an- 
tagonistic properties. Tolerance to secondary effects pro- 
vided the basis for us to quadruple the standard main- 
tenance dose. 

At the higher maintenance levels the duration of nar- 
cotic blocking activity has been increased to 72 hours. 
Such an extension of antagonism has both clinical and 
theoretical importance. Patients who by design or cir- 
cumstance miss taking one day’s dose continue to receive 
protection against readdiction for at least 48 hours when 
maintained at the 10-mg.-per-day level and for up to 72 
hours at the 20- to 30-mg.-per-day level. The extent to 
which this may influence the overall clinical course of a 
larger sample of patients remains to be determined, but 
common sense and clinical observation suggest that it is 
advantageous (11). It also provides a basis for testing cy- 
clazocine on a three-times-a-week schedule. 
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The Quality of Treatment for Drug Abuse 


BY FREDERICK B. GLASER, M.D., FREDA ADLER, PH.D., ARTHUR D. MOFFETT, M.S.W., 


AND JOHN C. BALL, PH.D. 


In this preliminary study, less than one-third of the treaj- 
ment programs for drug abusers and narcotic addicts in 
Pennsylvania were rated as satisfactory. Therapeutic 
community programs were rated significantly higher 
than other programs. The authors cite the importance of 
identifying specific factors that may be related to high- 
quality programs as a step toward improving the quality 
of the overall treatment effort. 


WHAT IS THE QUALITY of treatment currently being pro- 
vided by programs which deal with the drug abuser and 
the narcotic addict? This question is of more than aca- 
demic interest. There have been frequent assertions that 
the treatment of such individuals is a hopeless matter, 
that the current generation of drug abusers and addicts 
should be written off, and that all available resources 
should be shifted to prevention or law enforcement. Polit- 
ically, there seems to be more emphasis upon quantity 
(numbers of patients in treatment and numbers of pro- 
grams) than upon quality. Important policy decisions 
may therefore hinge upon our understanding of the qual- 
ity of treatment. 

Preliminary data for the Commonwealth of Pennsyl- 
vania bearing on the quality of treatment in this field are 
now available. The data were gathered during a survey 
designed primarily to identify and delineate all drug 
abuse programs within the commonwealth in preparation 
for the construction of a statewide treatment system (1). 
While the assessment of program quality was a subsidi- 
ary part of the survey and the methodology employed 
was not highly refined, the data do represent an initial as- 
sessment of an entire state effort comprising 77 programs 
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and 5,578 patients being served in ten different treatment 
modalities. The purpose of this paper is to present the 
data and draw conclusions from it for possible future ac- 
tion. 


METHOD 


All programs in the Commonwealth of Pennsylvania 
that were designed to deal principally with drug abusers 
and narcotic addicts and that were treating ten or more 
patients at the time of the survey were identified. More 
general programs (i.e., community mental health centers 
and other psychiatric treatment facilities) that included 
several such patients but were not primarily concerned 
with them were not included in the survey. Programs 
meeting the criteria were visited by two or more members 
of a four-person professional team between May 1971 
and May 1972. The team included a psychiatrist, a crimi- 
nologist, a social worker, and an epidemiologist who 
were experienced in the treatment of drug abuse. Fifty- 
seven percent of the programs were visited by two team 
members, 18 percent by three, and 25 percent by all four. 

Each facility completed a detailed questionnaire con- 
cerning many aspects of the program, such as the number 
and characteristics of the patients and the staff, the na- 
ture and quality of financial support, and so forth. One 
and one-half to two hours were required to complete this 
portion of the interview. A tour was then made of the fa- 
cility, and patients were interviewed when possible. On 
this basis, each team member formed an impression of 
the quality of treatment being provided. A global rating 
on a scale from A through F was arrived at independently 
by each team member and was recorded on a site visit 
rating sheet completed immediately after the visit. The 
cooperation of the program vis-a-vis the site visitors was 
scored in the same manner. 

It is important to stress that these ratings were both 
global and impressionistic. No specific criteria were 
overtly constructed, shared, and used by the raters. Anal- 
ysis of the resulting data was not begun until after all the 
programs had been visited, so that trends in the data 
could not be noted by the raters. Seventy-six of the 77 
programs were given ratings; one program was not in ses- 
sion, and it was felt that a rating would not be mean- 
ingful. 


TABLE |! 
Consensus Ratings of 76 Treatment Programs 


Rating Number Percent 
A 0 0.0 
B+ 5 6.6 
B 13 17.1 
B- 4 5.3 
C4 1] 14,5 
Cc 15 19.7 
C- 4 5:3 
D and below 24 31.5 
TABLE 2 


Percent of Programs Rated Above C + in a Given Modality 


Modality Percent 
Nonresidential therapeutic community 62.5 
Residential therapeutic community 46.2 
Religious therapeutic community 42.9 
Methadone maintenance 25.0 
Individual counseling 33 
Group therapy 1.7 

~ Other* 28.6 


* Includes all modalities containing fewer than five programs. 


RESULTS 


Analysis of the data revealed that despite the lack of 
overtly shared criteria, the four raters were remarkably 
consistent with each other. There were individual differ- 
ences, but they were small. Ratings on the cooperation of 
the programs were uniformly high, with 85 percent of the 
ratings at the top of the scale (A). Thus the program rat- 
ings were not negatively influenced by unfriendly recep- 
tions of the site visiting team. Because of the high degree 
of consistency of the ratings a consensus rating is mean- 
ingful and will be used hereafter. ' 

Consensus ratings of the 76 rated programs appear in 
table 1. Grades such as C+ and B- are mathematical and 
do not reflect actual ratings; the site visitors were per- 
mitted to give only whole-letter grades. The average of all 
grades given was C. Only 29 percent of the programs 
were rated above C+. According to the census data gath- 
ered in the major part of the survey, the programs that 
were rated above C+ served only 22.8 percent of the en- 
tire population receiving treatment at the time of the 
study. 

The percentage of programs within a given modality 
that were rated above C+ appears in table 2. The cate- 


‘Statistical analysis using Kendall’s tau with a correction factor for ties 
indicated that, for each of the six possible pairings of the four raters, 
the agreement achieved was significant beyond the .OO1 level. 
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TABLE 3 
Comparative Ratings of Therapeutic Community and Other Programs* 


Number Number 
of programs of programs 
Modality rated above C+ rated below C+ 
Therapeutic community programs 15 13 
All other programs 7 4! 


$a? = 13.1, p< 001. 


gory “Other” includes all modalities containing fewer 
than five programs, namely, detoxification programs, 
multimodality programs, “rap” houses, and social action 
programs. The modalities with the highest percentage of 
ratings above C+ were all variants of the therapeutic 
community concept, i.e., residential, nonresidential, and 
religious therapeutic communities. These programs ac- 
counted for 68.2 percent of all ratings above C+. For the 
purposes of this study a therapeutic community program 
was defined as one in which the social structure of the 
program itself was deliberately used as the primary ther- 
apeutic tool, although other tools (e.g., encounter groups, 
occupational therapy) might also be used. Such programs 
have been more fully described elsewhere (2-5). Table 3 
shows that when the ratings for all programs using the 
therapeutic community concept were combined and com- 
pared with those for all other programs, they received 
ratings above C+ with a frequency that is significant 
beyond the .001 level. 


DISCUSSION 


Because of the limited sophistication of this method- 
ology, these data should be viewed as more interesting 
than definitive. Nevertheless, they do represent indepen- 
dent ratings by a team of experienced professionals who 
personally visited every program in the state, and they 
therefore are of at least preliminary value. A variety of 
conclusions of possible importance for the future may be 
drawn from the data. 

Assuming that the results are fairly realistic and that a 
more definitive study might not provide startlingly differ- 
ent findings, one must conclude that, currently, the quali- 
ty of treatment for drug abuse and narcotic addiction in 
Pennsylvania (and perhaps elsewhere, to the extent that 
these data are generalizable) is manifestly unacceptable. 
Fewer than one-third of the programs are of “good” 
quality, and fewer than one-fourth of the patients being 
treated are in these “good” programs. To attempt to con- 
struct a treatment system making use of components of 
such limited quality without actively attempting to im- 
prove them would be unwise. 

Therefore strenuous efforts to improve existing pro- 
grams are indicated, at least in Pennsylvania. This might, 
be done by first developing, with the assistance of the pro- 
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gram personnel, a set of minimum standards for each of 
the modalities. Then an effective support and consultative 
team would have to be developed and made available to 
all programs in the state to assist them in achieving at 
least minimum standards of quality, The scarcity of com- 
petent and experienced persons who might make up such 
consultative teams is perhaps the greatest obstacle to 
such a plan. It indicates an urgent need for the systematic 
training of persons skilled in the programmatic treatment 
of narcotic addiction and drug abuse. 

Until the time that such an effort to improve the over- 
all quality of treatment can be mounted, it seems pre- 
mature to engage in widespread and costly outcome stud- 
ies. If programs are generally of inadequate quality, as 
these results suggest, then the outcome studies will be 
predictably negative. In addition, they will not constitute 
a fair trial of what treatment at its best can accomplish, 
for this study indicates that treatment, at least in the 
sense of treatment of acceptable quality, may not yet 
have been tried. It therefore becomes difficult to share, on 
empirical grounds, the profound therapeutic pessimism 
that would dictate a total subservience of treatment to 
prevention or law enforcement. The data also suggest 
that while an emphasis upon quantity over quality may 
be politically attractive in the short run, the poor quality 
of treatment which already seems to have resulted from 
this policy may be disastrous in the long run. The tax- 
conscious public will not tolerate yet another large and 
expensive failure. 

Several interesting hypotheses can be generated with 
respect to the preeminence of therapeutic communities in 
these ratings. The hypotheses involve the assumption 


that, because of the consistency of the ratings, some cri-. 


terla must have been operating, even though they were 
not made explicit at the time and could not even be iden- 
tified retrospectively by the members of the team. What 
factors might explain the high ratings achieved by the 
therapeutic community programs? 

1. Observer bias. While this factor cannot be ruled 


out, there is no prima facie reason for supposing that it 


explains the results. Four experienced professionals with 


different backgrounds independently rated the programs. . 


Bias in the usual sense would mean a tendency to favor 
factors in the ratings that were not highly correlated with 
good outcome. A definitive statement on bias (and on the 
general validity of these ratings) must therefore await 
comparative outcome studies. - 

2. [deological intensity. Although there were some dif- 
ferences in the ideology of the various therapeutic com- 
munity programs, particularly between those with reli- 
gious and secular bases, the intensity of the ideology was 
very great in all such programs. This provided a common 
framework within which both staff and patients oriented 
their behavior. One result was a much higher degree of 
consistency of action within these programs. Other pro- 
grams with less explicit ideological bases frequently en- 
gaged in conflicting and inconsistent actions. Patients 
and staff working within the strong, shared-belief system 
ef therapeutic community programs seemed to have a 
sense Of assurance about what they were doing, while 
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those who did not avail themselves of such a system often 
appeared confused, ambivalent, and at odds with each 
other. It remains to be seen whether such assurance is jus- 
tified in terms of outcome, but its impact upon behavior 
is likely to be considerable (6, 7). 

3. Total quantity of therapeutic effort. It appears, at 
least on an impressionistic basis, that the therapeutic 
community programs made a greater total effort with the 
individual patient than did the other programs. For ex- 
ample, individual and group therapy programs often con- 
sisted of a single session per week. While methadone 
maintenance programs require frequent attendance, the 
total amount of time spent per patient per week may be 
startlingly little (8). If drug abuse and narcotic addiction 
are chronic, severe problems, it is reasonable to expect 
that they will require a considerable effort to reverse. 

4. Staff-patient ratio. Data from the major part of the 
survey indicate more staff members per patient in the 
therapeutic community modalities than in other modali- 
ties. Thus the three therapeutic community modalities 
had one full-time staff member for every one to four 
patients, whereas, for example, the methadone programs 
had one such staff member for every 11 patients. 

5. Management of the program. One might argue that 
the well-managed program is the effective program. Con- 
versely, as the director of a large urban drug treatment 
system recently said, “Good clinical care could not sur- 
vive without good management” (9). One measure that 
may be pertinent to this is the number of nontreatment 
(i.e., ““management’’) staff per patient. By this measure as 
well the therapeutic community programs led the. other 
programs, with one such person for every seven patients 
as compared with one for every 14 patients in all other 
programs. A subsequent and more thorough manage- 
ment audit of three programs included in this study (10) 
has provided the necessary analytic framework for a 
statewide management audit system, now in the process 
of development. 

6. Staffing pattern. Therapeutic community programs 
unmistakably made more significant use of the non- 
professional, particularly the former drug user or ex-ad- 
dict. Therapeutic community programs had one such 
staff member for every ten patients, while other programs 
had one for every 71 patients. If these ratings are valid it 
might indicate that, either conceptually or from the view- 
point of therapeutic efficacy, the significant involvement 
of nonprofessionals produces superior results. 

7. Program size. If the mean number of patients for 
each of the seven modalities listed in table 2 is calculated 
and the modalities are then rank-ordered according to 
program size, therapeutic community modalities rank 
fourth, sixth, and seventh (last); they tend to be the 
smaller programs. The therapeutic community programs 
had a mean of 36.7 patients, compared with a mean of 
88.5 patients for all the other programs. If the ten largest 
programs in the state are considered, only two of them 
were rated as being of good quality. Thus small program 
size and good quality may be related. 

Exhaustive sifting and winnowing of the major survey 
data might uncover yet other factors that could be highly 


correlated with positive outcome. But what these particu- 
lar high ratings are due to, or even whether they are justi- 
fied, is not nearly so important as the general issue that 
they raise. 

‘The issue is: Are there specific program factors that 
are significantly correlated with a high quality of treat- 
ment in this field? Do these factors lie in the ideological 
intensity of the program, the total quantity of therapeutic 
effort, the staff-patient ratio, the efficient management of 
the program, the staffing pattern, the program size, or a 
combination of these or other factors, as yet unidentified? 
The consistency of these preliminary ratings indicates 
that such factors may exist. The limitation of high ratings 
to a small number of programs, and chiefly to programs 
of a certain type, indicates that such factors may not be 
widespread. If factors correlated with high quality of 
treatment could be identified with precision, it might be 
possible to incorporate them within other programs. The 
entire treatment system would benefit from such an ef- 
fort. That effort would of course go well beyond the pre- 
liminary and tentative study reported here. But perhaps 
the presentation of these results will leave less room for 
doubt that such an effort is strongly indicated and that it 
may prove to be worthwhile. 
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Community Psychiatry at UCLA: A Decade of Training 


BY MARVIN KARNO, M.D., JOHN G. KENNEDY, PH.D., AND SANDRA LIPSCHULTZ 


The community psychiatry training program at the Uni- 
versity of California, Los Angeles {UCLA ). a two-year 
postresidency program leading to a Master of Social Psy- 
chiatry degree, has been in existence for more than ten 
years. The authors describe the development of the cur- 
riculum and other aspects of the program and give results 
ofa questionnaire returned by 41 of the 44 graduates of 
the program describing its effect on their careers. 


IN THE LATE 1950s, CALIFORNIA moved ahead to imple- 
ment many of the notions of community mental health 
that had been developing rapidly since World War II. 
From their inception, the local programs were vigorously 
encouraged by the California Department of Mental Hy- 


giene, whose director from 1949 to 1953, Frank Tallman, 
M.D., became Professor of Psychiatry in the then-new 
University of California, Los Angeles (UCLA), Depart- 
ment of Psychiatry after stepping down as director of the 
state program. 

In 1957 the California legislature passed the Short- 
Doyle Act for Community Mental Health Services, a law 
that enabled state funds to be matched with county (and 
Originally city) funds to provide locally administered 
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TABLE |} 
Results of the Questionnaire Survey of Program Graduates 


Teaching Time Consultation Time Administration Time 
Respondent Last Year Per Month Per Month Per Month Percent of Patients 
Number in Program (in Hours) (in Hours) (in Hours) from Minority Groups 
i 1961 — _ ~— 98 
2 1964 10 3 92 70 
3 1965 8 3 150 20 
4 1965 60 0 100 10 
5 1965 30 4 60 0 
6 1965 15 _ m — 
7 1966 0 2 29 50 
8 1966 4 0 220 40 
9 1966 16 4 0 15 
10 1967 — 60 — — 
1] 1967 24 6 60 40 
12 1967 0 18 - 0 
13 1968 40 40 120 60 
14 1969 = ~ — — 
15 1969 0 ~— == 60 
16 1969 8 0 80 40 
17 1969 35 — 16 — 
18 1970 i 2 8 5 
19 1970 10 100 100 25 
20 1970 40 18 28 75 
21 1970 8 0 0 10 
22 1970 52 15 0 10 
23 1971 30 50 25 90 
24 1971 15 18 10 5 
25 1971 72 40 80 10 
26 1971 1] 45 45 0 
27 1971 8 4 0 30 
28 197] 3 4 5 5 
29 1971 20 40 40 85 
30 197] 50 6 0 50 
31 197] 10 0 80 5 
32 1971 9 9 9 5 
33 1971 20 15 180 50 
34 1971 20 0 0 25 
35 1972 10 0 170 5 
36 1972 5 5 0 10 
37 1972 40 6 25 0 
38 1972 20 12 10 20 
39 . 1972 20 8 80 75 
40 1972 9 12 0 30 
4] 1972 2 0 0 25 
Averages 19 13 48 31.3 





community mental health services to largely replace the 
basically inpatient care programs of an expanding state 
hospital system. 

By 1958 Prof. Tallman had become concerned with the 
growing discrepancies within the fledgling community 
mental health movement-—i.e., between the exciting pro- 
gram ideas on the one hand and the paucity of profes- 
sional manpower educated to implement such ideas on 
the other. He envisioned a postresidency training and 
education program for psychiatrists that would be both 
experiential and academic and that would integrate social 
science and public health disciplines within the same pro- 
„gram. 

Such a two-year training program, which received sup- 
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port from the National Institute of Mental Health, began 
on July 1, 1962, with the admission of three Fellows. As 
of 1972 the level of funding had risen as a reflection of the 
growing demand and provided stipends and teaching sup- 
port for 12 Fellows-in-training, six at each level of the 
two-year program. 


EARLY GOALS AND DEVELOPMENT OF THE 
CURRICULUM 


The original goal was to produce psychiatrists with ad- 
vanced and intensive training in public health who could 
assume positions of infiuence with regard to the future di- 


y~ 


rections of public psychiatry. The original curriculum, 
which awarded the Master of Public Health (M.P.H.) de- 
gree, commenced with an academic first vear of three 
concurrent seminars. The Theory and Practice of Social 
Psychiatry offered a wide-ranging review of sociological 
and anthropological approaches to suicide, drug addic- 


tion, alcoholism, juvenile delinquency, racism, and other | 


major social problems. Research Methods in Social Psy- 
chiatry was an extensive introduction to social science re- 
search methods in psychiatry, ranging from “‘softer’’ eth- 
nographic participant-observer techniques to “harder” 
quantitative approaches. Explorations in Social Psychia- 
try consisted of evening presentations in an informal set- 
ting by guest speakers with diverse roles in community 
life. These small gatherings helped cement the small 
group solidarity of the staff and Fellows. In the second 
year Fellows carried out original research or demonstra- 
tion projects and completed their required courses. 


THE M.S.P. DEGREE 


After the first several years of the program, the value 
of a special academic degree in social psychiatry (in place 
of the M.P.H.) became apparent. Other well-known pro- 
grams tended to more strongly emphasize the techniques 
and practices (viz., consultative, organizational, adminis- 
trative, and educational) of community mental health ac- 
tivities. The UCLA program was intended to produce 
teachers and investigators, as well as sophisticated prac- 
titioners in social and community psychiatry. The UCLA 
program’s academic emphasis was markedly inter- 
disciplinary in the social sciences, with a particular focus 
on sociology and anthropology. The curriculum was thus 
not accurately represented by a public health degree, with 
its (at least then) more sharply defined pragmatic tradi- 
tions and operations. 

The Master of Social Psychiatry (M.S.P.) degree was 
first awarded in 1968. Since 1966 all Fellows in the 
UCLA Social and Community Psychiatry Program have 
enrolled as graduate students in the university as can- 
didates for the degree. 

From the beginning, the training program has wel- 
comed the participation of graduate and postdoctoral 
students from a variety of departments and schools in its 
seminars and classes. From 1968 through the fall of 1972, 
there were 134 student enrollments in various offerings in 
the program. They represented students from the schools 
of law, nursing, management, and public health and the 
departments of psychology, English, education, history, 
urban planning, and even theater arts, zoology, and bio- 
chemistry. 


EVALUATION OF THE PROGRAM 


In order to evaluate the program’s first decade, a brief 
questionnaire was sent to the 44 former Fellows, asking 
for basic information concerning their training experi- 
ence, their estimate of its influence on their careers, and 
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their present work.’ 


Of 44 former Fellows who were sent the questionnaire, 
35 sent complete and 6 sent partial replies. Almost one- 
third (31.3 percent) of the aggregate total clinical time 
was reportedly spent in services to minority group (black, 
Chicano, Asian-American and American-Indian) 
patients (see table 1). It is of interest in this regard that 
essentially the identical percentage of minority group 
patients (31.2 percent) was served between July 1970 and 
June 1971 by the outpatient services of the Los Angeles 
County Mental Health Department, the agency specifi- 
cally designated and funded to serve low-income patients 
in metropolitan Los Angeles (1). Almost half of the pro- 
fessional time of the aggregate group (80 hours per 
month) was reported as spent in the “core” community 
psychiatry activities of consultation, administration, and 
education (see table 1). In contrast, the American Psychi- 
atric Association’s 1970 survey of the allocation of pro- 
fessional man hours by almost 15,000 psychiatrist mem- 
bers (including those in full-time community psychiatry) 
revealed that they spent an average of less than one-third 
of their time (32.3 percent) in these activities (2). Our 
own graduates are therefore a somewhat distinctive 
group. How much of their variance toward a “‘commu- 
nity psychiatry skew” was produced by their experience 
in the UCLA training program and how much is simply a 
reflection of their prior career interests in this direction, 
as exemplified by their enrolling in the training program, 
is obviously open to question. These results, however, are 
encouraging. 

The questionnaire also included a five-choice item for 
the Fellows to evaluate the influence of the training pro- 
gram on their careers, ranging from “negatively in- 
fluential’’ (scored as ~1) to “very influential” (scored as 
+3). Similarly, they were asked on a five-choice item to 
rate the value of the training experience to them, ranging 
from a “waste of time” (scored as —1) to “very valuable” 
(scored as +3). The mean ratings of 2.35 for influence 
and 2.76 for value thus indicate a strongly positive eval- 
uation. That is, by analogy to a grading system (with a 
3.0 representing a straight A and a 2.0 a straight B) our 
program was evaluated by those who went through it as 
having had A- value and B+ influence on their profes- 
sional careers. Although we hope that we have not at- 
tached undue importance to such testimonials, the fact 
that they derive from the entire past decade of teaching 
adds further encouragement. 


FUTURE GOALS 


Because the UCLA Social and Community Psychiatry 
Training Program is in its final year of NIMH support, 
and also because much of the content of the program is 
now part of the mainstream of psychiatric theory and 


'Tables summarizing the curriculum for the program in 1972 and the 
current professional activities of the 4] respondents to the questionnaires 
are available from the authors on request. 
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practice, we are in the midst of transferring its core com- 
munity practicum experience and coursework into the 
UCLA psychiatric residency training program, which is 
undergoing revision and expansion to a four-year pro- 
gram. To quote Gerald Caplan, we view this evolutionary 
fusion in training as a “persevering effort to keep ideas 
and practices of population-oriented community mental 
health alive during the period of ten to twenty years when 
they are likely to suffer from a reduction of general pub- 
lic and professional interest and support, so that when the 
tide turns we can more quickly and surely continue to go 
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forward” (3, p. 333). 
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IN MEMORIAM 





* 


Lawrence S. Kubie 


1896-1973 


WHEN LAWRENCE KUBIE DIED on October 26, 1973, after a 
brief illness, there passed from our midst a beloved friend and 
colleague whose brilliant insights may ultimately modify some 
of the principles and theories of psychoanalysis. 

This necessarily abbreviated tribute to Larry Kubie cannot 
include the customary review of his professional achievements. 
Some of these have already appeared in the press of this coun- 
try, as well as the press of London, Paris, and other world capi- 
tals. The Washington Post, for example, described him as “a 
prolific writer, lecturer, and teacher who had tried to make psy- 
choanalytic theory comprehensible to layman and physician 
alike. His book, Practical and Theoretical Aspects of Psycho- 
analysis, published in 1950, was widely admired. Anna Freud 
said of the work that it was gratifying to see difficult psycho- 
analytic questions presented as the simple truths which after all 
they are.” 

The late Dr. Edward Glover wrote an excellent psycho- 
analytic biography of Larry as a tribute to him in 1969. This 
was published in a Festschrift issue of the Journal of Nervous 
and Mental Diseases in that year. 

On June 2, 1972, the Sheppard and Enoch Pratt Hospital cel- 
ebrated the completion of the Dr. Lawrence S. Kubie Medical 
Library in the main building of the hospital; it had been mod- 
ernized for the use of the professional staff. This permanent 
housing of Larry’s books, journals, reprints, and other papers is 
an appropriate memorial for the continuation of his teaching. 
The Sheppard and Enoch Pratt Hospital was Larry’s principal 
teaching and training hospital for the last 14 years of his life. 
There he regularly supervised the residents and lectured to the 
hospital staff. He was there days before his death. 

Adolf Meyer once noted that Larry’s family had wanted him 


to become a lawyer. Dr. Glover wrote that “he went to Harvard 
to study law and embarked on courses in economics, political 
science and the rest. By the second year he made up and 
changed his mind. He turned to the study of medicine with an 
eye to becoming a psychiatrist. But he never lost his interest in 
political and social science.” 

I knew Larry as a brilliant biological and social scientist 
whose contributions to.the evolution of psychoanalytic theory 
had been developed with utmost care and were presented with- 
out dogmatism. He could differ from traditional teaching be- 
cause of his freedom from orthodoxy, his healthy skepticism, 
and his amazing objectivity concerning his own work. 

He acquired the reputation of being a reformer, a rebel, a 
heretic. Larry knew he tended to irritate others and even re- 
ferred to himself as a gadfly. By the cognoscenti, however, 
Larry was highly respected and admired for his views and for 
his courage to express them. He was also highly regarded by sci- 
entists in collateral fields and by distinguished scholars in seem- 
ingly unrelated disciplines. 

Throughout a long and close friendship I always admired 
Larry for those qualities in his character which involved him in 
social relations with people in all walks of life. His generous use 
of himself in the lives of others as a warm and devoted friend, 
with a sensitive understanding of their needs, was one of his out- 
standing traits. He continued to maintain the friendships with 
many Baltimoreans that he had developed during his early 
years at Johns Hopkins. 

Larry was a famous American—a scientist whose fame is 
destined to continue and to increase with the passage of time. 


Leo H. BaRTEMEIER, M.D. 
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LETTERS TO THE EDITOR 





On Communicating with Russian Psychiatrists 


SIR: I was one of the mental health professionals who, in 
1971, toured the Soviet Union with Dr. Martin G. Allen (“‘Psy- 
chiatry in the United States and the USSR: A Comparison,” 
December 1973 issue). To his excellent listing of comparisons | 
would like to add a point of emphasis. 

The tensions in our group, augmented by ritualistic formal- 
ities and language barriers, led some of us to a provocative style 
of questioning containing editorials in favor of our own ap- 
proach to mental patients. Naturally, this led to defensive re- 
sponses by the Russian psychiatrists, who generalized about 
fundamental differences in our approaches to patients. 

Communication improved when we asked for specific exam- 
ples of problems and enquired about whom these problems were 
brought to, details of the assessment procedures, and descrip- 
tions of therapeutic interventions. It was then that the case of 
the unhappy male ballet dancer was evaluated in sophisticated 
ego-psychology terms, as is evident from Dr. Allen’s report. 
This does not imply that there were no fundamental differences 
in psychotherapeutic orientation or that the Russians were not 
competitive-—they even reminded us that Bechterev was the 
founder of “community psychiatry” insofar as he inaugurated 
outpatient psychiatric dispensaries. 

Future visitors from the United States might keep in mind 
that focusing on precise clinical examples may reveal greater 
similarities in practice than we might expect from the awk- 
wardly defensive polemics of a political or ideological nature. 


JEROME KavkKa, M.D. 
Chicago, Ill. 


The Myth of Voluntary Therapy 


SIR: In “The Therapeutic Utilization of the Juvenile Court” 
(October 1973 issue), Drs. Yehuda Nir and Rhoda Cutler re- 
ported the rediscovery that external coercion of psychotherapy 
patients can be very helpful to treatment and in many cases is 
absolutely essential. I call this a rediscovery because a very sim- 
ilar treatment project was conducted for a decade (about 1952 
to 1962) in the same city (New York) and came to the same 
conclusions and more. Mellita Schmideberg, M.D., and her as- 
sociates at New York University reported this project in the 
Journal of Offender Therapy of those years. 

Recent interest in offender therapy is a welcome improve- 
ment over the neglect of this important frontier by psychiatry 
for so long. Regrettably, the work that has been done and re- 
ported in the literature is not familiar to many mental health 
professionals. 

Knowledge gained from offender therapy has wide appli- 
cation in general psychiatry because persons convicted of 
crimes have much in common with the general population. 
Their deviance is mostly a matter of degree. For psychiatry to 
ebe truly comprehensive of human personality problems it 
should deal as much with sociopathy as with schizophrenia. 
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There is a widespread prejudice among mental health profes- 
sionals that treatment must be voluntary to be effective and/or 
ethical. Witness the recent hysterical criticism of the Patuxent 
Institution, where dedicated efforts to change a purely custodial 
prison into a therapeutic one have had some promising results. 
It appears that those who oppose involuntary treatment do not 
want even to consider its possible benefits. Because of such prej- 
udices prison psychiatry is as unfashionable today as state hos- 
pital psychiatry was not long ago. To correct this gross neglect, 
every psychiatric residency should include six months of prison 
psychiatry. 

How many patients come to the psychiatrist on a purely vol- 
untary basis, simply because they want to be better people? 
Skillful therapists search out the factors driving the patient into 
treatment so that they can better understand and help. Patients 
are coerced into treatment by pain, fear, and despair as well as 
by spouses, employers, and judges. Voluntary treatment is a 
myth; our task is to know the truth about our patients and to 
use the truth to heip them. Thomas Szasz has helped to dispel 
some naivité about institutional treatment, but his fundamental 
premise is erroneous and regressive, denying the valid services 
psychiatry can offer to a society much in need. To serve, we risk 
the abuse of our powers; to avoid that risk is not to serve at all. 


RICHARD R. PARLOUR, M.D. 
Riverside, Calif. 


Adler’s Views on Early Childhood Illness and Outcome 


SIR: Dr. J.J. Sigal and associates reported in their paper on 
“Later Psychosocial Sequelae of Early Childhood Illness (Se- 
vere Croup)” (July 1973 issue) that, according to their parents, 
children so affected were more likely to show excessive depen- 
dence and conduct problems than control siblings. The pro- 
bands, on their part, more often saw their mothers as instilling 
persistent anxiety, not fostering independence, and not enforc- 
ing rules than did their siblings. The study was offered in sup- 
port of the “vulnerable child syndrome” described by Green 
and Solnit (1). 

I should like to point out that the study supports a similar hy- 
pothesis by Alfred Adler. Among the childhood situations he 
saw as being conducive to the development of problem behavior 
were “pampering and dependency,” in addition to inferior or- 
gans and neglect (2). Among factors leading to pampering, se- 
vere early illness was specifically mentioned. Adler wrote in 
1912 (in a passage not previously translated): 


Who would not be moved by the thought of the love and 
faithful care of the mother by the bedside of the sick child! 
Yet thereby an overdose of affection may easily enter, es- 
pecially when the child is continuously sickly or the mother 
remembers a child who has died. The child easily adjusts to 
the thought that illness may serve him as a “safeguard” in 
life, that it helps him to attain increased love, consid- 


eration, and various other advantages. The small privi- 
leges—to be allowed to sleep in the parents’ bed, in their 
bedroom, to be steadily under their protection, to be 
spared any effort—are often very significant for later life. 
From these there is a straight line to the loss of all hope 
and desire for independent action (3, p. 230). 


Elsewhere Adler wrote: “The child is filled by the desire for 
the continuation of being held so warmly. Many behavior dis- 
orders which emerge after such illnesses...are the con- 
sequence of the pampering during illness” (4, p. 52). Adler 
further stated: 


Those early childhood illnesses impair social interest the 
most, in which the anxiety and worry of the persons around 
him give the child a strong impression of his own worth 
without his contributing anything himself. To this category 
belong whooping cough, scarlet fever, encephalitis, and 
chorea (5, p. 369). 


Yet Adler’s psychology is not deterministic. The individual is 
free to respond to any situation in a manner different from what 
would seem most probable; this includes the experience of se- 


vere childhood illness. Adler furnishes an example from his own 
life: 


When I was five I became ill with pneumonia and was 
given up by the physician.... There was talk for a long 
time about the mortal danger in which I was supposed to 
have been. From that time on I recall always-thinking of 
myself in the future as a physician . .. in order to overcome 
death and the fear of death (5, p. 199). 


Weingarten has recently reported a similar positive response 
to “the experience of a life-threatening illness in childhood” (6). 
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_ HEINZ L. ANSBACHER, PH.D. 
Burlington, Vt. 


More on Homebound Geriatric Care 


SIR: The letter from Virginia T. Sherr, M.D., on ‘“‘Home- 
bound Geriatric Care” (January 1974 issue) made me realize 
that like Moliere’s M. Jourdain, I have been doing something 
all my professional life without knowing it. 

For many years I have been visiting patients in their homes to 
do, as Dr, Sherr advocates, ‘ta complete physical, mental, emo- 
tional, and family-status examination on the spot.” I did not 
realize that in the case of aged patients I was a “geriatric com- 
munity evaluation and treatment service.” [ just call it a house 
call. Of course I am not accompanied by a nurse and social 
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worker, but I do my best to be “active, alert, [and] enthusi- 
astic.” 

Possibly the failure .of my efforts to obey Parkinson’s Law is 
due to the fact that they are financed not by the generosity of 
the taxpayers of Pennsylvania but by a quaint monetary induce- 
ment called a “fee.” 


D. PETER BIRKETT, M.D. 
Suffern, N.Y. 


Benactyzine and Marijuana 


Siz: I would like to inquire whether any other physicians 
have heard of the use of benactyzine and marijuana together. 
Looking through the pharmacology books, I see that ben- 
actyzine is listed as a centrally acting anticholinergic agent and 
might conceivably produce a twilight state in large doses. I am 
particularly interested in finding out if anyone else has heard of 
the use of this reagent with marijuana, or if they have ever 
heard of it used under the name of “angel dust.” 


RICHARD J. ALEXANDER, M.D. 
Austin, Tex. 


Follow-Up on Leprosy and Psychosis 


SIR: I offer a follow-up on my paper “Leprosy and Psycho- 
sis” (1). This paper states that clinical evidence based on a ten 
percent prevalence of psychosis among the patients with Han- 
sen’s disease at Carville, La., suggests the presence of organic 
brain disease in leprosy. The first well-documented case of cen- 
tral nervous system invasion by Mycobacterium leprae in an in- 
oculated armadillo was reported by Issar, Storrs, and Binford 
in February 1973 (2). The armadillo is a suitable animal for the 
study of leprosy since it develops leprosy when inoculated with 
human leprosy and the acid-fast bacillus can be recovered from 
the lesions. 
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PAUL LOWINGER, M.D. 
Detroit, Mich. 


Asthma and Paranoia 


SIR: I am a cultural historian currently at work on a history 
of changing attitudes toward the human body. In the course of 
my research it occurred to me that there might be some etio- 
logical connection between bronchial asthma and paranoia. | 
do not have the professional or institutional contacts to explore 
the subject fully, but I would hope that someone with such con- 
tacts might be able to do so. 

My reason for hoping that this connection might be pursued 
is that, for one thing, the asthmatic child is hypersensitive to the * 
environment. Further, he is unable to distinguish between real 
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danger, in the form of various germs, and imagined dangers, in 
the form of allergens. Hence his body is in an exaggeratedly de- 
fensive posture against the environment, which is perceived as a 
source of constant danger. This physical overreaction to envi- 
ronmental stimuli may be further reinforced by parents who be- 
come overly protective and overly anxious about the child’s 
health. They fear his catching a cold or being exposed to any 
one of a number of foods, atmospheric conditions, or emotional 
situations that might provoke an asthma attack. Exposed to 
these biological and environmental conditions that seem to 
warn of imminent danger, living under the constant threat of 
contamination, and aware of his own bodily defensive reactions 
involving muscular contraction and the production of mucus, 
the child might develop a paranoid style of responding to the 
world. This childhood experience, therefore, might further man- 
ifest itself in adulthood in any of the various forms of paranoia. 

To explore this subject more fully one would have to survey a 
number of individuals diagnosed as paranoid and calculate 
whether the incidence of asthma is significantly higher among 
them than among the general population. Other kinds of aller- 
gic dispositions. might also be checked, but the particular con- 
stricting defense mechanism of the asthmatic might reveal an 
exceptionally high correlation with paranoia. 

I would appreciate it if anyone undertaking such a research 
project would inform me of the results. 


STEPHEN KERN 


Department of History 
Northern Illinois University, Dekalb, HI. 60115 


Historical Note on Hypnosis and Surgery 


SIR: In his letter to the editor “Surgery Using Hypnosis in 
1845” (December 1973 issue), Dr. M.B. Sell mentioned the in- 
teresting finding that two articles in issues of the Southern Med- 
ical and Surgical Journal in 1845 recorded two operations for 
suspected breast cancer in a 47-year-old woman performed with 
hypnosis alone as the anesthetic. Dr. Sell was not sure that this 
was the first recorded mastectomy performed under hypnosis. 
Interested readers may wish to note that two chapters (one on 
history by George Rosen and one on anesthesiology and sur- 
gery by Milton Marmer) in a fairly recent textbook (1) men- 
tioned that on April 22, 1829, Jules Cloquet, a French surgeon, 
performed a mastectomy on a 69-year-old woman with the use 
of mesmerism. (The term “hypnosis” did not come into use un- 
til the middle of the nineteenth century.) 

A late-nineteenth-century classic work on hypnosis by 
Moll (2) also mentioned Cloquet’s use of mesmerism for sur- 
gery in 1829. Moll wrote of Cloquet: “He related his experi- 
ences to the French Academy of Medicine, but Lisfranc, the cel- 
ebrated surgeon, put him down for an imposter or a dupe.” 
Others became familiar with this type of reception when em- 
ploying mesmerism and hypnosis. Surgery performed with mes- 
merism as anesthesia dates back to at least 1821, according to 
several books on hypnosis. Similar procedures may have been 
performed even earlier. 
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Sex Differences in Growth Hormone Response 


Sir: In their article “Growth Hormone and Prolactin in Uni- 
polar and Bipolar Depressed Patients: Responses to Hypogly- 
cemia and L-Dopa” (December 1973 issue) Dr. Sachar and as- 
sociates present data that lead them to conclude: “In response 
to both hypoglycemia and the ingestion of l-dopa, unipolar de- 
pressed patients had significantly lower GH [growth hormone] 
responses than normal subjects and bipolar depressed patients.” 

As the authors point out in their discussion, the groups were 
unequally distributed in regard to sex. Most of the unipolar de- 
pressed patients were postmenopausal women, while most of 
the normal and bipolar depressed subjects were middle-aged 
men. They go on to say that “previous reports indicate that 
women tend to have more marked GH responses to a variety of 
stimuli than do men..., which would lend even greater signifi- 
cance to the diminished GH responses we have noted in uni- 
polar depressed women.” 

Such previous reports, including the one cited by the au- 
thors (1), indicated only that menstruating women have en- 
hanced GH responses in comparison to men. This enhanced re- 
sponse has been linked to the potentiating effect of estrogens on 
GH release (1, 2). Although GH responses in postmenopausal 
women have not been systematically investigated, the potentiat- 
ing effects of gonadal steroids—particularly estrogens—-on GH 
release are well documented. It would seem apparent that any 
study involving GH response should be carefully controlled for 
sex as well as age distribution. 

When one does analyze their data separately for men and 
women (where there are sufficient numbers) the only possibly 
significant difference between diagnostic categories is greater l- 
dopa-induced GH release in bipolar depressed men than in nor- 
mal or unipolar depressed men (p < .05, one-tailed t test). The 
mean GH response is higher for men than for women in all 
diagnostic groups, and the t values for differences between 
mean GH responses are greater for men versus women in each 
diagnostic category than for women versus women between cat- 
egories. 

The hypothesis that GH response to |-dopa and hypogly- 
cemia is diminished in patients with unipolar depression is a 
reasonable one. It remains to be adequately tested. 
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WALTER A. Brown, M.D. 
New Haven, Conn. 


Dr. Sachar Replies 


Sir: Dr. Brown’s comments are, of course, quite sound, and 
our article clearly raised the possibility of an effect of men- 
opause on GH secretion. In fact, Dr. Brown and I discussed this 
issue last fall and exchanged preprints when we discovered that 
we both were pursuing studies of the effect of menopause on 
GH responses, he in terms of responses to apomorphine and I in 
terms of responses to I-dopa and insulin-induced hypoglycemia. 

Since the appearance of our article, we have completed anal- 


yses of additional depressed patients and normal subjects, and 
we find that in response to l-dopa, older men secrete less GH 
than younger men, that postmenopausal women secrete less 
than age-matched men, but that there is no significant differ- 
ence in GH secretion between postmenopausal normal and de- 
pressed women (1). However, in response to insulin-induced hy- 
poglycemia, postmenopausal unipolar depressed women do 
secrete significantly less GH than do normal postmenopausal 
women (2). 

Both types of response are believed to be catecholaminergi- 
cally mediated, but while the hypoglycemic response calls upon 
endogenous brain catecholamine reserves, the l-dopa response 
involves conversion of the exogenous precursor to brain cate- 
cholamines. It may be that while conversion of exogenous cate- 
cholamine precursors is normal in unipolar depression, there is 
an abnormality in functional endogenous catecholaminergic ac- 
tivity. Such difference, of course, would be of considerable theo- 
retical interest. 
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EDWARD J. SACHAR, M.D. 
Bronx, N.Y. 


Schizophrenia: A Proposal for Nomenclature 


SIR: In his letter “Confusion About Schizophrenia” (Decem- 
ber 1973 issue) Dr. Alvin Yusin describes well the difficulties en- 
countered when trying to develop a meaningful classification 
for schizophrenia, whether it be by symptoms (“paranoid schiz- 
ophrenia”’) or prognosis (“‘acute schizophrenia’) or whatever. 
Indeed, since none of us knows what schizophrenia (or more ac- 
curately, the schizophrenias) is—though we may know it when 
we see it-—and since today’s acute schizo-affective schizophre- 
nia may be next year’s chronic paranoid schizophrenia, why not 
simply call the patient “schizophrenic” and be done with it. 

Optionally, one could add a descriptive phrase to the diag- 
nosis, making it, say “schizophrenia with marked paranoid fea- 
tures” or “schizophrenia with good short-term prognosis’’; but 
such clarifying phrases would not be dignified with the status of 
fixed diagnostic nomenclature. 

Giving a mysterious, ever mutable disorder a hierarchy of la- 
bels does not make the entity real. Only the patients are real. 


MARTIN BLINDER, M.D. 
San Francisco, Calif. 


Chemical Toxicity and Mental Disorder 


Sir: In his article “Caffeine as a Substitute for Schedule H 
Stimulants in Hyperkinetic Children’ (July 1973 issue), Dr. 
Robert C. Schnackenberg’s suggestion that hyperkinesis be 
treated with coffee has the merit of being more natural than 
drug administration. However, coffee may have traces of car- 
cinogenic substances (possibly from the pyrolysis of oils and 
pesticides). Another possible treatment might be tea, flavored 
with ascorbic acid. 

Feingold (1) and Randolph (2) have suggested that some 
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cases of hyperkinesis may be the result of food additives and 
pesticides. A diet low in such chemicals is recommended, al- 
though it is difficult to obtain. Airborne pesticides are increas- 
ing all the time and have become a public health problem. 
Schools are repeatedly sprayed with insecticides and herbicides, 
often while students are in attendance (3). Ascorbic acid may 
help to detoxify pesticides and chemicals (4). Typical symptoms 
of intoxication with the common organochlorine pesticides in- 
clude restlessness, irritability, disturbed sleep, visual distur- 
bances, lessened libido, and severe anxiety. Some urine samples 
I have had analyzed show greater than the LDsg levels of one or 
another pesticide. 

It is not generally recognized that chemical poisoning may 
give rise to severe psychiatric reactions, even suicide. I have col- 
lected over 100 cases of pesticide poisoning, including three sui- 
cides. Two of these were men who became ill and despondent 
after transferring pesticides and chemicals from trucks. The 
third, a young farmer, became very ill after spraying 2,4-P and 
2,4,5-'. He despaired of ever getting well. His twin brother was 
relieved to learn that environmental factors may have been in- 
volved; thus he is being more careful and no longer fears the 
same fate. 

In hyperkinesis or any behavior problem, it is important to 
consider the possibility of chemical intoxication. 
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CHARLOTTE C. TAYLOR, PH.D. 
Malibu, Calif. 


Existential Encounter with the Patient 


SIR: I am hopeful that the publication of “The Existential 
Use of the Self ” by Leston L. Havens, M.D. (January 1974 is- 
sue) is an indicator that we may see more discussions of the psy- 
chiatric applications of existentialism in the general psychiatric 
literature. During my residency years I had a “kick” on exis- 
tentialism. I was left with a feeling that some of its concepts and 
approaches had powerful implications for our clinical work, but 
I was unable to round off my study in this area. I look forward 
to future articles such as Dr. Havens.’ His exposition of phe- 
nomenological understanding deepened my appreciation of this 
process. However, the key concept of encounter (as illustrated 
by the account of Minkowski’s intervention with his patient) 
seemed not to be duly emphasized. 

I would like to describe two vignettes that denona how 
meeting the other person as a person oneself can work very effi- 
ciently. The first is that of a young man who recently returned 
to therapy after a long break. He is a man of great vitality, for 
whom religion is of extreme importance. After a session in 
which the topic moved from God to father to other people I told 
him that I wanted to approach the religious theme primarily at 
the level of his relationships with people. This was acceptable. I 
soon asked him how he felt about my telling him that I liked 
and respected him. Struggling with the fact that he also likese 
and respects me, he eventually accepted this as an honest ex- 
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pression on my part, not a tricky manipulative effort. But then 
he completely denied my existence by unilaterally deciding that 
he was not worthy of these feelings. I actively rebelled, ex- 
pressing anger at his intrapsychic “murder” not only of me but 
also of God-in-me. At his next session, while expressing mis- 
trust of breakthroughs, he described how the interaction of the 
previous week had rung all sorts of bells. True progress was 
demonstrated both by the nature of our relationship in the ses- 
sion and by the material presented. 

The other patient is a very disturbed young woman whom I 
have been seeing for over a year. She still was wary of closeness 
with me and wary of my motives. She did not know me. Re- 
cently we planned that I would tell her about myself. This I did 
(for the first time with anybody in this manner) for about half 
an hour. The result was wonderful: she talked about how this 
helped her, made her feel cared for. The next session was 
smooth and productive. 

Many of our patients want us to invest in a personal way, and 
I have often had the feeling that all would be lost if I did not do 
so and do so in the right way. As Dr. Havens pointed out, it 
seems that the existential framework is one in which this kind of 
therapist performance can be placed at the center of attention— 
in a scientific sense. 


J.D. ADAMSON, M.D. 
Winnipeg, Man., Canada 


A Plaudit for the Journal 


SIR: For some time I have wished to write you such a letter as 
this, and now I am doing so while the spirit moves me. 

The changes you have gradually made in the entire setup of 
the American Journal of Psychiatry have greatly improved it. It 
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is the one general psychiatric journal that I receive with great 
pleasure, delight, and anticipation. Probably many of your 
readers feel the same way. If so, let them speak up. 

The size of the Journal, the concise articles, the paper, the 
color, the print, the spacing, the various sections, including 
book reviews and even the list of “books received” —the whole 
journal—are the reflections of an editor who is definitely dedi- 
cated to his job and doing his best to bring forth a satisfying, at- 
tractive, and meaningful publication. And, withal, with an open 
mind, with friendliness, liveliness, and breeziness. Keep up the 
good work! 

(At 86, after 65 years in psychiatry, I am still very enthusi- 
astic about the future progress of a more scientific psychiatry, 
in spite of the current conflicting, chaotic trends.) 


MEYER SOLOMON, M.D. 
Chicago, Ill. 


A Correction 


In A.L. Halpern’s letter to the editor “Involuntary Com- 
mitment in Wisconsin” (February 1974 issue, page 229), the 
reference to the APA Position Statement on Involuntary Hos- 
pitalization of the Mentally Ill (Revised) (1) was incorrectly 
cited (by our error) as a statement on involuntary ‘‘com- 
mitment.” 

The staff régrets the error. 
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Childhood Psychosis: Initial Studies and New Insights, by Leo 
Kanner, M.D. New York, Halsted Press, John Wiley & Sons 
(distributor), 1973, 283 pp., $10.95. 


This volume is a collection of 16 of Leo Kanner’s papers on 
the syndrome of infantile autism, which is sometimes called the 
Kanner syndrome. Beginning with the earliest paper on the sub- 
ject, “The Autistic Disturbances of Affective Contact,” in 1943, 
one can follow his successive clinical findings as well as the evo- 
lution of his speculations about, and defenses of, the concept of 
the syndrome. The follow-up studies on the original 11 children 
and on many other patients are particularly significant. Dr. 
Kanner compieted the latest paper in 1973 specifically for this 
volume. This paper reports recent observations on 34 psychotic 
children originally evaluated at Linwood Children’s Center in 
Ellicott City, Md., in the years 1966 through 1968. 

Dr. Kanner’s writing has consistently been characterized by 
wit, wisdom, common sense, and clinical astuteness. Two 
themes predominate in these papers: one is Dr. Kanner’s stead- 
fast insistence on early infantile autism as a diagnostic entity; 
the other might be described as an espousal of the value of the 
clinical pragmatic approach. Dr. Kanner’s own values are re- 
flected in the following words of praise he has for the director of 
a residential treatment center: 


Undaunted by the din of the markets, with their loudly 
advertised “schools,” “approaches,” and “techniques,” 
she has brought with her a combination of empathy, under- 
standing, patience, and ever-expanding experience together 
with a uniquely integrated blend of realism and idealism. 


Dr. Kanner’s clinical descriptions have stood the test of time; 
his follow-up studies have added a much-needed dimension to 
the understanding of the life cycle of children with autism. His 
willingness to enter into confrontations and conflicts with other 
theorists has added spice to his writings, but it is perhaps in this 
area where his critics might find him most vulnerable. For ex- 
ample; his repeated criticisms of Stanislaus Szurek and Beata 
Rank for their diagnostic “‘looseness” would probably be 
deemed unfair by most of the people who have worked with 
them. 

Some of Dr. Kanner’s illuminating historical reviews are in- 
cluded in this volume; he has himself become a subject for his- 
torical scrutiny. Even though he correctly denies in his recent 
papers that he has advocated a purely psychological etiology for 
early infantile autism, it is nonetheless historically true that in 
the 1950s, particularly as a result of his 1949 paper describing 
the characteristic psychopathology of the parents of these chil- 
dren, he became widely regarded as a proponent of psycho- 
genesis in this disorder. In his later papers Kanner offered as an 
alternative explanation that perhaps the child and parent both 
inherit certain tendencies from their common progenitors. 
However, there remains no doubt that “poor parenting” can 
have a deleterious effect on the subsequent development of the 
child in question. 

Drs. Leon Eisenberg and Michael Rutter, in separate in- 


troductions to this volume, correctly emphasize its considerable 
value in documenting a classical discovery and in demonstrat- 
ing Dr. Kanner’s devotion to clinical observation and descrip- 
tion. The collection itself is yet another tribute to the continuing 
contributions of one of this country’s pioneer child psychia- 
trists. 


PAUL N. GRAFFAGNINO, M.D. 
l Hartford, Conn. 


The Genetic, Metabolic and Developmental Aspects of Mental 
Retardation, edited by Robert F. Murray, Jr., M.D., and Pearl 
Lockhart Rosser, M.D. Springfield, HL, Charles C Thomas, 
1972, 333 pp., $16.75. 


This book is the result of a seminar developed and organized 
by the Medical Genetics Unit and the Child Development Cen- 
ter of Howard University College of Medicine, Washington, 
D.C. in 1969. The thrust of the seminar was to share recent ad- 
vances in genetics and child development—as they impinge on 
the symptom of mental retardation—with professionals who 
are involved in the everyday practice of child care. The enthusi- 
astic reception of and large attendance at this seminar 
prompted the two editors to ask the 26 participants to update 
and revise their presentations for inclusion in this book. 

The book is arranged in two parts. Part 1, titled Genetic and 
Metabolic Aspects of Mental Retardation, includes 11 sections 
that range in focus from recent genetic findings (i.e., chromoso- 
mal aberrations, inborn errors of metabolism) to possible bio- 
chemical-metabolic mechanisms that underlie the processes in 
memory and in learning, recent pharmacological treatment ap- 
proaches (i.e., 5-hydroxytryptophan in Down’s syndrome), and 
etiological-descriptive studies in the gray zones of clinical diag- 
nostic challenges. 

Part 2—-which could have been published as a separate book 
on its own merits—is a superb synoptic overview of the topic 
area encompassed by its title, Developmental Aspects of Men- 
tal Retardation. This part of the book provides the reader with 
a well-balanced view of the extrinsic factors that so frequently 
interface with the intrinsic factors (reviewed in part 1) to pro- 
duce an at-risk developmental status for children in our society. 
Leon Eisenberg contributed a superb chapter titled “‘Caste, 
Class and Intelligence,” which sets the tone for three very co- 
gent contributions on primary and secondary prevention by 
Clifton R. Jones, Edmund W. Gordon, and Barbara D. Bate- 
man. 

An internationally respected authority in special education 
for the retarded, I. lgnacz Goldberg, presents a 21-page gem on 
past, current, and possible future trends in educating retarded 
children, youth, and adults. His chapter, like Eisenberg’s, serves 
as an anchor for the following six contributions concerning the 
application of operant learning theory, Hebb’s theory of the 
neurological organization of behavior, an assessment of the de- 
velopmental-environmental variables frequently associated 
with mental retardation, and curriculum considerations per- 
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tinent to programs for early stimulation, diagnostic teaching, 
and preschool education ventures. Finally, a glossary and index 
enhance the use of this book by a wide variety of professional 
readers. 

In summary, it is clear why the seminar from which this book 
derives was so successful. It is rare to see the effective marriage 
of a variety of viewpoints, the sharing of new knowledge, and 
the reflective reports of applied research efforts. The contribu- 
tors to this book have accomplished this rare marriage, and I 
strongly recommend this book to all professionals who purport 
to be abreast of current developments—and possible future ho- 
rizons—~in the understanding, treatment, and management of 
the mentally retarded. 


FRANK J. MENOLASCINO, M.D. 
Omaha, Neb. 


Psychiatry: Education and Image, edited by Gene Usdin, M.D. 
New York, Brunner/ Mazel, 1973, 180 pp., $7.50. 


Here is a book by individuals with a deep respect for the psy- 
chiatric profession in spite of its current uncertainties. It is also 
for all of us who worry and wonder where the winds of the fu- 
ture will take us. 

The programs of the annual meetings of the American Col- 
lege of Psychiatrists, one of our most distinguished organiza- 
tions, are always the occasion for thoughtful commentary on 
problems of great relevancy by the leaders of the profession. 
The nine papers that made up the January 1973 annual meeting 
program are published in Psychiatry: Education and Image un- 
der the editorship of Gene Usdin. 

The contents are far-ranging and constitute a comprehensive 
review of the problems currently of most concern to the field. 
Mr. Robert L. Robinson, Director of Public Affairs for APA, 
has contributed a scholarly review of the major criticisms that 
have been leveled against psychiatry—from $. Weir Mitchell to 
Thomas Szasz. He pleads that we attend to the valid concerns 
contained in those criticisms rather than to the sometimes im- 
moderate manner in which they are expressed. 

Dr. Henry H. Work undertakes to make sense of the con- 
fusion that surrounds the concept of child advocacy and Dr. 
John J. Schwab and Ms. Ruby Schwab contribute a literate and 
well-documented analysis of clinical tasks that psychiatry must 
face in our present society. An article by the Reverend John S. 
Jenkins calls attention to the increasing degree to which Ameri- 
can psychiatry seems to have become a “purveyor of the super- 
ego,” a representative of the societal forces that press for ad- 
justment and conformity in each individual. Psychiatry appears 
to have lost contact with the life forces of the id, which some re- 
ligions have now begun to discover after centuries of sterile and 
exclusive concern with proscriptions of the impulse life. 

Especially moving are the passages in which Drs. Bernard C. 
Holland and Robert J. Stoller articulate what it is in the medi- 
cal model that remains of central importance in the identity of 
the psychiatrist. It is not the concept of psychiatric conditions 
as diseases, a system of diagnosis, or a white-coated style of in- 
teracting with patients but something much deeper and more 
meaningful. It is described by these authors as a “sense of re- 
sponsibility ... inculcated in the physician when he is a student, 
intern, and resident, never to be relinquished... [and] not com- 
parable to that found in any other profession. ... It results from 
a long tradition and it burns itself into one’s soul” (p. 157). 

There are also equally valuable articles on the future of medi- 

cal education, on changing trends in psychotherapy, on resis- 
tances to innovative techniques and concepts in residency pro- 
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grams, on the image and role of the psychiatrist, and on 
educating the psychiatrist of tomorrow. 

As Usdin points out in the introduction, in which he presents 
an overview of psychiatric education, change is characteristic of 
all viable institutions and need not be feared. Psychiatry is a de- 
veloping profession that should have the capacity to conserve 
what is valuable from the past and to build toward meeting new 
problems and new opportunities and providing the most deeply 
satisfying sense of purpose and identity. 


RICHARD BRUNSTETTER, M.D. 
New Orleans, La. 


Clinician and Therapist: Selected Papers of Robert P. Knight, 
edited by Stuart C. Miller. New York, Basic Books, 1973, 315 
pp., $12.50. 


It seems to me that Dr. Miller has created just what he 
wanted to. Through a careful choosing of papers and clinical 
comments, he has enabled Dr. Knight to present himself as he 
was and as he lives for those who knew him. Erik Erikson’s 
“Memoir” and Margaret Brenman-Gibson’s introduction are 
exquisitely personal and set the tone for the volume. Dr. Mil- 
ler’s selection of 17 papers taps all corners of Knight’s profes- 
sional explorations. 

Certainly one of Knight’s major contributions was his series 
of papers and clinical examples that showed so clearly the appli- 
cability of psychoanalytic principles to the understanding and 
treatment of general psychiatric patients and problems. Work- 


ing in psychotherapeutic hospitals led him to focus his attention 


on two major groups of baffling and frustrating patients— 
chronic alcoholics and borderline patients. His papers in both 
areas are classics in psychiatry. In the three papers on alcohol- 
ism, he set out his clinical-theoretical formulations and devel- 
oped his psychoanalytic treatment as direct applications of 
these. The same can be said of his writings on the treatment of 
the acute psychotic and the borderline patient. “Borderline 
States” is his best-known paper. His formulations here fore- 
shadow the current deep inerest in these conditions and in the 
narcissistic disorders generally. He claimed no remarkable or 
miraculous cures, but spelled. out in detail his understandings 
and the treatment programs that followed directly. 

He always struggled for a logical consistency. That charac- 
teristic is clearly portrayed in his theoretical papers, which seem 
to present his own “figuring out of things” as he tried to teach 
others. The paper “‘Introjection, Projection, and Identification” 
is a good example of this. His best-known theoretical paper, 
“Determinism, Freedom, and Psychotherapy,” demonstrates 
his methodical approach at its best. His precise use of the lan- 
guage is a relief to the student struggling to come to grips with 
theoretical and philosophical problems that are frequently ob- 
scured with ambiguous terms. In this paper his separation of the 
subjective feeling of “freedom” from the philosophical concept 
of “free will” is well done and carefully presented. 

The section Remarks at Clinical Conferences is unique. It is 
a collecton of Knight’s comments during weekly staff confer- 
ences at the Austen Riggs Center, Stockbridge, Mass. Perhaps 
they are most meaningful for those who attended the confer- 
ences and remember the atmosphere. However, for those who 
were not present, the collection shows Knight in his favorite 
role, the clinical teacher. His immediate responses to the 
patients presented show the depth of his humanness and his ca- 
pacity to identify with the patient and his dilemma as well as 
with the young psychiatrist presenting the patient and strug- 
gling for an understanding of his work. 

This is a memorable book. It is a fitting tribute to a great 


American psychoanalyst who presented his work carefully, sin- 
cerely, and courageously. 


Epwin C. Woon, M.D. 
Houston, Tex. 


Advances in Psychosomatic Medicine, vol. 7: Hunger and Sa- 
tiety in Health and Disease, edited by F. Reichsman. New York, 
S. Karger, 1972, 336 pp., $18. 


Body weight is maintained at a constant level by equalizing 
caloric intake from food with caloric output as work or heat. 
Although small perturbations occur constantly, body weight re- 
mains remarkably constant in adults over long periods of time. 
Control mechanisms that have evolved for this purpose are both 
sensitive and stable, Thus an alteration of only one percent in 
caloric intake without a corresponding alteration in energy out- 
put maintained for one year would change the weight of an 
adult human by about seven pounds. If this small discrepancy 
between input and output were maintained for several years, 
enormous obesity or death from starvation would result. It is a 
testimony to the wisdom of the evolutionary process that such 
errors seldom happen. Even individuals with abnormal weights 
usually reach equilibrium between intake and output in which 
their body weight is maintained constant even though at an un- 
healthy level. 

This volume, written by 21 internationally recognized author- 
ities, addresses itself to the problem of hunger and satiety in 
health and disease in an extraordinarily satisfactory fashion. It 
is divided into two major sections: 1) the regulation of food in- 
take and 2) disturbances in this regulation. The latter section is 
further divided into a consideration of clinical obesity and ano- 
rexia. l 

The first section, which describes methods and results largely 
(but not exclusively) derived from infrahuman species, covers 
the genetics of the regulation of food intake, the nature of the 
primitive hypothalamic sensing and control mechanisms, the 
superimposed extrahypothalamic factors at higher levels of the 
central nervous system, and regulatory factors in the periphery. 
The second section offers information on normal and pathologi- 
cal states in man derived from epidemiology, longitudinal clini- 
cal observation, and history, as well as from all the basic biolog- 
ical sciences. The behavioral sciences are by no means 
neglected. Information derived from physiological psychology 
and experimental social psychology is fully documented. The 
contributions of psychoanalysis and clinical psychiatry are ad- 
mirably presented. 

Obesity and anorexia are excellent paradigms of the prob- 
lems encountered in psychosomatic medicine. They occur in ge- 
netically predisposed individuals who, having encountered de- 
termining events fairly early in life, adapt to these events by a 
disturbed equilibrium between intake and output and then 
maintain this pattern in the face of similar events throughout 
life. Serious life and death consequences may ensue. Anorexia 
nervosa still carries 15-percent to 20-percent mortality, and the 
morbid consequences of obesity are well known. In principle, 
treatment should be simple. All that is required is the estab- 
lishment of a more favorable balance between caloric intake 
and output. However, despite the large amount of biological 
and psychological information available, treatment still lags 
substantially behind understanding. This may be because the 
basic physiological mechanisms are deficient or because their 
control over appetite and satiation is superseded by aberrations 
in body image or by exceptional sensitivity to external physical 
and social signals. 
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Recent studies of the treatment of obesity show that pharma- 
cological treatment aimed at altering appetite and individual 
psychotherapy aimed at progressing the patient beyond an 
orally fixated stage are not as effective in the long run as group 
therapy, behavioral shaping, self-help groups, and alterations of 
output achieved by changing exercise or motility patterns. In 
anorexia, where immediate threats to the life of the patient ex- 
ist, phenothiazines, insulin, and tube feedings are effective and 
psychotherapy must wait. Insight psychotherapy is con- ° 
traindicated unless patients have an adequate ego structure. Be- 
havioral shaping and group therapy have not been tried as much 
in anorexia as in obesity, but they hold promise. 

One seldom encounters a volume in which the topic ts suffi- 
ciently circumscribed to permit full coverage in 336 pages. Ex- 
cept for a small amount of very recent material that has ap- 
peared since the chapters were written (e.g., the chemical 
anatomy of the lateral hypothalamus, etc.), the material and 
bibliographies bring the reader up to date on both the available 
knowledge and the existing problems of this engrossing area. 
Furthermore, illustrations of the multiple strategies involved in 
generating understanding and in achieving effective eclectic 
treatments suitable to the individual patient should carry over 
to other problem areas in psychiatry. 

The editor and the authors of the book are to be con- 
gratulated for achieving full coverage with maximum parsi- 
mony and minimum redundancy. The conceptual bridges that 
have been established between basic scientists and clinicians 
and between biological and behavioral scientists make the vol- 
ume exceptionally valuable to students, researchers, and prac- 
ticing internists and psychiatrists. 


Morris A. Lipton, PH.D., M.D. 
Chapel Hill, N.C. 


The Myth of Analysis: Three Essays in Archetypal Psychology, 
by James Hillman. Evanston, Il, Northwestern University 
Press, 1972, 298 pp., $9.50. 


In this book James Hiliman asserts that psychoanalysis has 
come to an end and should be retired. In his first essay, he dis- 
cusses the end of transference, meaning by “end” both the pur- 
pose and the termination of that crucial psychoanalytical expe- 
rience. The opus (or central work) of psychology, according to 
Hillman, ts soul making or psychic consciousness that recovers 
the background of the archetypal images of life and experiences 
life as a mythical enactment (p. 28). Transference, from this 
viewpoint, is freed from what Hillman calls too personal a 
background—the family problem and personal needs—for a 
new purpose, “the engendering of soul through love.” Transfer- 
ence reactions are seen as responses to the analyst’s own coun- 
tertransference, which consists of the analyst’s desire “to bring 
the health of awareness, imagination, and beauty to life in the 
soul and to constellate with his psyche the eros of the other” (p. 
109). Although Hillman acknowledges that there are dangers 
inherent in such a viewpoint, he does not seem to recognize the 
grim possibility of an even more inflated and irresolute transfer- 
ence than before, with the analyst cast in the role of an omni- 
scient savant-lover who will bring to life the analysand’s soul 
and make everything over in his own image. 

Transference in the old sense of a set of projections to be in- 
tegrated by the patient is dead, Hillman says, because the myth 
of transference is dissolving into the myth of the eros-psyche 
love relationship, a relationship that can no longer be bound to 
the practice of analysis. Wherever transference as eros-psyche 
occurs analysis occurs, and thus the preeminence of the treat- 
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ment room is obviated. This first essay contains instructive sec- 
tions on the meanings of creativity and eros, as well as a section 
that attempts to distinguish the feminine from maternalism. 

In his second essay, Hillman takes up the “end” of the un- 
conscious, again in the double sense of goal and conclusion. For 
him, the investigation and labeling of the unconscious lead to- 
ward an “imaginal” consciousness that includes both the play 
_ of fantasy and a mythical approach to human events that finds 
their meaning in relation to guiding archetypes. For Hillman, 
the language in which we now talk about the unconscious ac- 
tually drives the soul into hiding (p. 122) because it insists on a 
univocal, literal, and linear kind of thinking that seeks to con- 
trol the psyche through the language used to describe it. In con- 
trast, his imaginal ego includes what language cannot control— 
fantasies, problems, psychopathology—all seen as aspects of 
the psyche that “cannot be better expressed or lived another 
way” (p. 191). Although Hillman acknowledges Jung as the 
first to recognize the value of fantasy (with his concept of non- 
directed thinking) and the first to develop specific methods of 
participating in the growth of the imagination, he fails to dem- 
onstrate, either with adequate clinical example or logical argu- 
ment, where his own view improves so much on Jung’s, as he 
claims. 

In his third essay, Hillman pronounces the end of neurosis. 
Neurosis as word and concept sprang from an investigation of 
what the world saw as a female illness-—hysteria. Its destina- 
tion, says Hillman, is the integration of female inferiority, that 
is, of all the inferior sides of the psyche that have been asso- 
ciated with the feminine. The concept of neurosis ends its use- 
fulness when we come to recognize as part of our own psyches 
all those passive, weak, labile, dependent, and incomplete ten- 
dencies that a misogynist tradition has projected onto women. 
Hillman gives interesting documentation of the misogynist atti- 
tude in the history of psychology. His vision of a bisexual con- 
sciousness contains its own misogynist element, however, for all 
that he associates or finds associated with the feminine is nega- 
tive and inferior. His use of Jung at certain essential points is 
also misleading—in his insistence on bisexuality, for example, 
where Jung set forth the quite different notion of con- 
trasexuality. 

Many of Hillman’s speculations about psychoanalysis and its 
visions and revisions in the service of the human soul are 
thought provoking, but there is throughout the book an under- 
tow of opposite intent. In arguing to recover the fullness of per- 
sonal life from psychoanalytical labeling, for example, a curi- 
ously impersonal tone pervades. The sense of concrete persons 
involved with each other simply does not make itself felt. In- 
stead, emphasis is placed on psyche, eros, and myth as abstract 
concepts; they are never quite related to persons. In making a 
case for the life of the soul, confusion about what soul or con- 
crete religious commitment means undoes the case Hillman is 
trying to make. In claiming to go beyond the splittings of mod- 
ern life, Hillman tends to exacerbate and make more opposed 
the oppositions that make up a human life lived vigorously in 
mind and body, intellect and soul, in mature awareness of self 
and of other. He seems to want to dismiss as outmoded the 
young, still unquestionably clumsy, but surely not finished ven- 
ture of psychoanalysis. Perhaps it is his own analysis of analysis 
that is too often rigid, split, and in need of the softenings of 
imagination and soul. Nonetheless, his volume does present an 
always readable and interesting statement of a provocative po- 
sition on the outskirts of psychotherapy. 


ANN BELFORD ULANOV, TH.D. 
New York, N.Y. 
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Physiology, Emotion & Psychosomatic Illness. Ciba Foundation 
Symposium 8 (new series). New York, American Elsevier Pub- 
lishing Co., 1973, 408 pp., $18.75. 


This book emerged from a symposium on physiology, emo- 
tion, and psychosomatic illness held at the Ciba foundation, 
London, April 18-20, 1972. The symposium, like most research 
symposia, brought together the most active workers and think- 
ers in the area of physiology and the experience of emotions. 
These workers initially reevaluated the descriptive area titled 
“psychosomatic illness.” The hope was, as always, that some 
common ‘red thread” would emerge, some brilliant com- 
mentary would link the whole series of observations or experi- 
ments of the symposium in a magical fashion. This hope was 
not realized in this or any other symposium that I am aware of. 
However, the book is a series of detailed, well-designed, well- 
carried-out experiments (basically on laboratory animals), 
which supported, refuted, or left open the investigators’ initial 
hypotheses. Most chapters on data describe verbatim results, 
including copious graphs and illustrations and statistical evalu- 
ations, which are rich data for the basic scientists investigating 
in the area of psychosomatic illness and emotionality. 

Each experiment, described in exquisite detail by its author, 
is followed by rich, sharply honed questions, counterproposals, 
and additional data. The reader’s problem will be integrating 
these pithy comments and their scientific points back to the 
data in the chapter. Perhaps in some version of an “ideally edi- 
torialized”’ conference the discussion could be brought back and 
integrated into the chapter presentation of the basic data so the 
reader may think about the questions raised by the discussants 
while reading the descriptive data under question! 

There are several outstandingly clear and stimulating basic 
experimental theories and observations in this book. A brief re- 
sumé of one author’s observations is made by Dr. Malcolm La- 
der of the Institute of Psychiatry, University of London, who 
states: 


34 44 


The terms “‘psychosomatic illness,” “psychosomatic 
medicine,” and “psychosomatic approach” are examined 
and found to be of limited scientific value. Such terms may 
even be counterproductive in diluting the eclecticism which 
is the strength of the psychosomatic concept. Psycho- 
physiology is regarded as a laboratory discipline funda- 
mental to psychosomatic research. It shares a common 
philosophical framework with the psychosomatic ap- 
proach. Concepts such as arousal and response specificity 
have great heuristic value for psychosomatic research and 
enable a model of psychosomatic illness to be set up. Re- 
cent work on instrumental conditioning and feedback con- 
trol of physiological measures suggests that effective thera- 
peutic intervention in a range of psychosomatic conditions 
is now feasible.... Whenever they are used, psycho- 
physiological techniques should examine the relationships 
between functioning of all levels of the nervous system and 
peripheral psysiological changes, normal and abnormal (p. 
297). 


Sir Denis Hill of the Institute of Psychiatry, University of 
London, states: fon 


The symposium has been concerned with a nature of 
emotion and the emotional state, the central and periph- 
eral physiological changes associated with it, and the rela- 
tions between these and so-called psychosomatic disease. 
We now realize that this word carries no specific meaning 
and scientifically has proved counterproductive. We are 
prepared to say that we are concerned with the role of psy- 


chological factors in influencing somatic disease, but we 
have different opinions about what psychological factors 
are (p. 401). ... 

There may be no direct concordance between the au- 
tonomic, humoral, perceptual, and behavioral associations 
of the emotional state in the CNS and the intensity of the 
feeling state as experienced by the subject. Evidence for 
different types of dissociation has been provided by the 
clinical examples... (p. 402). 


Dr. Hill’s evaluation of the symposium suggests: 


The careful analysis of clinical, pathological, psycholog- 
ical, and social data in man has established, in my view, 
that potentially lethal physical disease can result from the 
physiological and humoral disturbances associated with 
chronic emotional turmoil—an aspect of the coping adapt- 
ive process in adverse circumstances. But since we cannot 
treat man as an experimental animal, we can only observe, 
monitor, and measure the phenomena of disease as they 
occur in nature (pp. 407-408). 


It is on this basis that I recommend the monograph to the in- 
formed clinician and investigator for its detailed, up-to-date 
analysis of emotionality. 


JAMES R. STABENAU, M.D. 
Farmington, Conn. 


Drug Abuse: Current Concepts and Research, by Wolfram 
Keup, M.D. Springfield, Ill., Charles C Thomas, 1972, 458 pp., 
$19.50. 


Thousands of articles, periodicals, and books have been writ- 
ten about drug abuse. In reviewing this book, certain questions 
need to be answered: 1) For whom is the book written? 2) Are 
the data valid? 3) Does the book add any new information to the 
drug abuse literature? 4) Is it readable? The answers are: This 
book is written for the specialist and worker in the field of drug 
abuse. The data are sound. The book compiles data not pre- 
viously gathered in a succinct manner. And it reads easily. 

The basis for gathering these papers was the meeting of the 
Eastern Psychiatric Research Association in November 1970. 
There are five sections: Introductory Papers, Physical and Med- 
ical Aspects, Psychological and Social Aspects, Psycho- 
pharmacological Aspects, and Clinical and Treatment Aspects. 

The introductory papers include five dealing with an overview 
of drug abuse; the focus is primarily on legal aspects. All the pa- 
pers are well written and easy to read. Section 2, on physical 
and medical aspects of drug abuse, contains nine papers. The 
majority consider narcotic addiction although there is also one 
paper on alcoholism and one about hallucinogens. The goal of 


these papers is to clarify and quantify narcotic addiction. This 


section is also excellent. 

The third section, which has 12 papers, has a sociological 
format. This portion of the book has voluminous data con- 
cerning drug abuse behavior patterns in our society. In the 
fourth section, on psychopharmacology, the broad subject mat- 
ter includes alcohol, analgesics, narcotic antagonists, hallucino- 
gens, depressants, amphetamines, narcotics, cocaine, meth- 
adone maintenance, and pentazocine abuse. I found the 
discussion of narcotic antagonists especially enlightening. The 
final section of the book discusses treatment. It covers the pros 
and cons of methadone maintenance, therapeutic communities, 
withdrawal, and detoxification. 

In this era of information explosion, it is important to gather 
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the most valid material on each subject. Overall, I have not read 
a better publication concerning drug abuse. It is comprehensive, 
easily readable, and would be an excellent addition to the li- 
brary of anyone who works with narcotic addicts. 


JAMES A. Davis, JR., M.D. 
Omaha, Neb. 


Psychoanalysis and Contemporary Science: An Annual of In- 
tegrative and Interdisciplinary Studies, vol. 1, edited by Robert 
R. Holt and Emanuel Peterfreund. New York, Macmillan 
Publishing Co., 1972, 391 pp., $14.95. 


This book is the first volume of what is anticipated to be an 
annual series. It is divided into five sections: General Theo- 
retical, Psycholinguistic, Developmental, Clinical and Quan- 
titative, and, finally, Psychohistorical and Psychobiographical. 
The list of contributors is lengthy; each deals in his own way 
with some aspect of psychoanalysis, especially as it is related to 
other sciences. 

Some of the writers expand upon Freud’s original ideas while 
some depart from them. Some are “humanistic” in their ap- 
proach while others are highly technical. Some readers will find 
certain chapters more useful while others will be more attracted 
to different ones. The first chapter, by Dr. Holt, deals with 
““Freud’s Mechanistic and Humanistic Images of Man” and is a 
classic. 

This is followed by Lawrence Kubie’s chapter on ‘“‘Psycho- 
logical Change in Individuals and Cultural Change,” which is 
equally excellent. Then there is Dr. Frederic Worden’s chapter 
on “Questions About Man’s Attempt to Understand Himself”; 
this too is fascinating reading. There follow a number of chap- 
ters that become narrower in focus and, as such, useful to a 
smaller audience. 

One of the main objectives of this book is to place psycho- 
analysis in its proper role in contemporary science. Obviously 
this is difficult to do. Suggestions are made as to methods that 
might be used to gather truly scientific data from psychoanaly- 
sis. Some of these, such as television and tape recordings, have 
been tried, but they also have their problems. One can even 
learn something from this book about the possible use of com- 
puters in psychoanalytic work. : 

All in all, this is a good beginning of what may well become 
an annual book dealing with a difficult area. It has a good board 
of editors and in all probability should succeed. It would be my 
recommendation that psychiatrists in general and analysts in 
particular become acquainted with this first volume and then 
wait and see how subsequent editions are written. There obvi- 
ously is a great need to integrate psychoanalytic knowledge 
with other contemporary sciences, and if this is done properly it 
should be a worthy contribution. 


STUART M. FINCH, M.D. 
Tucson, Ariz. 


Nicotinic Acid in the Treatment of Schizophrenias: Introduction, 
by Thomas A. Ban, M.D. Toronto, Ontario, Canada, Canadian 
Mental Health Association, 1971, 17 pp., $2.50 (paper). 


This brief monograph is the introduction to a series of reports 
that present the findings of the Canadian Mental Health Asso- 
ciation’s collaborative study of the efficacy of nicotinic acid in 
the treatment of schizophrenic patients. It details the hypothe- 
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ses of the study as well as the theoretical background and clini- 
cal observations that underlie the study and charts the various 
research designs. A useful bibliography is included. 

This introduction was actually published after the completion 
of several of the early trials. In one such trial (1), prior and si- 
multaneous oral administration of 3,000 mg. of nicotinic acid a 
day to schizophrenic patients did not prevent or counteract an 
increment in psychopathology induced by the administration of 
methionine plus tranylcypromine. However, it was observed 
that patients improved during the first two weeks of this 
study—after commencement of the nicotinic acid regimen but 
before the administration of methionine plus tranylcypromine. 

At a 1972 meeting (2) a reanalysis of these findings was 
presented that revealed a curious circumstance—the nicotinic 
acid group consisted of seven males and three females, while the 
control, or placebo, group consisted of seven females and three 
males. The investigators speculated that nicotinic acid may not 
have been beneficial to the males, but that females showed 
greater and more rapid deterioration after the discontinuation 
of neuroleptic drugs. This sex-associated difference is supported 
by the fact that the three men in the placebo group showed a 
lack of deterioration similar to that shown by the men treated 
with nicotinic acid. Although researchers and those seriously in- 
volved with the use of nicotinic acid may wish to follow each of 
these reports as it is published, it would be my recommendation 
that most clinicians wait until the whole story is in. 
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RICHARD I. SHADER, M.D. 
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LSD: Personality and Experience, by Harriet Linton Barr, 
Ph.D., Robert J. Langs, M.D., Robert R. Holt, Ph.D., Leo 
Goldberger, Ph.D., and George S. Klein, Ph.D. New York, 
John Wiley & Sons, 1972, 236 pp., $10. 


So excellent a book deserves many readers. It is a well-writ- 
ten report of the results of a very careful study of the altered or- 
ganismic states produced by lysergic acid diethylamide (LSD) 
and the personality factors that seem to be related to them. The 
study is unusual in a number of respects: 

l. It is a sophisticated experimental study making use of 
psychoanalytic assumptions and concepts (e.g., unconscious 
motivation, persistence of latent meaning, pervasive impor- 
tance of sexuality, aggression, anxiety, and defense). The data 
are used by the investigators to suggest changes in the psy- 
choanalytic theory of motivation. One hopes that this presages 
continuing attempts to use psychoanalytic theory to formulate 
testable hypotheses and the obtained data to modify psycho- 
analytic theory. 


2. Psychopharmacologists typically attend to the common- 
ality of the drug experience; individual response is seen as a side 
effect. The authors’ excellent earlier work in cognitive styles 
and in diagnostic testing (from a clinical orientation) suggested 
that an important source of variance in performance of and in 
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response to medication was in the ways in which the subjects 
themselves were already organized to deal with information. 
Differences in abilities, cognitive control principles, personality 
traits, and motives patterned the reaction to LSD. This study 
points the way to the development of a psychopharmacology of 
personality, to the development of families of dose-response 
curves for each drug. One hopes that these developments will 
permit some prediction of an individual’s distinctive response to 
a particular drug. 

3. The data will remain forever unique; the study was com- 
pleted before the brouhaha and ballyhoo of psychedelia. The 
subjects were naive. 

My only serious criticism of this monograph, which is part of 
the Wiley Series on Personality Processes (its excellence of both 
content and format will lead me to the other volumes in the se- 
ries), is that it arrives too late. Data gathering was completed 
before widespread self-administration of LSD. Had the data 
been readily available when self-administration of LSD first be- 
came popular and of clinical concern, they might have been 
helpful in planning therapeutic response to bad trips; they might 
also have permitted clinical validation of the study’s con- 
clusions. What is true in the more or less carefully controlled 
setting of the laboratory may not be so true or relevant in the 
clinical situation. With current clinical methodology, prediction 
of response in principle may not permit prediction in actuality. 

Finally, the clarity and detail of presentation of both the indi- 
vidual experimental and clinical evaluation of subjects and re- 
sponses permit the use of the study as a model for “a rational 
strategy for exploring an extremely complicated psycho- 
biological phenomenon.” 


WILLIAM A. Frosch, M.D. 
New York, N.Y. 


Disorders of Mood, edited by Joseph Zubin, Ph.D., and Fritz A. 
Freyhan, M.D. Baltimore, Johns Hopkins Press, 1972, 193 pp., 
$12.50. 


This book is based on the papers presented at the 60th annual 
meeting of the American Psychopathological Association. The 
result is an excellent collation and updating of pertinent modern 
theory and-experience on depression and its rarer related illness, 
mania. 

Students and practitioners in the mental health sciences will 
find the necessary background information in this book for 
their education. For the clinician, it throws light on the maze of 
chemical and physiological theories and findings. Throughout 
there is a successful attempt to remain impartial and flexible 
enough to test the theories by the facts. For the research work- 
ers who have contributed so much to our theory of mood dis- 
order, the wealth of clinical experience and judgment that con- 
tributed to the meeting must have’ enriched their own 
experience, 

Part | presents some of the newer ideas on diagnosis of mood 
disorders. Significantly, there seems to be firm clinical con- 
sensus on what these disorders present symptomatically, even 
though statistical and nosological reports show much more 
variance, 

The contributions to part 2, which concerns etiology, are bril- 
liantly presented, especially the chapter “Sources of Contribu- 
tion to the Understanding of the Etiology of Mood Disorders” 
by Lipton, Prange, and Wilson. In addition, Dr. Prange’s dis- 
cussion of Dr. Schildkraut’s paper on neuropharmacological 
studies should not be missed. 

In part 3, concerning therapy, emphasis is placed on lithium 


treatment as well as on consideration of mood disorders in- 
duced by medically used drugs. The emphasis on lithium is no 
doubt related to Dr. Kalinowsky’s having given in part | his 
customary brilliant overview of treatment of mood disorders. 
The publications of the American Psychopathological Asso- 
ciation are listed at the end of the book. A comparison of this 
list with the contents of the 1954 volume on depression encour- 
ages one that progress has been made. One factor in this 
progress has been systematization of our knowledge, and this 
new volume is a noteworthy contribution of the American Psy- 
chopathological Association and the skilled editors. 


JANE E. OLTMAN, M.D. 
Newtown, Conn. 


Allergy of the Nervous System, edited by Frederic Speer, M.D. 
Springfield, Ill., Charles C Thomas, 1970, 254 pp., $12.50. 


This book is most challenging. Authored by seven allergists, 
one of whom, M. Brent Campbell, is a neurologist, psychiatrist, 
and allergist, brings to our attention a commonly neglected area 
of symptom causes in the central nervous system (CNS). In the 
foreword, Walter Alvarez brings to us from his years of internal 
medicine practice the evidence that both physical and mental 
symptoms result from allergic reactions to foods. Relating his 
personal experience of an allergy to chicken that in one instance 
produced reduced mental function, visual hallucinations, and 
diarrhea, he emphasizes the value of including reactions to 
foods when considering the causes of mental and emotional 
symptoms. One is reminded of the statement in his book The 
Neuroses (1), “Certain it is.that the psychiatrist and the aller- 
gist should work together for the solution of their more difficult 
problems.” 

„Anaphylaxis was described in 1902 as involving a CNS reac- 
tion of collapse and death. In 1906 the word ‘‘allergy”’ was used 


to describe a reaction to substances that were less than anaphy- 


lactic in degree. It is paradoxical that although the first descrip- 
tion of allergy included a CNS reaction, no specialty group in 
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medicine dealing with such reactions has specifically assumed 
the task of systematically examining allergic reactions as part 
and parcel of their specialty. There are about 30 scattered refer- 
ences in the allergy literature between 1902 and 1970 on the 
subject of allergic reactions that influence behavior and emo- 
tion. However, there is no reflection in the psychiatric literature 
and only slight reflection in the neurological literature of these 
observations made by allergists. 

Speer edited the book under review in 1970. It highlights the 
significance of this neglected subject. Several investigators have 
postulated an allergic or auto-immune mechanism operating in 
schizophrenia. Probably the crucial turning point of interest on 
the subject began with the work of F.C. Dohan and J.C. Gras- 
berger on cereal-free and milk-free diets for schizophrenics (2). 
In a series of papers starting in 1966, Dr. Dohan and his asso- 
ciates have produced through double-blind techniques measur- 
able evidence of some schizophrenic symptom formation re- 
lated to cereal grain ingestion. Dr. Speer and the other authors 
of this book broaden our understanding by giving evidence of 
the multiplicity of substances evoking CNS reactions. The 
types of reactions vary from minor ones such as tension, fa- 
tigue, dizziness, headache, dyslexia, minimal brain dysfunction, 
and behavioral disorders to gross psychosis and grand mal sei- 
zures. . 

Faced with such overwhelming evidence of the factuality of 
maladaptive reactions of the CNS to specific isolatable sub- 
stances, one feels impelled to include these reactions in the dif- 
ferential diagnosis of causes of emotional behavioral symptom 
formation. Fortunately, allergists have through the years 
worked out the necessary techniques for such discovery. 
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Briefer Notice 


Briefer notice does not imply a judgment; it simply means that 
the reviewers have evaluated the books in fewer words than in 
the previous section. 


Alternatives to Institutional Care for Older Americans: Practice 
and Planning. A Conference Report, edited by Eric Pfeiffer, 
M.D. Durham, N.C., Center for the Study of Aging and Hu- 
man Development, Duke University, 1973, 197 pp., no price 
listed (paper). 


Concerns regarding the alternatives to institutional care for 
older persons, the editor of this collection of reports says, have 
been raised by government leaders, older persons themselves, 
their families, and health care personnel who provide medical 
and social services to the elderly. Then, sadly, he points out that 
older persons in trouble must choose between remaining in their 
own homes without help or receiving help—‘‘total help as it 
were in return for completely abandoning their place in the 
community.” 

He then examines in detail these various alternatives, none of 
them very happy, in the introduction to this seminar held at 
Duke University in 1972. 


F.J.B. 


Phenomenological, Existential, and Humanistic Psychologies: A 
Historical Survey, by Henryk Misiak, Ph.D., and Virginia 
Staudt Sexton, Ph.D. New York, Grune & Stratton, 1973, 151 
pp., no price listed { paper). 


Drs. Misiak and Sexton have performed a useful service in 
putting together this guide to the phenomenological, existential, 
and humanistic psychological literature. A guide is not a sub- 
stitute for a trip through this difficult literature, but it is a prep- 
aration and will also serve as an annotated bibliography for its 
recall. 


LESTON L. HAVENS, M.D. 
Boston, Mass. 


The Early Window: Effects of Television on Children and Youth, 
by Robert M. Liebert, Ph.D., John M. Neale, Ph.D., and Emily 
S. Davidson. New York, Pergamon Press, 1973, 185 pp., $9.50, 
$6.50 ( paper}. 


The authors are all in the department of psychology at the 
State University of New York at Stony Brook and have partici- 
pated in research done by the Television and Social Behavior 
Program of the National Institute of Mental Health. In this 
book they have accomplished a deft selection out of 5,000 pages 
of technical reports to compile a very readable and highly infor- 
a mative account of how television programs are put together for 
children and what the effects seem to be. 
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“It has been estimated that a child born today will, by the age 
of 18, have spent more time watching television than in any 
other single activity but sleep.” This, their opening statement, 
sets the stage for the authors’ presentation of what is fed to our 
youth, how they digest it, and what use is made of it. Careful 
studies make it clear that aggression is indeed one lasting effect 
of the highly volatile, action-packed content of the programs. 
Along with this go other more subtle effects such as the foster- 
ing of cultural illusions and impractical goals. The idea that 
programs of violence might be cathartic and hence beneficial is 
effectively scotched. 

The tremendous educational possibilities in television are 
pointed up, but the niggardly amounts of time and effort toward 
fulfilling this potential is a disgrace. The authors pull no 
punches in their accounts of the ways programs are selected and 
planned; apparently financial profit is the controlling motive. 
Revealing excerpts are provided from congressional and com- 
mittee hearings, and the pith of all research studies is presented 
in telling, often graphic, style. 

The book gives a fine, sophisticated insight into what goes on 
behind the screen in television today, as well as television’s 
subtle but considerable effects on our behavioral mores. 


ROBERT P. KEMBLE, M.D. 
Northampton, Mass. 


Child Psychiatry in the Soviet Union: Preliminary Observations, 
by Nancy Rollins, M.D. Cambridge, Mass., Harvard Univer- 
sity Press, 1972, 285 pp., $12.95. 


This is an excellent book: vivid in its observations, full and in- 
formative, comprehensive and well written. It is also the first 
book to be written in the United States on the subject of Soviet 
child psychiatry, the result of a pioneering four-month study in 
the Soviet Union on the part of an eminent American child psy- 
chiatrist. 

The scene in the USSR presents a great contrast to that in 
the United States. Freud is absent, an extraordinary silence. 
And the absence is not only that of Freud but of generations of 
Western soul searchers who felt that the mind was a deep, dark, 
complex, multidimensional, altogether marvelous, and awe- 
some place. There seem to be no children of Dostoevski in Rus- 
sian psychiatry. Psychodynamic formulations in any depth are 
barely evident, investigative psychotherapy apparently rare. 
Collectivization seems to have little to do with Western devel- 
opments in group dynamics. Russian concern for “incorrect” 
child rearing seems nowhere near our vast interest and invest- 
ment in parent-child relationships. Our adolescents’ budding 
sexuality, rebelliousness, and contemplation of life and the 
world might be considered pathological in Russia; our passive- 
dependent patients might be considered healthy there. To treat 


seems mostly to soothe, comfort, advise, medicate, structure, or 
bring into conformity. Their child psychiatry seems an amal- 
gam of nineteenth-century medicine, immediate political pres- 
sures, and “traditional Russian warmth and kindness—sensitiv- 
ity for people—in the best Russian humanitarian tradition.” 

To briefly summarize the contents of eight very rich chapters, 
chapter 1 discusses the origins of Soviet child psychiatry and so- 
cial perspectives on the Soviet child and his world; chapter 2, 
the organization and delivery of services, with substantial charts 
and descriptions of specific institutions visited by the author; 
chapter 3, diagnostic procedures, classifications, and more de- 
tailed discussions of each diagnostic entity; chapter 4, use of 
medications, physical therapies, inpatient regimens, speech 
therapy, and work therapy; chapter 5, types of psychotherapy; 
chapter 6, a brief discussion of training; chapter 7, a description 
of research projects; and chapter 8, a brief list of conclusions, 
suggestions for further study, and some discussion of the inter- 
relationships of culture and psychiatric theory. The appendices 
include valuable lists, charts, and case studies. 


M. Davip KURLAND, M.D. 
West Hartford, Conn. 


Current Issues in Adolescent Psychiatry, edited by Joseph C. 
Schoolar, Ph.D., M.D. New York, Brunner/Mazel, 1973, 262 
pp., $12.50. 


Adolescents have become significant by their presence as well 
as the number of opinions, conferences, and reports concerning 
them. We have witnessed the growth of a large body of writings 
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on adolescents in recent years. This identification and exam- 
ination of their characteristics have contributed as much to 
their identity as they have themselves. Nowhere better can this 
be seen than in Dr. Schoolar’s book. 

The volume is based on a symposium sponsored by the Texas 
Research Institute of Mental Sciences, which brought together 
30 professionals from the fields of psychiatry, psychology, soci- 
ology, public health, education, and law. The presentations are 
diverse and often unrelated. They range from descriptive and 
narrative reports to highly philosophical and speculative state- 
ments. This variation makes the volume interesting reading but 
lacking in any point of view. 

The overall effect of the book is to present the adolescent as a 
multifaceted creature who is the product of a complex social 
process. Identity is given to parts while the whole remains an 
enigma. The book makes the adolescent as complex as life and 
poses as many problems. The result is a volume of a journalistic 
nature rather than a cohesive statement on adolescence, in spite 
of Dr. Schoolar’s efforts to organize the different presentations 
into definitive groupings. 

Each of the papers can be read separately; more often than 
not they bear little relationship to each other. Their nature and 
quality vary and in some instances they repeat each other or 
present conflicting attitudes. Some of the material dealt with by 
the individual authors has been presented elsewhere. However, 
this fusion of information and points of view lends itself well to 
the stated objectives of the book as expressed in its title—to 
present some of the current issues in adolescent psychiatry. 


SoL NICHTERN, M.D. 
New York, N.Y. 
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Books Received 


This listing acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be reviewed 
as space permits, and copies of the reviews will be seni to the 
publishers. Books cannot be returned to the publishers. 


The Computer in Psychology, edited by Michael J. Apter and 
George Westby. New York, John Wiley & Sons, 1973, 295 ppe, 
$14.95. 


Insanity Defense, by Richard Arens. New York, Philosophical 
Library, 1974, 328 pp., $412.50. 


Biofeedback: Behavioral Medicine, edited by Lee Birk. New 
York, Grune & Stratton, 1974, 205 pp., $10.75. 


Creativity: Theory and Research, edited by Morton Bloomberg. 
New Haven, College & University Press, 1974, 359 pp., $12.50; 
$4.95 (paper). 


Successfully Yours, by Stephen A. Brennen. Coral Gables, Fla., 
Human Resources Development Unlimited, 1974, 158 pp., 
$7.95. 


Annual Review of the Schizophrenic Syndrome 1973, edited by 
Robert Cancro, M.D. New York, Brunner/ Mazel, 1974, 571 
pp., $17.50. 


Fundamentals of Logic, 2nd ed., by James D. Carney and Rich- 
ard K. Scheer. New York, Macmillan Co., 1974, 414 pp., $8.95. 


Serotonin in Down’s Syndrome, edited by Mary Coleman, M.D. 
New York, American Elsevier Publishing Co. (U.S. distrib- 
utor), 1974, 219 pp., $15.50. 


Behavior Pathology of Childhood and Adolescence, edited by 
Sidney L. Copel. New York, Basic Books, 1973, 482 pp., $15. 


Symposium on Love, edited by Mary Ellen Curtin. New York, 
Behavioral Publications, 1973, 236 pp., $9.95. 


Schizophrenia: The First Ten Dean Award Lectures, edited by 
Stanley R. Dean, M.D. New York, MSS Information Corp., 
1973, 315 pp., $12.95. 


A Handbook of Human Service Organizations, by Harold W. 
Demone, Jr., Ph.D., and Dwight Harshbarger, Ph.D. New 
York, Behavioral Publications, 1974, 571 pp., no price listed. 


Children and Adolescents: Interpretive Essays on Jean Piaget, 
2nd ed., by David Elkind. New York, Oxford University Press, 
1974, 186 pp., $6.95; $2.95 (paper). 


Endogene Depression: Funktionsstérungen und körperliche 
Grundlagen, by R. Elste, Dr. Med. Hamburg, Senior Verlag 
Emmendingen, 1973, 34 pp., no price listed (paper). 


Traité des hallucinations, vols. 1 and 2, by Henri Ey. Paris, Mas- 


son & Cie, 1973, 1502 pp., 440 F. 


Birthrights, by Richard Farson. New York, Macmillan Co., 
1974, 240 pp., $6.95. 


The Arctic Hysterias of the North Alaskan Eskimo, by Edward 
F. Foulks. Washington, D.C., American Anthropological Asso- 
ciation, 1972, 159 pp., $6.00; $3.00 (paper). 


How to Do Psychotherapy and How to Evaluate It: A Manual 
for Beginners, by John Mordechai Gottman and Sandra Risa 
Leiblum. New York, Holt, Rinehart and Winston, 1974, 180 
pp., no price listed (paper). 


Applied Psychology in Law Enforcement and Corrections, by 
Richard E. Hardy and John G. Cull. Springfield, Ill., Charles C 
Thomas, 1974, 228 pp., $9.95. 


The Elements of Programming Style, by Brian W. Kernighan 
and P.J. Plauger. New York, McGraw-Hill Book Co., 1974, 
137 pp., $2.95 {paper}. 


The Language of Psycho-Analysis, by J. LaPlanche and J.-B. 
Pontalis, translated by Donald Nicholson-Smith. New York, 
W.W. Norton & Co., 1974, 510 pp., $14.95. 


The Medium, the Mystic, and the Physicist: Toward a General 
Theory of the Paranormal, by Lawrence LeShan. New York, 
Viking Press, 1974, 299 pp., $8.95. 


The Art of Learning Medicine, by May H. Lesser. New York, 
Appleton-Century-Crofts (Prentice-Hall), 1974, 343 pp., 
$38.50. 


Contemporary Problems of Drug Abuse, edited by Peter A. 
Levin. Acton, Mass., Publishing Sciences Group, 1974, 196 pp., 
$14.95. 


Camping Therapy: Its Uses in Psychiatry and Rehabilitation, 
edited by Thomas Power Lowry, M.D. Springfield, Ili., Charles 
C Thomas, 1974, 132 pp., $7.75. 


Images of Hope: Imagination as Healer of the Hopeless, by Wil- 
liam F. Lynch, SJ. Notre Dame, Ind., University of Notre 
Dame Press, 1974, 319 pp., $2.95 (paper). 


Evaluation of Drug Education Programs, vol. 2: Catalog of 
DHEW Drug Education Programs and Materials 1972, pre- 
pared by Macro Systems, Inc. Acton, Mass., National Techni- 
cal Information Service and Publishing Sciences Group (dis- 
tributor}, 1972, 52 pp., no price listed (paper). 


Families & Family Therapy, by Salvador Minuchin. Cam- 
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_, bridge, Mass., Harvard University Press, 1974, 264 pp., $10. . 


Children in Play Therapy, by Clark Moustakas. New York, 
Ballantine Books, 1974, 232 pp., $1.65 (paper). 


The Growth of Human Behavior, 3rd ed., by Norman L.M unn 
under the editorship of the-late Leonard Carmichael. Boston, 
Houghton Mifflin Co., 1974, 463 pp., $11.95. 


Emergency Medical Services: Behavioral and Planning Per- 
| spectives, edited by John H. Noble, Jr., Ph.D., Henry Wechsler, 
Ph.D., Margaret E. LaMontagne, M.S.N., and Mary Anne 
Noble, D.N.Sc. New York, Behavioral Publications, 1973, 576 
pp., no price listed. 


Minutes of. the Vienna Psychðanalytic Society, vol. HI: 1910- 


1911, edited by Herman Nunberg and Ernst Federn. New York, 


- International Universities Press, 1974, 367 pp., $20. 


The Nature of Human Consciousness: A Book of Readings, ed- 
ited by Robert E. Ornstein. New York, Viking Press, 1974, 509 
pp., $15. i 


Normal Aging Il: Reports from the Duke Longitudinal Studies, 
1970-1973, edited by Erdman Palmore. Durham, N.C., Duke 
University Press, 1974, 307 pp., $11.50. 


- The Death & Rebirth of Psychology, by Ira Progoff. New York, 
- McGraw-Hill Book Co., 1974, 275 pp., $2.95 (paper). 


Depth Psychology & Modern Man, by Ira Progoff. New York, 
McGraw-Hill Book Co., 1974, 277 pp., $2.95 (paper). 


| The Symbolic & the Real, by Ira Progoff. New York, McGraw- 
Hill Book Co., 1974, 234 pp., $2.95 f paper]. 


- . Life History Research in’ Psychopathology, vol. 2, edited by 
_ Merrill Roff, Lee N. Robbins, and Max Pollack. Minneapolis, 
University of Minnesota Press, 1972, 280 pp., $10. 


- Homosexuality: A Changing Picture, edited by Dr. Hendrik M. 
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Ruitenbeek. New York, Humanities. Press (U.S. distributor), 
1973, 218 pp., $7.50. os l 


The Mind Possessed: A Physiology of Possession, Mysticism , 


and Faith Healing, by William Sargant: Philadelphia, J.B. Lip- 


pincott Co., 1974, 203 pp., $7.95. 


Child Psychiatry for Students, by F.H. Stone, M.B., Ch.B., and 


C. Koupernik, M.D. New York, Longman, 1974, 105 pp., $4 
(paper) - 


The Four Horsemen: Racism, Sexism, Militarism, and Social 
Darwinism, by Ethel Tobach, John Gianutsos, Howard R. To- 
poff, and Charles G. Gross. New York, Behavioral Publica- 
tions, 1974, 123 pp., $7.95. : 


Brain Control: A Critical Examination of Brain Stimulation and 
Psychosurgery, by Elliot S. Valenstein. New York, John Wiley 
& Sons, 1973, 399 pp., $10.95. 


The Diphenylbutylpiperidines. First North American Sympo- 
sium, 1972, edited by André Villeneuve, M.D., and Jean-Marc 
Bordeleau, M.D. Québec, Les Presses de l'Universite Laval, 


1973, 134 pp., no price listed (paper). 


Trauma and Symbolism, Monograph V of the Kris Study Group 
of the New York Psychoanalytic Institute; edited by Herbert F. 
Waldhorn, M.D., and Bernard D. Fine, M.D. New York, Inter- 
national Universities Press, 1974, 102 pp., $6. 


Health Organizations of the United States, Canada and Inter- 
nationally, 3rd ed., edited by Paul Wasserman and Joan Gie- 
secke. Washington, D.C.. McGrath Publishing Co., 1974, 249 
pp., $24. 


The Lesbian Myth, by Bettie Wysor. New York, Random 
House, 1974, 428 pp., $8.95. 


Youth: Transition to Adulthood. Report of the Panel on Youth of 
the President’s Science Advisory Committee. Chicago, Univer- 


sity of Chicago Press, 1974, 190 pp., $8.50; $1.95 (paper). 
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Adverse Reactions: Cardiovascular: hy- 
potension, hypertension, tachycardia, 
palpitation, arrhythmias, heart block, 
myocardial infarction, stroke. Psychi- 
atric: confusional states (especially in 
the elderly), hallucinations, disorienta- 
tion, delusions; anxiety, agitation; in- 
somnia and nightmares; hypomania; ex- 
acerbation of phychosis. Neurological: 
paresthesias of extremities; incoordina- 
tion, ataxia, tremors, peripheral neuro- 
pathy; extrapyramidal symptoms; sei- 
zures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and 
rarely associated sublingual adenitis; 
blurred vision, disturbance of accommo- 
dation, mydriasis; constipation, paraly- 
tic ileus; urinary retention, delayed mic- 
turition, hypotonic bladder. Allergic: 
skin rash, petechiae, urticaria, itching, 
photosensitization, edema (of face and 
tongue or general), drug fever. Hema- 
tologic: agranulocytosis, eosinophilia, 
purpura, thrombocytopenia. Gastrointes- 
tinal: anorexia, nausea and vomiting, 
epigastric distress, peculiar taste, ab- 
dominal cramps, diarrhea, stomatitis, 
black tongue. Endocrine: gynecomastia; 
breast enlargement and galactorrhea in 
the female; increased or decreased libi- 
do, impotence, testicular swelling; ele- 
vation or depression of blood sugar 
levels. Other: jaundice (simulating ob- 
structive), altered liver function; weight 
gain or loss; perspiration, flushing; uri- 
nary frequency, nocturia; parotid swell- 
ing; drowsiness, dizziness, weakness 
and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative 
of addiction, abrupt cessation after pro- 
longed therapy may produce nausea, 
headache and malaise. 

Dosage and Administration: The usual 
adult dose: 50 mg. three times daily; in- 
crease if necessary after 7 to 10 days to 
maximum of 200 mg. daily. Dosages 
above 200 mg. per day are not recom- 
mended. Maintenance: At a lower dose 
adequate tu maintain remission. Adoles- 
cent and geriatric patient dose: 25 to 50 
mg. daily if necessary. 

Overdosage: There is no specific anti- 
dote for desipramine, nor are there 
specific phenomena of diagnostic value 
characterizing poisoning by the drug. 
The principles of management of coma 
and shock by means of the mechanical 
respirator, cardiac pacemaker, monitor- 
ing of central venous pressure and regu- 
lation of fluid- and acid-base balance 
are well known in most medical centers. 
if heart failure is imminent, digitalize 
promptly. 


Manufactured by LAKESIDE LABORATORIES 
Division of Coigate-Palmolive Company 
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‘Mew APA Task Force Reports 
Behavior Therapy in Psychiatry 


This comprehensive report reviews the historical development of behavior therapy, its efficacy for the treat- 
ment of psychiatric problems, its current forms and uses as well as potential abuses, and its relationship to 
dynamic psychiatry. Approved for publication by the APA Council on Research and Development, the Report 
was prepared by a Task Force comprising Lee Birk, M.D., John Paul Brady, M.D., Alan J. Rosenthal, M.D., 
W. Douglas Skelton, M.D., Joseph B. Stevens, M.D., and Consultants Stephanie B. Stolz, Ph.D., Joseph V. 
Brady, Ph.D., Arnold A. Lazarus, Ph.D., James J. Lynch, Ph.D., and Edwin J. Thomas, Ph.D. 


Report No. 5 75 pages, June 1973 





Single copy $3.50 








Patterns of Private Psychiatric Practice 


The Present and Future Importance of Patterns of Private Psychiatric Practice in the 
Delivery of Mental Health Services 


This report marks the first formal statement the Association has ever issued delineating the vital role of its 
private practitioner members in the delivery of mental health services in the U.S. Contains sections on pat- 
terns of private practice, the economics of it, the impact of third party payments on it, its relation to the 
public sector, and an assessment of the overall contribution of the private sector to the treatment of mental 
illness. Stresses the theme that any national system for the delivery of mental health services must be a 
“balanced mix” of both the private and public sectors, each reinforcing the other. Approved for publication 
by the Council on Mental Health Services, the Report was prepared by a Task Force comprising Drs. Ewald 
Busse, Rogers J. Smith, Reed S. Andrus, Winston Cochran, Albert A. Lorenz, Robert L. Leopold, Louis W. 
Nie, and Consultants Alan |. Levenson, Zigmond M. Lebensohn, Walter E. Barton, and Mr. Robert L. 
Robinson. 


Report No. 6 29 pages, June 1973 Single copy $2.00 





Megavitamin and 
Orthomolecular Therapy in Psychiatry 


This comprehensive report reviews and evaluates claims for the effectiveness of the megavitamin rationale, 
clinical trials of NA and NAA with criticisms and attempts at replication, early clinical trials and attempts at 
replication, pellagra, schizophrenia and the question of NAD, the diagnosis of schizophrenia, patient selec- 
tion, and specific phase-treatment programs of orthomolecular psychiatrists, quantitative aspects of mega- 
vitamin therapy, incompatibility of Methyl-receptor and NAD positions, and toxicity. Published with the ap- 
proval of the Council on Research and Development, the Report was prepared by a Task Force comprising 
Drs. Morris Lipton, Thomas A. Ban, Francis J. Kane, Jerome Levine, and Consultant Richard Wittenborn, Ph.D. 


Report No. 7 54 pages, June 1973 Single copy $3.00 
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The psychiatric setting... 
and the role of TRIAVIL* 


The TRIAVIL Potential 


‘Treatment with TRIAVIL 
— a balanced view. 


a tranquilizer — 
antidepressant 


Iriavil 


Change, growth, and insight can flourish in this private and protected 
place, for seldom is the doctor-patient relationship more meaningful than 
in this psychotherapeutic setting. There are situations and stages, 
however, when time and talk are not enough... when the careful use of a 
psychotropic agent such as TRIAVIL can help accelerate recovery. 
Specifically, when TRIAVIL is part of the treatment program, you may 
anticipate these important therapeutic benefits: 


1. By relieving moderate to severe anxiety or agitation with depression, 
the patient may become more accessible and cooperative. 

2. As somatic manifestations of anxiety and depression are controlled, atten- 
tion may be focused on the underlying factors of the condition. 

3. While the psychotherapeutic process proceeds, symptomatic relief may 
enable the patient to function more effectively in his daily activities. 

In addition, since TRIAVIL combines a tranquilizer with an antidepressant, 

confused and troubled patients need remember to take only one type 

of tablet, rather than two. And patients are offered economical therapy 

compared to a tranquilizer and an antidepressant prescribed separately. 


Tablets TRIAVIL are available in four different combinations affording 
flexibility and individualized dosage adjustment. Close supervision of 
patients is essential, particularly until satisfactory remission has taken place. 
Suicide is inherent in any depressive illness so patients should not have 
easy access to large quantities of the drug. The drug may impair alertness 
and potentiate the response to alcohol. It should not be used during 

the acute recovery phase following myocardial infarction or given to 
patients who have received an MAOI within two weeks. TRIAVIL should 
be used with caution in glaucoma and in patients prone to urinary 
retention. It is contraindicated in CNS depression and in the presence of 
evidence of bone marrow depression. 


a potential aid in the psychotherapeutic process 
when patients exhibit moderate to marked anxiety 
or agitation with depression 


containing perphenazine and amitriptyline HC] 








IERCK For additional prescribing information, 
SHARI please turn to the following page. 
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when patients exhibit moderate to marked anxiety or agitation with depression 


‘Triavil 4-25 





Each tablet contains 
4 mg. perphenazine and 
25 mg. amitriptyline HCI 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg. perphenazine and 25 mg. amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2 mg. perphenazine and 10 mg. amitriptyline HCI 


TRIAVIL® 4-10: Each tablet contains 
4 mg. perphenazine and 10 mg. amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Centra! nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual in- 
crease in dosage until optimum response is achieved. Not 
recommended for use during acute recovery phase following myo- 
cardial infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. Patients with cardiovascular dis- 
orders should be watched closely. Tricyclic antidepressants, includ- 
ing amitriptyline HCI, particularly in high doses, have been reported to 
produce arrhythmias, sinus tachycardia, and prolongation of conduc- 
tion time. Myocardial infarction and stroke have been reported with 
tricyclic antidepressant drugs. Close supervision is required for hy- 
perthyroid patients or those receiving thyroid medication. Caution pa- 
tients performing hazardous tasks, such as operating machinery or 
driving motor vehicles, that drug may impair mental and/or physical 
abilities. Not recommended in children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise ex- 
plained, rise in body temperature may suggest individual intolerance 
to perphenazine, in which case discontinue 

If hypotension develops, epinephrine should not be employed, as 
its action is blocked and partially reversed by perphenazine. Phen- 
othiazines may potentiate the action of central nervous system de- 
pressants (opiates, analgesics, antihistamines, barbiturates, alcohol) 
and atropine. In concurrent therapy with any of these, TRIAVIL should 
be given in reduced dosage. May also potentiate the action of heat 
and phosphorous insecticides 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid st sat pret may have 
an exaggeration of such symptoms. The tranquilizing effect of TRIA- 
VIL seems to reduce the likelihood of this effect. When amitriptyline 
HCI is given with anticholinergic agents or sympathomimetic drugs, 
including epinephrine combined with local anesthetics, close super- 
vision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
were treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCl. 

Amitriptyline HCI may enhance the response to alcohol and the ef- 

fects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported. 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alne 
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Perphenazine: Side effects may be any of those reported with 
phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in el- 
derly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other al- 
lergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturoances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like ef- 
fect); reactivation of psychotic processes; catatonic-like states; au- 
tonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophi- 
lia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; hy- 
pertension; tachycardia; palpitation; myocardial infarction, 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Con- 
fusional states; disturbed concentration; disorientation; delusions; 
hallucinations; excitement; anxiety; restlessness; insomnia; night- 
mares; numbness, tingling, and paresthesias of the extremities; 
peripheral neuropathy; incoordination; ataxia; tremors; seizures; alter- 
ation in EEG patterns; extrapyramidal symptoms; tinnitus. An- 
ticholinergic: Dry mouth; blurred vision; disturbance of 
accommodation; constipation; paralytic ileus; urinary retention; dilata- 
tion of urinary tract. Allergic: Skin rash; urticaria; photosensitization; 
edema of face and tongue. Hematologic: Bone marrow depression 
including agranulocytosis; leukopenia; eosinophilia; purpura, throm- 
bocytopenia. Gastrointestinal: Nausea; epigastic distress; vomiting; 
anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male; 
breast enlargement and galactorrhea in the female; increased or 
decreased libido; elevated or lowered blood sugar levels. Other: Diz- 
ziness, weakness; fatigue; headache; weight gain or loss; increased 
perspiration; urinary frequency; mydriasis; drowsiness; jaundice; alo- 
pecia. Withdrawal Symptoms. Abrupt cessation after prolonged ad- 
ministration may produce nausea, headache, and malaise. These are 
not indicative of addiction. 

OVERDOSAGE: Treatment is symptomatic and supportive. However, 
the intravenous administration of 1-3 mg of physostigmine salicylate 
has been reported to reverse the symptoms of amitriptyline poison- 
ing. On this basis, in severe overdosage with perphenazine-ami- 
triptyline combinations, symptomatic treatment of central 
anticholinergic effects with physostigmine salicylate should be con- 
sidered. 


For more detailed information, consult your MSD MSD 
Representative or see full Prescribing Information. PaT, 


Merck Sharp & Dohme, Division of Merck & t0., n. ` 
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FROM THE UNREAL 


TO THE REAL 


With effective management 
of psychotic symptoms 


= Decreases delusions, auditory and 
visual hallucinations 
a Lessens unusual thought content, 
paranoid ideation 
=" Allays underlying fear, anxiety and tension 
= Controls hostility 
= Calms hyperactive behavior 


Before prescribing, see complete prescribing information in 
SK&F literature or PDR. The following is a brief summary. 


Indications 


Based on a review of this drug by the National Academy 
of Sciences — National Research Council and/or other 
information, FDA has classified the indications as 
follows: 





Effective: For the management of manifestations of 
psychotic disorders. For control of the manifestations of 
manic-depressive illness (manic phase). 

Probably effective: For the control of moderate to severe 
agitation, hyperactivity or aggressiveness in disturbed 
children. 

Possibly effective: For control of excessive anxiety, 
tension and agitation as seen in neuroses. 

Final classification of the less-than-effective indications 
requires further investigation. | 











Contraindications: Comatose states, presence of large 
amounts of C.N.S. depressants, or bone marrow depression. 


Warnings: Avoid using in patients hypersensitive (e.g., 
blood dyscrasia, jaundice) to any phenothiazine. Caution 
patients about activities requiring alertness (e.g., operating 
vehicles or machinery) especially during the first few days’ 
therapy. Avoid concomitant use with alcohol. May counter- 
act antihypertensive effect of guanethidine and related 
compounds. 

Use in pregnancy only when essential. There are reported 
instances of jaundice or prolonged extrapyramidal signs in 
newborn whose mothers had received chlorpromazine. 


©1967, 1968, 1969 SmithKline Corporation 
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THORAZINE 


iM" ZINE 


Precautions: Use cautiously in persons with cardiovascular, 
liver or chronic respiratory disease, or with acute respiratory 
infections. Due to cough reflex suppression, aspiration of 
vomitus is possible. May prolong or intensify the action of 
C.N.S. depressants, organophosphorus insecticides, heot, 
atropine and related drugs. (Reduce dosage of concomitant 
C.N.S. depressants.) Anticonvulsant action of barbiturates 

is not intensified. Antiemetic effect may mask signs of 

toxic drug overdosage or physical disorders. Discontinue 
high-dose, long-term therapy gradually. 


Patients on long-term therapy, especially high doses, should 
be evaluated periodically for possible adjustment or discon- 
tinuance of drug therapy. 


Adverse Reactions: Drowsiness, cholestatic jaundice, 
agranulocytosis, eosinophilia, leukopenia, hemolytic 
anemia, thrombocytopenic purpura and pancytopenia; 
postural hypotension, tachycardia, fainting, dizziness and, 
occasionally, a shock-like condition; reversal of epinephrine 
effects; EKG changes have been reported, but relationship 
to myocardial damage is not confirmed; neuromuscular 
(extrapyramidal) reactions; pseudo-parkinsonism, motor 
restlessness, dystonias, persistent tardive dyskinesia, 
hyperreflexia in the newborn; psychotic symptoms, 
catatonic-like states, cerebral edema; convulsive seizures; 
abnormality of the cerebrospinal fluid proteins; urticarial 
reactions and photosensitivity, exfoliative dermatitis, 
contact dermatitis; lactation and breast engorgement (in 
females on large doses), false positive pregnancy tests, 
amenorrhea, gynecomastia; hyperglycemia, hypoglycemia, 
glycosuria; dry mouth, nasal congestion, constipation, 
adynamic ileus, urinary retention, miosis, mydriasis; after 
prolonged substantial doses, skin pigmentation, epithelial 
keratopathy, lenticular and corneal deposits and pigmentary 
retinopathy, visual impairment; mild fever (after large 

I.M. dosage); hyperpyrexia; increased appetite and weight; 
a systemic lupus erythematosus-like syndrome; peripheral 
edema. 


NOTE: Sudden death in patients taking phenothiazines 
(apparently due to cardiac arrest or asphyxia due to 
failure of cough reflex) has been reported, but no causal 
relationship has been established. 


Supplied: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. and 
200 mg., in bottles of 100 and Single Unit Packages of 100. 
Spansule” capsules, 30 mg., 75 mg., 150 mg., 200 mg. and 
300 mg., in bottles of 50 and Single Unit Packages of 100. 
Injection, 25 mg./ml.; Syrup, 10 mg./5 ml.; Suppositories, 
25 mg. and 100 mg.; Concentrate, 30 mg./ml. and 100 
mg./ml. 


Smith Kline & French Laboratories 
Division of SmithKline Corporation 
Philadelphia, Pa. 19101 





Tablets: 
50 mg. of the HCI 
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Get through to 
the core of schizophrenia 





In controlled studies, Serenti! was found to... 

e substantially reduce the severity of thought 
disorder core symptoms (conceptual disorganiza- 
tion, hallucinatory behavior) 

e substantially reduce the severity of associated 
symptoms (emotional withdrawal, blunted affect, 
Suspiciousness) 

e substantially reduce the severity of anxiety and 
tension 

e beeffective in both acute and chronic schizophrenics 

e benefit many chronic patients refractory to previous 
medication 


Tablets, Concentrate and I.M. forms for dosage 
flexibility: Serentil is available in I.M. and liquid 
concentrate forms as well as four tablet strengths. 
Serentil offers the appropriate dosage form for 
acute as well as routine administration. 


Versatile in practice: Wide dosage range and 
availability in three dosage forms make Serentil 
useful for hospital administration through outpatient 
follow-up. 





`.. Remarkably low 
incidence of 
adverse reactions 
when compared 
with other 
phenothiazine 
compounds’ * 


Adverse reactions are less likely with Serentil than 
with other phenothiazines. However, in prescribing 
Serentil, please observe the same precautions as 
with other phenothiazines, including awareness of 
all adverse reactions observed with them. 


e Side effects are usually mild or moderate 

e Except for tremor and rigidity, adverse reactions 
are usually found in patients receiving high doses 
early in treatment 

e Low incidence of Parkinson’s Syndrome 

e Drowsiness and hypotension are the most prevalent 
side effects encountered 


Serentil 


(mesoridazine) 


( the besylate 





* Please see last page of ad for brief summary of full prescribing information, including 
contraindications, precautions and adverse reactions. 





Boehringer Ingelheim 
Boehringer Ingelheim Ltd. 
Elmsford, N.Y. 10523 


Get through to the 
core of schizophrenia 


Indication: Schizophrenia. 


Contraindications: Severe central nervous system depression, 
comatose states and hypersensitivity to the drug. 


Warnings: Administer cautiously and increase dosage gradually 

to patients participating in activities requiring complete mental 
alertness (e.g., driving). The safety of this drug in pregnancy has not 
been established; hence it should be given only when the antici- 
pated benefits exceed the possible risk to mother and fetus. Not 
recommended for use in children under 12 years of age since safe 
conditions for this use have not been established. Phenothiazines 
are capable of potentiating central nervous system depressants 
(e.g., anesthetics, opiates, alcohol, etc.) as well as atropine and 
phosphorus insecticides. 


Precautions: Ocular changes have been seen with other pheno- 
thiazines but, to date, have not been related to mesoridazine. Because 
of possible hypotensive effects, reserve parenteral administration for 
bedfast patients or acute ambulatory cases, and keep patient lying 
down for at least one-half hour after injection. Leukopenia and/or 
agranulocytosis have been attributed to phenothiazine therapy. A 
single case of transient granulocytopenia has been associated with 
mesoridazine. Patients receiving anticonvulsant medication should 
be continued on that regimen while receiving mesoridazine to 
prevent possible convulsive seizures. As with most medications, 

the dosage of mesoridazine should be adjusted to the needs of 

the individual and the lowest effective dosage should always be used. 


Adverse Reactions: Mesoridazine has demonstrated a remarkably 
low incidence of adverse reactions compared with other 
phenothiazine compounds. Drowsiness, Parkinson's syndrome, 
dizziness, weakness, tremor, restlessness, ataxia, dystonia, rigidity, 
slurring, akathisia, motoric reactions (opisthotonos). Dry mouth, 
nausea and vomiting, fainting, stuffy nose, photophobia, constipa- 
tion and blurred vision have occurred. Inhibition of ejaculation, 
impotence, enuresis, incontinence. Itching, rash, hypertrophic 
papillae of the tongue and angioneurotic edema. Hypotension, 
tachycardia, EKG changes. The following reactions have occurred 
with phenothiazines and should be considered: miosis, obstipation, 
anorexia, paralytic ileus. Erythema, exfoliative dermatitis, contact 
dermatitis. Agranulocytosis, leukopenia, eosinophilia, thrombocyto- 
penia, anemia, aplastic anemia, pancytopenia. Fever, laryngeal 
edema, angioneurotic edema, asthma. Jaundice, biliary stasis. 
Changes in terminal portion of the EKG, including prolongation of 
the Q-T interval, lowering and inversion of the T wave and appear- 
ance of a wave tentatively identified as a bifid T ora U wave have 
been observed with phenothiazines, including mesoridazine. These 


Serenitil 


mesoridazine 


as the besylate 


Now Available Only 
From Boehringer Ingelheim Ltd. 
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appear to be reversible and due to altered repolarization, not myo- 
cardial damage. While there is no evidence that these changes are 
in any way precursors of any significant disturbance of cardiac 
rhythm, several sudden and unexpected deaths apparently due to 
cardiac arrest have occurred in patients showing characteristic 
electrocardiographic changes while taking the drug. While pro- 
posed, periodic electrocardiograms would appear to be of ques- 
tionable value as a predictive device. Hypotension, rarely resulting 
in cardiac arrest has also been noted. Akathisia, agitation, motor 
restlessness, dystonic reactions, trismus, torticollis, opisthotonos, 
oculogyric crises, tremor, muscular rigidity, akinesia. 


As with all antipsychotics, tardive dyskinesia may appear on long- 
term therapy or after long-term therapy is discontinued. Risks seem 
to be greater in elderly patients on high dose therapy, especially 
females. Discontinue all antipsychotic agents if the symptoms 

of tardive dyskinesia syndrome appear. (See full prescribing 
information for description of the symptoms of the tardive 
dyskinesia syndrome.) 


Menstrual irregularities, altered libido, gynecomastia, lactation, 
weight gain, edema, false positive pregnancy tests. Retention, 
incontinence. Hyperpyrexia, behavioral effects suggestive of a 
paradoxical reaction, including excitement, bizarre dreams, 
aggravation of psychoses and toxic confusional states. Following 
long-term therapy, a peculiar skin-eye syndrome marked by 
progressive pigmentation of areas of the skin or conjunctiva 
and/or accompanied by discoloration of exposed sclera and 
cornea; stellate or irregular opacities of anterior lens and cornea 
Systemic lupus erythematosus-like syndrome. 


How Supplied: Jab/ets: 10 mg., 25 mg., 50 mg. and 100 mg. 
mesoridazine (as the besylate); bottles of 100. Ampu/s: 1 cc.[25 
mg. mesoridazine (as the besylate).] Inactive ingredients: disodium 
edetate, U.S.P., 0.5 mg.; sodium chloride, U.S.P., 7.2 mg.; carbon 
dioxide gas (bone dry) q.s.; water for injection, U.S.P., q.s. to 

1 cc.; boxes of 20 and 100. Concentrate: 25 mg. mesoridazine 

(as the besylate) per cc. Amber glass bottles of 4 fl. oz. (163A 1/74) 


For complete details, please see the full prescribing information. 
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MENTAL HEALTH 
ON THE CAMPUS 





By Raymond M. Glasscote Floyd D. Turner 
Michael E. Fishman Bernard L. Bloom 
Clifford B. Reifler Samuel Pearlman 
James Raybin E. Robert Sinnett 


". . . A most significant, objective explication of campus mental health. | endorse it wholeheartedly.” 


—Dana Farnsworth 


In the hope of stimulating interest in creating support services for students experiencing any form of 
emotional or behavioral crisis, the Joint Information Service undertook to survey the numerous helping re- 
sources being provided at a selected group of colleges of widely varying characteristics. To do so it enlisted 
the talents of several of the most distinguished and accomplished practitioners in university mental health 
services. After extensive investigation, six schools outstanding for their mental health networks, plus a unique 
facility that contracts psychiatric treatment and consultation to more than a score of schools, were chosen for in- 
tensive study. Each program was visited by the authors, who interviewed not only the staff of the formal mental 
health services but representatives of the administration, housing, religious and many other kinds of activities 
and programs, faculty members, student leaders, and students who had utilized the mental health services. 
Consistently the interviews revealed some startling changes in campus interests and values during the year or 
two preceding the visits. In response to student demands, most of the schools had added seminars and lectures 
on marriage preparation and sexuality, with the result, at one school, of an almost ninety percent reduction in 
unplanned pregnancies. There was various tentative evidence that on the one hand drug usage, overall, had 
passed its peak, but on the other that marijuana use had been considerably incorporated into the social fabric 
of most of the schools. 

The volume describes many specific services which support and enhance the emotional well-being of students. 
There are also detailed descriptions of the formal mental health services, including various approaches to in- 
dividual and group treatment, medication, and provisions for hospitalization. 

These and many other aspects of the emotional life of the campus are discussed in this volume, both in an 
overview of the contemporary college scene in America, and in detailed individual descriptions of the schools 
with their impressive range of supporting services. 
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A CHANGE 
FOR THE BETTER ai 


IN 
= CLINICAL DEPRESSION 


Even before optimal 
antidepressant effect becomes 
evident, Sinequan (doxepin HCI) can 
help the clinically depressed patient 
sleep better and feel less anxious. 
That's because Sinequan provides 
prompt sedative activity and marked 
antianxiety relief, in addition to its 
Significant antidepressant effect. 

But that’s not all. Its incidence of 
cardiovascular effects Is low. 
Tachycardia and hypotension are 
infrequent. (Drowsiness is the most 
common side effect.) Moreover, 
Sinequan, unlike other tricyclic 
antidepressants, does not generally 
affect the activity of guanethidine 
and similarly acting compounds at ce 
usual clinical doses (75-150 mg. per day). 4 tm m 


Sinequan —it could mean a change saap 
for the better. Pres N 


SINEQU 


DOXPN HC 


25-mg., 50-mg. and new 100-mg. capsules 
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(See Brief Summary on following page for information on adverse 
reactions, contraindications, warnings and precautions.) 
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DOXEPIN HCI 


25-mg., 50-mg. and new 100-mg. capsules 


BRIEF SUMMARY 

Sinequan® (doxepin HCI) Capsules 

Contraindications. Sinequan is contraindicated in individuals who have shown 
hypersensitivity to the drug. 

Sinequan is contraindicated in patients with glaucoma or a tendency to uri- 

nary retention. 
Warnings. Usage in Pregnancy: Sinequan has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal re- 
productive studies have not resulted in any teratogenic effects. 

Usage in Children: The use of Sinequan in children under 12 years of age is 
not recommended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported fol- 
lowing the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cautious 
initiation of therapy with Sinequan. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being used, the length of time it 
has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes} are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 mg. 
per day, Sinequan can be given concomitantly with guanethidine and related 
compounds without blocking the antihypertensive effect. At doses of 300 mg. 
per day or above, Sinequan does exert a significant blocking effect. In addition, 


Sinequan (doxepin HCI) was similar to the other structurally related psycho- 
therapeutic agents as regards its ability to potentiate norepinephrine response 
in the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usu- 
ally occurs early in the course of treatment, and tends to disappear as therapy 
is continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg,/day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients have 
been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to three 

weeks, antianxiety activity is rapidly apparent. 
Supply. Sinequan is available as capsules containing doxepin HCI equivalent 
to 10 mg., 25 mg., 50 mg., and 100 mg, of doxepin in bottles of 100, 1000, and 
unit-dose packages of 100 (10 x 10's). 

More detailed professional information available on request. 
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Mental Illness 
in 
Later Life 


by Ewald W. Busse, M.D. 
Eric Pfeiffer, M.D. 


A comprehensive, practical guide for the practicing physician about the emotional problems of the 
aged patient. Included are pragmatic suggestions for interviewing, diagnosis, treatment, and sup- 
portive care, with consideration of social, cultural, and psychological factors. A special 
Question-and-Answer section is a valuable supplement. 


“The 12 well written chapters of this book, all by knowledgeable investigators in the field of geriatric 
mental illness, offer both an overall review of the current status of the field and more detailed infor- 
mation on such specialized topics as the demography of aging, the epidemiology of geriatric 
mental disorder, diagnostic procedures of the evaluation of brain impairment, social and psycho- 
logical aspects of mental illness in the aged, insurance coverage for mental illness in later life, 
organic and functional geriatric mental disorders, physical changes with aging and their relation- 
ship to mental functioning, and institutional and ambulatory treatment of the aged mentally ill. 
The content and approach make the volume appropriate and useful reading both for psychiatrists, 
who have paid too little attention to the psychiatric problems of the aged, and for social workers, 
psychologists, nurses, and other personnel who deal with the elderly mentally ill. Pragmatic sug- 
gestions are made for interviewing, diagnosis, treatment, and supportive care, and there is ade- 
quate emphasis on social, psychologic, and cultural factors. The Question and Answer section of 
the book is an especially valuable supplement, especially to readers whose interest is primarily 








ragmatic.” 

peog ALEXANDER SIMON, M.D. 
Professor and Chairman 
Department of Psychiatry, 
University of California, School 
of Medicine, San Francisco 

308 pages $7.00 for paperback/$9.00 for case-bound 

Please send me —— ~~ copy(ies) of Mental Illness in Later Life. 

Paperback @ $7.00 ea. (order # 188) 
—__________ Case-bound @ $9.00 ea. (order # 188-1) 

(Please Print) C] Bill Me C] Check Enclosed 

Name 

Address 

City State Zip 


Send Coupon to: American Psychiatric Association 
Publications Sales 
77" Eighteenth St., N.W. 
D.C. 20009 574AJP 








She just doesn’t respond to 
things. No interest. No energy. 
Discouraged. 

It may be mild depression. 


She needs help...and she needs it 


now. 
Counsel and reassurance 


may suffice. But if you decide 
supportive medication is indi- 
cated, Ritalin can offer prompt 
benefit. 






Ritalin usually begins to act 
with the very first dose...boosts 
spirits and brightens mood...helps 
the patient get moving again. And 
Ritalin is generally well tolerated, 
even by older and convalescent 
patients. However, Ritalin should 
not be used for severe depression. 

When Ritalin works, one 
prescription may be enough... 
to help provide an answer to mild 
depression. 


(methylphenidate) 
helps the patient 








respond in mild depression’ 


Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 

Based on a review of this drug by the 
National Academy of Sciences-National 
Research Council and/or other information, 


FDA has classified the indication as follows: 
“Possibly” effective: Mild depression 

Final classification of the less-than-effective 
indications requires further investigation. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also 
contraindicated in patients known to be 
hypersensitive to the drug and in patients with 
glaucoma. 


WARNINGS 

Ritalin should not be used in children under 
six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available. 
Although a causal relationship has not been 
established, suppression of growth (ie, weight 
gain and/or height) has been reported with 
long-term use of stimulants in children. 
Therefore, children requiring long-term 
therapy should be carefully monitored. 
Ritalin should not be used for severe depres- 
sion of either exogenous or endogenous origin 
or for the prevention of normal fatigue states. 
Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of 
anticonvulsants and Ritalin has not been 
established. If seizures occur, Ritalin should 
be discontinued. 

Use cautiously in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all patients taking Ritalin, 
> i those with hypertension. 
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guanethidine. Use cautiously with pressor 
agents and MAO inhibitors. Ritalin may inhibit 
the metabolism of coumarin anticoagulants, 
anticonvulsants (phenobarbital, diphenylhy- 
dantoin, primidone), phenylbutazone, and 
tricyclic antidepressants (imipramine, des- 
ipramine). Downward dosage adjustments of 
these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to 
establish safe use of Ritalin during pregnancy 
have not been conducted. Therefore, until 
more information is available, Ritalin should 
not be prescribed for women of childbearing 
age unless, in the opinion of the physician, the 
potential benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those 
with a history of drug dependence or 
alcoholism, because such patients may 
increase dosage on their own initiative. 


Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse. Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be 
unmasked. Long-term follow-up may be 
required because of the patient’s basic 
personality disturbances. 





PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS 

Nervousness and insomnia are the most 
common adverse reactions but are usually 
controlled by reducing dosage and omitting 

the drug in the afternoon or evening. Other 
reactions include: hypersensitivity (including 
skin rash, urticaria, fever, arthralgia, exfoliative 


ctive for this indication. See brief prescribing intormation. 


dermatitis, erythema multiforme with 
histopathological findings of necrotizing 
vasculitis, and thrombocytopenic purpura); 
anorexia; nausea; dizziness; palpitations; 
headache; dyskinesia; drowsiness; blood pres- 
sure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; 
abdominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not 
been established, the following have been 
reported in patients taking this drug: leuko- 
penia and/or anemia; a few instances of scalp 
hair loss. 

In children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 


DOSAGE AND ADMINISTRATION 

Adults 

Administer orally in divided doses 2 or 3 times 
daily, preferably 30 to 45 minutes before 
meals. Dosage will depend upon indication 
and individual response. 

Average dosage is 20 to 30 mg daily. Some 
patients may require 40 to 60 mg daily. In 
others, 10 to 15 mg daily will be adequate. The 
few patients who are unable to sleep if medica- 
tion is taken late in the day should take the 
last dose before 6 p.m. 


HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 

500 and 1000. 

Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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Before prescribing, please consult complete 
product information, a summary of which 
follows: 

Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 

e Contraindications: Patients with known 
hypersensitivity to the drug. 

Warnings: Caution patients about possible 
combined effects with alcohol and other CNS 
depressants. As with all CNS-acting drugs, 
caution patients against hazardous occupations 
requiring*complete mental alertness (e.g., 


Heightened levels of obstructive anxiety are often 
encountered during the initial stages of psychotherapy. At 
such times, the antianxiety action of Librium can facilitate 
verbal communication and development of productive 
rapport between physician and patient. Since Librium, in 
recommended dosage, does not usually impair the patient’s 
mental acuity, it enables him to respond during the vitally 
important introductory sessions. 


Librium (chlordiazepoxide HCI) 
helps reduce “anxiety block” 
usually without impairing 
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operating machinery, driving). Though physical 
and psychological dependence have rarely 
been reported on recommended doses, use 
caution in administering to addiction-prone 
individuals or those who might increase dos- 
age; withdrawal symptoms (including convul- 
sions), following discontinuation of the drug 
and similar to those seen with barbiturates, 
have been reported. Use of any drug in preg- 
nancy, lactation or in women of childbearing 
age requires that its potential benefits be 
weighed against its possible hazards. 
Precautions: In the elderly and debilitated, 
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Librium (chlordiazepoxide HCI) 
helps relieve excessive anxiety 


As treatment progresses, the psychoneurotic patient 
can often discuss his problems freely up to a certain point. 
But as more disturbing psychic material comes under exami- 
nation, anxiety may again rise sharply, creating resistance 

to further exploration. During this phase, adjunctive use 

of Librium can relieve the excessive anxiety and thus help the 
patient to handle the emotional impact of emerging insights. 
Librium may be administered to reduce anxiety without 
completely extinguishing emotional response. 
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and in children over six, limit to smallest effec- 
tive dosage (initially 10 mg or less per day) to 
preclude ataxia or oversedation, increasing 
gradually as needed and tolerated. Not recom- 
mended in children under six. Though generally 
not recommended, if combination therapy with 
other psychotropics seems indicated, carefully 
consider individual pharmac~'ngic effects, 
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7 been reported in psychiatric patients and 


hyperactive aggressive children. Employ usual 
precautions in treatment of anxiety states with 
evidence of impending depression; suicidal 
tendencies may be present and protective 
measures necessary. Variable effects on blood 
coagulation have been reported very rarely in 
patients receivir-™*" sdrug and oral anticoagu- 
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nation phase: 
Librium (chlordiazepoxide HCI) helps 
ease separation anxiety 


The knowledge that he will soon be essentially “on his 
own” may cause a resurgence of the patient’s original 
excessive anxiety. If indicated, Librium may be a valuable 
adjunct for a limited period. Its antianxiety effect may help 
the patient to become better able to act constructively, 
DN to apply his hard-won insights. In all stages of psychotherapy, 
TA į once anxiety has been reduced to manageable levels, Librium 
A F1 should be discontinued. 


A 





instances by proper dosage adjustment, but 
are also occasionally observed at the lower 
dosage ranges. In a few instances syncope has 
been reported. Also encountered are isolated 
instances of skin eruptions, edema, minor 
menstrual irregularities, nausea and constipa- 
tion, extrapyramidal symptoms, increased and 
decreased libido—all infrequent and generally 
controlled with dosage reduction; changes in 


EEG patterns (low-voltage fast activity) may 
_. opear during and after treatment; blood 


dyscrasias (including agranulocytosis), jaun- 
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(chlordiazepoxide HCI) 


up to 100 mg daily in severe anxiety 


occasionally, making periodic blood counts and 
liver function tests advisable during protracted 
therapy. 

Supplied: Librium® Capsules containing 
5 mg, 10 mg or 25 mg chlordiazepoxide HCI. 
Libritabs® Tablets containing 5 mg, 10 mg or 
25 mg chlordiazepoxide. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 Š 
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ELAVI 


(AMITRIPTYLINE HCI|MSD) 
useful i in many 
therapeutic settings 








In the psychiatrist’s office. Whatever other ther- 
apeutic facilities have been developed, the psychi- 
atrist’s office still represents the setting in which the 
psychoanalytic process recognizes its fullest poten- 
tial. Frequently, however, an antidepressant must be 
employed to foster a working therapeutic relation- 
ship. With effective symptomatic relief often pro- 
vided by ELAVIL (Amitriptyline HCl, MSD), 
depressed patients may be able to concentrate on 
underlying factors instead of somatic manifestations. 





In the general hospital. The general hospital 
today usually provides a psychiatric unit where 
depressed patients may be treated. Here, too, the 
symptomatic relief ELAVIL often provides can be 
a valuable part of total treatment. As depressive 
symptoms are relieved, for example, patients may 
take advantage of the therapeutic activities offered 
and, even more important, may be discharged 
sooner and treated on an outpatient basis. 





In the outpatient clinic. With follow-up treatment 
often necessary for three months or longer, ELAVIL 1s 
highly effective in maintaining relief, especially in pa- 
tients who responded well to higher doses while hos- 
pitalized. As a result, these patients may continue to 
function in their daily activities. 





In the mental hospital. Here where severely depressed patients present 
challenges for psychiatrist and staff alike, the usefulness of ELAVIL is in- 
creased by the 50-mg tablet that provides the higher doses often required 

and by the injectable form for more rapid effect. 


In the community mental health center. 
Aremarkable innovation in the field of modern 
' psychiatry, this center offers a unique setting 
mie for treating patients with clinically significant 
i n depression. Here, too, ELAVIL often proves 
to be a true asset to the psychiatrist by pro- 
viding highly effective symptomatic relief that 
can encourage communication, support the 
psychotherapeutic relationship, and acceler- 
ate the achievement of desired therapeutic 
goals. 





ELAVIL should not be used during the acute recovery phase following myo- 
cardialinfarction, inpatients hypersensitive to it or in those who have 
received an MAOI within two weeks. Since suicide is a possibility in any 
depressive illness, patients should not have access to large quantities of the 
drug. Concurrent electroshock therapy may increase hazards associated with 
such therapy. Patients with cardiovascular disorders should be watched 
closely. The drug may impair mental or physical abilities required in hazard- 
ous tasks and may potentiate the effects of alcohol. 


In many therapeutic settings—one proven antidepressant 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 


(AMITRIPTYLINE HCl | MSD) | 
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(AMITRIPTYLINE HCI | MSD) 


dosage forms for differing 
patient needs 


25 mg (yellow) 
As) This tablet may prove useful for most 
outpatients, who generally do well on 
l 25 mg three times a day. This dosage may 
be increased to a total of 150 mg a day. Dosage in- 
creases are made preferably in the late afternoon or 
at bedtime. The sedative effect may be apparent be- 
fore the antidepressant effect is noted. An adequate 
therapeutic effect may take as long as 30 days to 
develop. 


50 mg (beige) 
The 50-mg tablet may be indicated when- 
ever higher dosages are required, as for 
example when increases are necessary in 
the late afternoon or bedtime doses. It may also be 
convenient for many hospitalized patients who may 
need 100 mg a day initially. In these patients, dosage 
may be increased gradually to 200 mg a day if nec- 
essary. A small number of hospitalized patients may 
need as much as 300 mg a day. 


10 mg (blue) 
Because lower doses are generally recom- 
mended for adolescents and elderly pa- 
l tients, the 10-mg tablets may be most 
serviceable. Ten mg three times a day with 20 mg 
at bedtime may be satisfactory in adolescent and 
elderly patients who do not tolerate higher dosages. 


INJECTION 
10 mg per ml 


For patients unable or unwilling to take 
tablets, the injectable form may be suit- 
able initially. The tablets should replace the 
injection as soon as possible. Initial intra- 
muscular dosage is 20 to 30 mg (2 to 3ml) 
four times a day. When Injection ELAVIL 
is administered intramuscularly, the effects may ap- 
pear more rapidly than with oral administration. 





Usage in Children: In view of the lack of experience in 
children, this drug is not recommended at the pres- 
ent time for patients under 12 years of age. 


Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HCI cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure. 
Patients with cardiovascular disorders should be watched closely; arrhythmias, 
sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration-of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 


When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 


Adverse Reactions: Wote: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascu/ar: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. A//ergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hemato/ogic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Treatment is symptomatic and supportive. However, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of amitriptyline poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 
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Three new JIS publications: 
THE TREATMENT OF DRUG ABUSE — 


Programs, Problems, Prospects 
AUTHORS: Raymond Glasscote, Jerome H. Jaffe, James N. Sussex, John Ball, Leon Brill 


What can a community that wants to do something about a perceived drug abuse problem reasonably expect to get for 
its efforts? That is the question the authors undertook to answer through a field study that consisted of visits to nine 
programs operating more than forty facilities and components for various categories of persons who use drugs — 
mainly narcotics. They conclude that no single one of the presently available approaches can be expected to be success- 
ful with more than a small percentage of the drug-abusing population, and all approaches combined will have an ‘‘undoubt- 
edly limited’ effect. Rather than take a position for or against any particular treatment approach, they discuss the 
positive and negative features of each. A wealth of significant detail is provided about a number of well-known pro- 
grams, with an objectivity that has been altogether too rare in this field. The authors set forth one reasonable sequence 
that might be followed by communities seeking to establish various drug treatment resources that will be appropriate 
for their particular needs. 

. an excellent guide to the treatment of drug addiction for those wishing to learn about the field and for those 


interested in its evaluation. = Racial Science &. Medicinu 


. a well-written, authoritative source of invaluable information that should be read by physicians, politicians, and 
community leaders. —Journal of the American Medical Association 


250 pages $7.00 


CHILDREN AND MENTAL HEALTH CENTERS — 


Programs, Problems, Prospects 
AUTHORS: Raymond Glasscote, Michael Fishman, Meyer Sonis 


This tenth in a series of Joint Information Service field studies of mental health programs focuses on the efforts of fed- 
erally assisted mental health centers to meet the needs of children and adolescents, both through direct treatment services 
and through consultation programs that seek to enhance the competence of numerous kinds of persons who have an 
important influence on the lives of children. Based on visits by the authors and consultants to eight outstanding 
programs, this volume also incorporates the findings of a questionnaire survey to all federally supported community mental 
health centers. It also provides a full but concise history of treatment efforts for young people in this country, and, 
most important, it sets forth a hypothetical comprehensive program that is broader than any single program presently 
operating in the United States. 

257 pages $7.00 


ELEVEN INDICES 


PREPARED BY Charles Kanno 


This “aid in reviewing state and local mental health and hospital programs” is a successor to the long-established Fifteen 
Indices, published by the Joint Information Service since 1956. The new version eliminates some of the indices that are no 
longer applicable in view of changes in the mental health delivery system, adds new ones, and uses a different reporting 
form for others. It provides state-by-state data for expenditures for mental health programs, hospitalization rates, re- 
habilitated mental illness clients, percent of population living in community mental health center catchment areas, and so 
on. In addition, a separate profile is provided for each state, indicating its performance against the national averages. 
83 pages $4.00 


Published by 


The Joint Information Service 
of the American Psychiatric Association 
and the National Association for Mental Health 


Please send me: 





___ copy(ies) of The Treatment of Drug Abuse, Order #197, @ $7.00 each (casebound) 
copy(ies) of Children and Mental Health Centers, Order #172, @ $7.00 each (casebound) 
copy(ies) of Eleven Indices, Order #212, @ $4.00 each (paperbound) 

OR —_————— ONE COPY EACH OF ALL THREE FOR $15.00. 
C] Bill me C] Check enclosed 

(PLEASE PRINT) 

Name 

Address 
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Send coupon to: AMERICAN PSYCHIATRIC ASSOCIATION 


Publications Services Division 
ghteenth Street, N.W. 574AJP 
oo é : D.G. : 20009 
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Productive again. 


By helping to reduce the relatively rare with Navane. 
frequency and intensity of Extrapyramidal symptoms 
psychotic symptoms, Navane have been reported, but 
(thiothixene) often permits are usually controlled by 
resumption of more normal, reduction in dosage 


more productive living. and/or administration of 

The antipsychotic antiparkinson drugs. 
effectiveness of Navane— Once you've controlled 
with relatively little acute psychosis or psychotic 
drowsiness—helps patients depression, some patients can 
remain more active, more be maintained on a simple 
alert, better able to meet the once-a-day dose. This once-a- 
ordinary demands of life. day regimen can reduce the 


Cardiovascular side effects risk of missed 


such as hypotension and doses withno RO@RIG Gp 
nonspecific EKG changes are loss of efficacy. ne er Nansen toon e" 
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(thiothixene) (thiothixene hydrochloride) 


Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg./Corfcentrate 5 mg./cc. 
: Once-a-day- to help control 
symptoms of psychosis 


i . For prescribing information: imcluding adverse reactions and contraindications please see following page of this advertisement. 
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Navane’ (thiothixene) (thiothixene hydrochloride) ` 


PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg. 
(thiothixene hydrochloride) 

Concentrate 5 mg./cc., Intramuscular 2 mg./ce. 
Actions. Navane is a psychotropic agent of the 
thioxanthene series. Navane possesses certain 
chemical and pharmacological similarities to the 
piperazine phenothiazines and differences from the 
aliphatic group of phenothiazines. Navane’s mode 
of action has not been clearly established. 
Indications. Navane is effective in the manage- 
ment of manifestations of psychotic disorders. 
Contraindications. Navane is contraindicated in 
patients with circulatory collapse, comatose states, 
central nervous system depression due to any 
cause, and blood dyscrasias. Navane is contra- 
indicated in individuals who have shown hyper- 
sensitivity to the drug. It is not known whether 
there is a cross-Sensitivity between the thioxan- 
thenes and the phenothiazine derivatives, but this 
possibility should be considered. 

Warnings. Usage in Pregnancy — Safe use of 
Navane during pregnancy has not been estab- 
lished. Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the treat- 
ment exceed the possible risks to mother and 
fetus. Animal reproduction studies and clinical 
experience to date have not demonstrated any 
teratogenic effects. 

In the animal reproduction studies with Navane 
(thiothixene), there was some decrease in concep- 
tion rate and litter size, and an increase in resorp- 
tion rate in rats and rabbits, changes which have 
been similarly reported with other psychotropic 
agents. After repeated oral administration to rats 
(5 to 15 mg./kg./day), rabbits (3 to 50 mg./kg./ 
day), and monkeys (1 to 3 mg./kg./day) before 
and during gestation, no teratogenic effects were 
seen. (See Precautions.) 

Usage in children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially haz- 
ardous tasks such as driving a car or operating 
machinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tioned accordingly. 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol. 
Precautions, An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
(thiothixene) may mask signs of overdosage of 
toxic drugs and may obscure conditions such as 
intestinal obstruction and brain tumor. 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should be 
used in patients with a history of convulsive dis- 
orders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Al- 
though Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is adminis- 
tered concurrently. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other than 
anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution in 
patients who are known or suspected to have glau- 
coma, or who might be exposed to extreme heat, 
or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular 
disease. 

Also, careful observation should be made for 
pigmentary retinopathy and lenticular pigmenta- 
tion (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
{[thiothixene] for prolonged periods). Blood dys- 
crasias (agranulocytosis, pancytopenia, thrombo- 
cytopenic purpura), and liver damage (jaundice, 
biliary stasis), have been reported with related 
drugs. 

Undue exposure to sunlight should be avoided. 
Photosensitive reactions have been reported in 
patients on Navane. 

Intramuscular Administration—As with all in- 
tramuscular preparations, Navane (thiothixene hy- 
drochloride) Intramuscular should be injected well 
within the body of a relatively large muscle. The 
preferred sites are the upper outer quadrant of 
the buttock (i.e., gluteus maximus) and the mid- 
lateral thigh. 

The deltoid area should be used only if well 
developed such as in certain adults and older chil- 
dren, and then only with caution to avoid radial 
nerve injury. Intramuscular injections should not 
be made into the lower- and mid-thirds of the 
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Capsules: 1 mg., 2 mg., 
5 mg., 10 mg., 20 mg. 


upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent 
injection into a blood vessel. 

Adverse Reactions. Note; Not all of the follow- 
ing reactions have been reported with Navane. 
However, since Navane has certain chemical and 
pharmacologic similarities to the phenothiazines, 
all of the known side effects and toxicity associ- 
ated with phenothiazine therapy should be borne 
in mind when Navane (thiothixene) is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness and syncope. In the event 
hypotension occurs, epinephrine should not be 
used as a pressor agent since a paradoxical fur- 
ther lowering of blood pressure may result. Non- 
specific EKG changes have been observed in some 
patients receiving Navane. These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The clinical significance 
of these changes is not known. 

CNS effects: Drowsiness, usually mild, may 
occur, although it usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears to be similar to that of the piperazine 
group of phenothiazines, but less than that of 
certain aliphatic phenothiazines. Restlessness, agi- 
tation and insomnia have been noted with Navane. 
Seizures and paradoxical exacerbation of psy- 
chotic symptoms have occurred with Navane in- 
frequently. 

Hyperreflexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

In addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dystonia have been 
reported. Management of these extrapyramidal 
symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent. More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: Although not re- 
ported with Navane, certain antipsychotic agents 
have been associated with persistent dyskinesias, 
Tardive dyskinesia may appear in some patients 
on long term therapy or may occur after drug 
therapy has been discontinued. The risk seems to be 
greater in elderly patients on high dose therapy, 
especially females. The symptoms are persistent 
and in some patients appear to be irreversible. 
The syndrome is characterized by rhythmical in- 
voluntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involun- 
tary movements of extremities. 

There is no known effective treatment for tar- 
dive dyskinesia; antiparkinsonism agents usually 
do not alleviate the symptoms of this syndrome. 
It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, 
or increase the dosage of the agent, or switch to 
a different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transami- 
nase and alkaline phosphatase, usually transient, 
have been infrequently observed in some patients. 
No clinically confirmed cases of jaundice attrib- 
utable to Navane (thiothixene) have been reported. 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, 
photosensitivity and rare cases of anaphylaxis 
have been reported with Navane. Although not 
experienced with Navane, exfoliative dermatitis 
and contact dermatitis (in nursing personnel) have 
been reported with certain phenothiazines. 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
small percentage of females receiving Navane, If 
persistent, this may necessitate a reduction in dos- 
age or the discontinuation of therapy. Phenothia- 
zines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweat- 
ing, increased salivation, and impotence have 
occurred infrequently with Navane therapy. Phe- 
nothiazines have been associated with miosis, my- 
driasis, and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anove %is 
nausea, vomiting, diarrhea, increase in 2pow. 
and weight, weakness or fatigue, polydit, 


Concentrate: 5 mg./cc. 
Intramuscular: 2 mg./cc. 


peripheral edema. 

NOTE: Sudden deaths have occasionally been 

reported in patients who have received certain 
phenothiazine derivatives. In some cases the cause 
of death was apparently cardiac arrest or asphyxia 
due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be 
established that death was due to phenothiazine 
administration because safe conditions for its use 
have not been established. 
Dosage and Administration. Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, 
based on patient response. 

Usage in children under 12 years of age is not 
recommended. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of behavior is desirable, the intramus- 
cular form of Navane (thiothixene hydrochloride) 
may be indicated. It is also of benefit where the 
very nature of the patient’s symptomatology, 
whether acute or chronic, renders oral administra- 
tion impractical or even impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medi- 
cation, the usual dose is 4 mg. of Navane Intra- 
muscular administered 2 to 4 times daily. Dosage 
may be increased or decreased depending on re- 
sponse. Most patients are controlled on a total 
daily dosage of 16 to 20 mg, The maximum rec- 
ommended dosage is 30 mg./day. An oral form 
should supplant the injectable form as soon as 
possible. lt may be necessary to adjust the dosage 
when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for 
Navane Capsules and Concentrate appear in the 
following paragraphs. 

Navane Capsules: Navane Concentrate—In 
milder conditions, an initial dose of 2 mg. three 
times daily. If indicated, a subsequent increase to 
15 mg./day total daily dose is often effective. 

In more severe conditions, an initial dose of 
5 mg. twice daily. 

The usual optimal dose is 20 to 30 mg. daily. 
If indicated, an increase to 60 mg./day total daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg. rarely increases the beneficial re- 
sponse. 

Some patients have been successfully maintained 
on once-a-day Navane (thiothixene) therapy. 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and sup- 
portive. For Navane oral, early gastric lavage 
is helpful. For Navane oral and intramuscular, 
keep patient under careful observation and main- 
tain an open airway, since involvement of the 
extrapyramidal system may produce dysphagia 
and respiratory difficulty in severe overdosage. 
If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I.V. 
fluids and/or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor action of these agents 
and cause further lowering of blood pressure. 

If CNS depression is present, recommended 
stimulants include amphetamine, dextroampheta- 
mine, or caffeine and sodium benzoate. Picrotoxin 
or pentylenetetrazol should be avoided. Extrapy- 
ramidal symptoms may be treated with antipar- 
kinson drugs. 

There are no data on the use of peritoneal or 

hemodialysis, but they are known to be of little 
value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg., 2 mg., 5 mg., and 
10 mg. in bottles of 100 and 1,000. Navane is also 
available as capsules containing 20 mg. of thio- 
thixene, in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concen- 
trate is available in 120 cc. (4 oz.) bottles with 
an accompanying dropper calibrated at 2 mg., 4 
mg., 5 mg., 6 mg., 8 mg. and 10 mg. Each cc. 
contains thiothixene hydrochloride equivalent to 
5 mg. of thiothixene. Contains alcohol, U.S.P. 
7.0% v/v. (small loss unavoidable). 

Navane (thiothixene hydrochloride) Intramus- 
cular Solution is available in a 2 cc. amber glass 
vial in packages of 10. Each cc. contains thiothix- 
ene hydrochloride equivalent to 2 mg.of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v. 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


This notification will change your 
address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 





FORMER ADDRESS: 


PASTE LABEL HERE 


NEW ADDRESS and/or NAME: 





NAME 





DEPARTMENT 





ORGANIZATION 





STREET 


CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Manpower 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Publications Services Division 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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focus on rapidity of response... 


Antidepressant effect 
often apparent 
within 3 to 5 days 


Mild accompanying anxiety—as well as 
psychosomatic complaints and other 
depressive symptoms—usually 
disappear as the depression lifts. 
Optimal response in most patients 

with 50 mg. t.i.d. Adolescents and 
elderly patients often do well 

on lower dosage. 


Pertofrane 


(desipramine hy cars e NF) 
an antidepressant that brings F 
things into focus— promptly 


PHARMACEUTICALS 








Pertofrane‘ 


(desipramine hydrochloride) 


Indication: For relief of mental depression. 
Contraindications: Do not use MAO inhibitors concomitant 
or within 2 weeks of the use of this drug. Hyperpyretic crises 
severe convulsive seizures may occur with such combinatio 
potentiation of adverse reactions can be serious or even fate 
When substituting Pertofrane in patients receiving an MAO 
inhibitor, allow an interval of at least 14 days. Initial dosage | 
such patients should be low and increases should be gradu 
and cautiously prescribed. The drug is contraindicated 
following recent myocardial infarction and in patients with a 
known hypersensitivity to tricyclic antidepressants. Warning 
Activation of psychosis may occasionally be observed in 
schizophrenic patients. Due to atropine-like effects and 
sympathomimetic potentiation, use only with the greatest ca 
in patients with narrow-angle glaucoma or urethral or ureter: 
spasm. Do not use in patients with the following conditions 
unless the need outweighs the risk: severe coronary heart 
disease with EKG abnormalities, progressive heart failure, 
angina pectoris, paroxysmal tachycardia and active seizure 
disorder (may lower seizure threshold). This drug may block 
the action of the antihypertensive, guanethidine, and relatec 
adrenergic neuron-blocking agents. Hypertensive episodes 
have been observed during surgery. The concurrent use of 
other central nervous system drugs or alcohol may potentiat 
adverse effects. Since many such drugs may be used during 
surgery, desipramine should be discontinued prior to electiv 
procedures. Caution patients on the possibility of impaired 
ability to operate a motor vehicle or dangerous machinery. C 
not use in women who are or may become pregnant, or in 
children under 12 years of age, unless the clinical situation 
warrants the potential risk. Because of increased sensitivity 
the drug, use lower than normal dosage in adolescent and 
geriatric patients. Precautions: Potentially suicidal patients 
require careful supervision and protective measures during 
therapy. Prescriptions should be limited to small quantities. 
Discontinuation of the drug may be necessary in the presen 
of increased agitation and anxiety shifting to hypomanic or 
manic excitement. Atropine-like effects may be more 
pronounced (e.g. paralytic ileus) in susceptible patients and 
those receiving anticholinergic drugs (including 
antiparkinsonism agents). Prescribe cautiously in hyperthyr 
patients and in those receiving thyroid medications; transier 
cardiac arrhythmias have occurred in rare instances. Period 
blood and liver studies should supplement careful clinical 
observations in all patients undergoing extended courses of 
therapy. Adverse Reactions: The following have been 
reported: Nervous System: dizziness, drowsiness, insomnia 
headache, disturbed visual accommodation, tremor, 
unsteadiness, tinnitus, paresthesias, changes in EEG patter 
epileptiform seizures, mild extrapyramidal activity, falling an 
neuromuscular incoordination. A confusional state (with suc 
symptoms as hallucinations and disorientation), particularly 
older patients and at higher dosage, may require 
discontinuation of the drug. Gastrointestinal Tract: anorexia, 
dryness of the mouth, nausea, epigastric distress, constipati 
and diarrhea. Skin: skin rashes (including photosensitizatior 
perspiration and flushing sensations. Liver: rare cases of 
transient jaundice (apparently of an obstructive nature) and 
liver damage. If jaundice or abnormalities in liver function tes 
occur, discontinue the drug and investigate. Blood Elements 
bone-marrow depression, agranulocytosis, thrombocytopen 
and purpura. If these occur, discontinue the drug. Transient 
eosinophilia has been observed. Cardiovascular System: 
orthostatic hypotension and tachycardia. Carefully supervise 
patients requiring concomitant vasodilating therapy, 
particularly during initial phases. Genitourinary System: urin 
frequency or retention and impotence. Endocrine System: 
occasional hormonal effects, including gynecomastia, 
galactorrhea and breast enlargement, and decreased libido 
and estrogenic effect. Sensitivity: urticaria and rare instance 
of drug fever and cross-sensitivity with imipramine. 
Dosage: All patients except geriatric and adolescent: 50 mg 
t.i.d. (150 mg. daily). Dosage may be increased up to 200 mx 
daily. Geriatric and adolescent patients should usually be 
started with lower dosage (25 to 50 mg. daily) and may not 
tolerate higher doses. Dosage may be increased up to 100 n 
daily. Lower maintenance dosages should be continued for é 
least 2 months after obtaining a satisfactory response. Mild 
anxiety and agitation which may accompany depression ° 
usually remit as the depression responds. Occasionally, 
however, a sedative or tranquilizer may be indicated. How 
Supplied: 25 mg. capsules (pink) and 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000; single-dose 
blister packs, boxes of 500. 


USV Pharmaceutical Corp., Tuckahoe, N.Y. 10707 





TROUBLE 
FALLING ASLEEP... 





HOURS] 2 
Dalmane (flurazepam HCI 


provides sleep 
Trouble within 17 minutes 


...on average, after taking one 30-mg 


slee ing” means capsule of Dalmane at bedtime" 
different things 
to different ane en 


“trouble sleeping” usually describe difficulty 
CO | falling asleep. Conversely, the over-fifty insomnia 
p ®@@ patient more often complains of frequent, 
lengthy awakenings — or of early morning awakening. 


This composite sleep profile characterizes the three most common 
forms of insomnia. 
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[ROUBLE 
STAYING ASLEEP... 


‘Dalmane (flurazepam HC!) 
provides sleep 
with fewer awakenings 


...without repeating dosage during the 
night.” Dalmane and warfarin may be 
used concurrently without risk of 
unacceptable fluctuation in prothrombin 


ase see followin 


g- ove for a summary 


TROUBLE 
SLEEPING LONG ENOUGH... 





Dalmane (flura e 
provides sleep 
for 7 to 8 hours 


...on average; with infrequent morning 


“hang-over” and relative safety. In elderly 
and debilitated patients, initial dosage 
should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. 


the benefits of 


Dalmane 

(f üUrazepam HC ) omy, Se 
One 15-mg capsule h.s.— initial dosage for ; 

elderly or debilitated patients. 


when restful sleep 














(15 mg may suffice in some patients). 


`. 18 indicated 





me AARTE YE 


the benefits of 


Dalmane 
flurazepam HCI 


when 


restful sleep 
1s indicated 


a sleep within 17 minutes, 
on average! 

a sleep with fewer 
awakenings?> 

a sleep for 7 to 8 hours, 
on average, without 
repeating dosage!» 
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Before prescribing Dalmane (flurazepam 
HCl), please consult Complete Product 
Information, a summary of which follows: 
Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits; and in 
acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCl. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 

CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 

Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 

on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 
Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 


Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 


wa. 


irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occurrences 
of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 
salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, 
hallucinations, and elevated SGOT, SGPT, 
total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
have also been reported in rare instances. 
Dosage: Individualize for maximum beneficial 
effect. Adults: 30 mg usual dosage; 15 mg 
may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 

30 mg flurazepam HCI. 
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2CENT ADVANCES IN THE BIOLOGY OF 

‘HIZOPHRENIA by Thomas A. Ban, McGill 

iv., Montreal, Canada. This is a systematic and 
‘»mprehensive coverage of approximately 50 
suroleptic drugs that have been clinically investi- 

‘ed since the introduction of chlorpromazine in 
p. attempt to correct the biochemical disturb- 
mces found in schizophrenia. The biochemical, 
europhysiological and psychophysical changes in 
chizophrenia corrected by each of these pharma- 
ological agents are noted. °73, 132 pp., 6 il., 28 
tbles, $12.50 


ATIENT POWER: The Development of a Thera- 

utic Community in a Psychiatric Unit of a 
General Hospital by Philip M. Margolis, Univ. 
Tospital, Ann Arbor, Michigan. Foreword by 
wlaxwell S. Jones. Patient power, shared decision- 
naking and responsibility for patients and staff 
members in activities, unit administration and the 
determination of the patients’ and community’s 
estinies is presented as a workable concept for 
bepation psychiatric wards of general hospitals. 
73, 176 pp., $8.95 


7 AND CLAIRVOYANCE: Views 
n Some Little Investigated Capabilities of Man 
y W. H. C. Tenhaeff, State Univ. of Utrecht, 
The Netherlands. Foreword by Berthold Eric 
ehwarz. After devoting several decades to 
specialized research in paranormal phenomena, 
the author established and is Director of the 
well-known Institute of Parapsychology at the 
University. He presents in this volume his own view 
of the nature of telepathy, his studies of individ- 
uals displaying ESP phenomena, and his systematic 
psychodiagnostic research into the personality 
structures of people regarded as paragnosts. °7), 
176 pp., 24 il., $12.50 


LESBIANISM: A Study of Female Homosexu- 
ality by David H. Rosen, Univ. of California, 
San Francisco. Foreword by Dr. Evelyn 
Hooker. The author takes lesbianism out of 
the subjective mythical and psychoanalytic 
theory stages to bring it into an objective 
phenomenological and existential realm. The 
book is divided into three parts: a review of 
the literature — patient and nonpatient-centered 
studies; a lesbian research study of twenty-six 
omen; and a discussion and further develop- 
ent of the working hypothesis that lesbianism is a 
‘of life, not an illness. ’74, 140 pp., 28 il., 3 
les, cloth-$7.95, p DeR$4IS 
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CLINICAL USE OF PSYCHOTHERAPEUTIC 
DRUGS by Leo E. Hollister, Stanford Univ., Palo 
Alto, California. Drugs used in the treatment of 
patients with emotional disorders are examined; 
clinical experience with these drugs is related ‘to 


their pharmacological properties that bear most , 


directly on their use. Antipsychotic drugs, anti- 
manic drugs, antidepressant drugs, antianxiety 
drugs, drugs used in treating emotional disorders of 
children, and drugs used for treating various 
organic brain syndromes are covered. ‘73, 192 pp., 
11 il., 13 tables, $6.95 


SOCIAL AND MEDICAL PROBLEMS OF THE 
ELDERLY (3rd Ed.) by Kenneth Hazell, Con- 
sultant Physician in Geriatrics, 


examined. Living conditions, requirements and 
difficulties are described. Planning arrangements, 
clinical procedure, equipment, administrative 
methods, staff requirements, problems and 
examples of diets and other down-to-earth, practi- 
cal details on the running of a geriatric unit are 
provided. °73, 312 pp., 16 il, $15.95 aA 


A PSYCHIATRIC STUDY OF MYTHS AND 
FAIRY TALES: Their Origin, Meaning and Useful- 
ness. An Enlarged and Thoroughly Revised Second 
Edition of A Psychiatric Study of Fairy Tales by 
Julius E. Heuscher, Stanford Univ., Stanford, 
California. The author explains his theory that 
fairy tales are necessary for balance in intellectual 
and emotional development. In order to achieve 
harmony and wholeness in life, one must have not 
only the external measureable, objective world, but 
he must also be able to transcend the narrow 
limits of the materialistic world, which he can 
do through fairy tales. °73, 44S pp., 11 il, 
$14.95 


THE MALPRACTICE OF PSYCHIATRISTS: 
Malpractice in Psychoanalysis, Psychotherapy 
and Psychiatry by Donald J. Dawidoff, New 
York City. Psychiatrists, lawyers and others 
interested in the availability of legal remedy of 
malpractice for the negligent conduct of 
psychoanalysis, psychotherapy and other formis 
of psychiatry will find this book valuable. 
Proof of a malpractice suit in verbal therapies; 
electroshock, insulin shock or drugs; legal 
obligation for the negligent use of words; 
sexual abuse by ther&pists and behavior of the 
psychiatrist in the social sphere; and hospital-, 
ization are covered. °73, 184 pp., $9.75 
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happy tomorrows. 


. THE DEVEREUX FOUNDATION 

^ DEVON, PA. 
Sixty Bar GP service to exceptional children 
have reassured us that the latest educational tool 
is second to the value of the hiiman resource. 





ee >, A NON-PROFIT ORGANIZATION 
Helena’T. Devereux, ..-.. Marshall H. Jarvis, *™ se” THE DEVEREUX FOUNDATION 


Founder and Consultant ; presidon á 





od 





FOR" INFORMATION. AND LITERATURE: . . Charles J. Fadler Director of Admissions 
Devereux Schools, Devon, Pennsylvania 19333 

SEANN MASSACHUSETTS, CONNECTICUT ; a 
Ellwood M. Smith aeifnissioris Officer, Devon, Pa. 19333 
„hy -r Keith A. Seaton, Admissions,Officer, LAT Barbara 93102 
DR Bad Y: + ¢ Robert Ẹ. Worsley, Adimissfons Officer, Box 2666 YNictoria 77901 
hg 8 TN ,Bette F. Eden, Ed.D., Director, 6404°E. Sweetwater, Scottsdale 85254 
“GEORGIA ©... Ralph L. Comerford, Director, 1980 Stanley Road, N.W., Kennesaw» 30144 
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